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CONFERENCE CALL TRANSCRIPT 
 
We conducted a conference call on July 17th with two highly regarded experts in the domain of wound therapy.  The 
biographies of our experts are provided below, followed by a call transcript.   
 
VIDEO LINKS 
 
Those interested in viewing actual video footage documenting the efficacy of Microcyn® usage in wound therapy can do 
so by visiting the following sites: 
 
http://www.oculusis.com/bon 
http://www.oculusis.com/regulski 
http://www.oculusis.com/remedios 
 
There are also a number of video files documenting the featuring of Oculus’ technology in the popular press, which can 
be viewed through the following site: 
 
http://www.oculusis.com/mexico/news/ 
 
Cheryl Bongiovanni, Ph.D. RVT, FASA 
Cheryl M. Bongiovanni is director of the Vascular Laboratories/Wound Clinics at Lake District Hospital, in Lakeview, 
Oregon.  She is a graduate of the University of Medicine and Dentistry of New Jersey with specialization in 
cardiovascular physiology.  Dr. Bongiovanni is an internationally recognized expert in the diagnosis of vascular diseases 
and in the treatment of chronic wounds.  She is on the editorial staffs of five medical journals and is a frequent 
contributor to both professional journals and textbooks.  Dr. Bongiovanni is a Registered Vascular Technician (RVT) and 
is a member of the Foundation for Ambulatory Surgery of America (FASA).  She has lectured throughout the United 
States, Europe and the Far East. 
 
Matthew Regulski, D.P.M. 
Matthew Regulski is the director of the Wound Center of Ocean County in New Jersey.  A graduate of Temple 
University's School of Podiatric Medicine, Dr. Regulski garnered several academic awards prior to his graduation. His 
surgical residency training was completed at the Main Line Health System in Philadelphia, Pa., where he had very 
specialized training in diabetic wound care and limb salvage, along with reconstructive surgery. He is a member of the 
American Professional Wound Care Association. 
 

RODMAN & RENSHAW, INC. 
Conference Call Transcript 

Moderator: Elemer Piros 
July 17th, 2007 
12:00 PM ET 

 
Operator:  Good day and welcome to today’s “Microcyn, a Novel Non-antibiotic Approach to the Treatment of Wound 
Infections” conference call.  As a reminder, today’s call is being recorded.  At this time, I’d like to turn the call over to 
Elemer Piros.  Please go ahead. 
 
Elemer Piros:  Yes, good morning/good afternoon and thank you very much for joining us at this Rodman & Renshaw 
sponsored clinician call on Microcyn and various other investigational approaches to wound care.  We have a 
distinguished panel that has joined us.  Two out of the three participants are currently available.  The third participant, 
we are hoping that he could join us once he finished with his surgery and I’d like to ask my colleague Ram Selvaraju to 
introduce our speakers today. 
 
Ram Selvaraju:  Good day everyone.  It’s a pleasure to welcome you to this conference call.  I have the pleasure of 
introducing three very distinguished medical practitioners.  The first is Cheryl Bongiovanni, Ph.D., a registered vascular 
technician and also affiliated with the Foundation for Ambulatory Surgery in America.  Dr. Bongiovanni is Director of the 
Vascular Laboratories and Wound Clinics at Lake District Hospital in Lakeview, Oregon.  She’s a graduate of the 
University of Medicine and Dentistry of New Jersey, with a specialization in cardiovascular physiology.  Dr. Bongiovanni 
is an internationally recognized expert in the diagnosis of vascular diseases and in the treatment of chronic wounds.  
She is on the editorial staffs of five medical journals and is a frequent contributor to both professional journals and 
textbooks.  She has lectured throughout the United States, Europe and the Far East.  It’s a pleasure to have you with us 
on the conference call. 
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Cheryl Bongiovanni:  Thank you. 
 
Ram Selvaraju:  Dr. Matthew Regulski is the Director of the Wound Center of Ocean County in New Jersey.  He’s a 
graduate of Temple University School of Podiatric Medicine and garnered several academic awards prior to his 
graduation.  His surgical residency training was completed at the Main Line Health System in Philadelphia, where he 
had very specialized training in diabetic would care and limb salvage, along with reconstructive surgery.  He is a 
member of the American Professional Wound Care Association. 
 
Elemer Piros:  Once again, it’s a pleasure to welcome you to the conference call and I’d like to open by asking Dr. 
Bongiovanni to give us some details about her current medical practice; how large it is and what its composed of in 
terms of the wound patients that she sees and what the exact origin of the wounds of the patients that she sees in his 
current practice are, whether they’re burn origin in nature or whether they would have some other cause, such as, for 
example, diabetic foot ulcer infection. 
 
Cheryl Bongiovanni:  Thank you sir.  Here in southern Oregon, the Lake wound clinics are the only specialty wound 
clinics that are available in quite a large geographic area.  Generally speaking, we see roughly 400 to 500 patients a 
month, in the two locations that we serve.  Our wound referrals are strictly by referral and they come to us from just 
about everywhere, including, family practice physicians; surgeons; podiatrists; even the urgent care physicians.  We 
treat all chronic wounds.  That’s everything from burns that won’t heal to diabetic plantar foot ulcers; infected surgical 
wounds.  Understand that for the most part, our wound practice is devoted, primarily, to those individuals who are facing 
either major limb loss or death, if we cannot get them healed.  These are, for the most part, almost all end-stage 
patients.  They don’t just come from Northern California and Southern Oregon.  We actually draw from all across the 
country and Canada and Mexico.  We’ve had some patients come from Europe.  Right now, we’re beginning to see 
some of the veterans of the Gulf War who have been injured and for whom healing has not been achieved by Veterans 
Administrative Services.  That gives you an idea of, basically, the patient population that we serve.  Quite a few of our 
patients are diabetic.  We see an awful lot of infected diabetic foot ulcers. 
 
Elemer Piros:  In terms of percentages, could you, maybe, give us an approximate break down of how many patients 
would have diabetic foot ulcer originating problems; how many are burn victims and so on? 
 
Cheryl Bongiovanni:  Sure.  Oh, I would say that 99% of all of our patients are infected with resistant organisms.  I would 
say that roughly 45% of all of our patients are diabetic.  Of those, nearly 90% are presenting with either foot ulcers or 
with amputation sites that have either dehisced or simply will not heal, all of which, are infected with hospital-acquired 
infections for the most part.  We are facing here, a fair sized cadre and I would say 35% of all the patients that we see, 
come to us with infections that are resistant to just about everything, including, vancomycin.  We have a lot of VRSA 
infections, as well as, the standard MRSA infections.  Traumatic wounds that have become horribly infected comprises, I 
would say, another 10% of our overall patient population and roughly 2-3% of those are, in fact, diabetic, even if they 
have not been diagnosed as being diabetic until they have presented to our wound clinics.  Other than that the 
remainder is postoperative wound infections and dehisced surgical wounds and those are everything from dehisced 
craniotomy and infected craniotomies to infected median sternotomies.  These have dehisced and generally, when we 
see them, we’re looking at the sternal wires.  We find we have a large group of patients who have undergone 
laparotomy for whatever reason.  These patients who have dehisced wounds are almost all diabetics and all of them do 
have hospital-acquired infections.  Other than that our burn victims come from just about everywhere, including industrial 
accidents.  We have a large cadre, in terms of you know, large here is a relative term, of paraplegic and quadriplegic 
patients with everything from decubitive ulcers to third degree burns to traumatically-acquired wounds that are infected 
and will not heal.  We have a small but very difficult to handle group of paraplegic and quadriplegic diabetic patients who 
are also smokers, who are also in complete renal failure and are on dialysis.  These patients are very difficult to get 
healed.  Beyond that if they need a Band-Aid they don’t come to us.  We’re seeing, pretty much, the worst of the worst. 
 
Elemer Piros:  Dr. Regulski, if you could, maybe, contrast your experience in your wound center in Ocean County with 
Dr. Bongiovanni’s. 
 
Matthew Regulski:  Sure and thank you very much for having me on today.  Our wound center is predominantly lower 
extremity.  We are in the second densest county in the United States for 65-year and older individuals.  We get a 
tremendous amount of pressure ulcers, particularly on the heels as well as the surfaces of the feet.  We have a very 
significant amount of diabetic population, as well as, seeing stasis ulcer patients.  We see arterial ulcerations; 
posttraumatic/post-surgical ulcerations.  We have a significant amount of paraplegics, just like Dr. Bongiovanni was 
expounding on.  Burn patients are, I would say, approximately 1-2% of our patients but predominantly, we are diabetic 
and venous stasis ulcerations type patients here; a lot of patients with congestive heart failure; COPD; things of that 
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nature that generate a tremendous amount of lower extremity edema and leading to those ulcerations from there.  We 
get very significant wounds from your stage one pressure ulcers, right down to stage four.  We get very – wounds that 
are tremendously gangrenous; overtly infected; contaminated; colonized but predominantly, we are lower extremity but 
we get the whole gamut of wounds here.  We don’t see as many patients as Cheryl does.  We’re – unfortunately, in my 
area, we have a lot of competition, as far as, people that are treating these wounds and they don’t get them healed and 
we do get a lot of the end-stage results of that but we, generally, see about 100 wounds a week here, so – roughly.  
Where I am, in a group of seven physicians, I primarily do all of the wound care and the limb salvage but we get quite a 
referral base from, not only, the practitioners in the area but also, from the home nurses and actually, we’ve been getting 
quite a bit of referrals from Cheryl’s old institution, from University of Medicine and Dentistry, which is interesting 
because that is a very large medical center but I have been getting referrals from there.  We’ve seen patients as far 
away as Mississippi, Alabama and Georgia.  I haven’t seen anybody from Mexico; nobody from Canada yet but again, 
we get the whole gamut but predominantly, we’re diabetic and venous.  I would say those are probably about 80% of the 
cases we have usually.  We just did finish a large study for another company utilizing post-traumatic and post-surgical 
wounds, so we do get a majority of those but we treat anything and we’re in this area where there’s a tremendous 
amount of retirement communities, assisted living communities, so we do get a lot of those; a lot of those wounds from 
there, which are a result of pressure wounds mostly, so we do have very wide array of wounds that we do treat here. 
 
Elemer Piros:  Dr. Regulski, maybe you could start walking us through the treatment regimens and you see a lot of what 
you, I believe, characterize as end-stage or… 
 
Matthew Regulski:  Sure. 
 
Elemer Piros:  …most severe cases.  Well, how do you get started… 
 
Matthew Regulski:  Well, for instance… 
 
Elemer Piros:  …trying to save the limb? 
 
Matthew Regulski:  Sure.  For instance, a patient I just had this morning was a referral.  She had – was an 82-year-old 
lady, broken hip and she’d developed a pressure ulcer while she was in the hospital and she had the abduction pillow, I 
guess and you know, they weren’t offloading heels; developed a large gangrenous ulcer of her right posterior heel and 
as we did – they did refer her over.  She came in, she didn’t have any vascular studies done.  I don’t know what her 
blood work was and her nutritional levels and things of that nature, so first and foremost, we have to evaluate the blood 
flow for the lower extremity.  Have to make sure you offload the pressure appropriately.  We have to look at nutritional 
levels of zinc and the albumen and transferrin and total lymphocyte count, all those factors as well, so when we look at 
this heel – when they first come in, before I even go and see them, my girls will take off their bandage.  They will take 
four by fours and soak them into about 10 to 15 cc’s of the Dermacyn and will lay them right over the ulceration and we 
just let that soak on there for about, anywhere from 10 to 15 minutes, so that we can start our treatment from there and 
then we’ll look at the wound and if its – if a patient that I think that has compromised circulation, we really do not touch 
the wound until after we have my colleagues with – give their vascular examination and if that is the case, if it will take a 
couple days, then I will have the extended care facility obtain the Dermacyn and they will start applying it three times a 
day to the heel, with just four by four gauze.  I may add a little enzymatic debridement with it and then, of course, the 
appropriate multi-post to offload the area and why we start working her up vascular; nutritional; all kinds of things that we 
do so that we can start into this healing cascade. 
 
Elemer Piros:  So, if I understand you correctly and I think the Dermacyn and Microcyn is used interchangeably … 
 
Matthew Regulski:  That is correct. 
 
Elemer Piros:  … as the name of the product candidate.  It appears that you start using it very early. 
 
Matthew Regulski:  Absolutely.  When the patients come in, immediately the girls know to take the Dermacyn; soak a 
few four by fours, again, about 10 to 15 cc’s and lay it right over the wound for about 10 to 15 minutes to start them 
going, sure. 
 
Elemer Piros:  How long have you had experience with Dermacyn? 
 
Matthew Regulski:  I learned about Dermacyn approximately two – I think its 2.5 years ago, with the new Cardiovascular 
Horizons meeting that was in Miami instead of New Orleans because of one of the hurricanes and the gentlemen were 
speaking on there and I was absolutely fascinated by the results that they had down in Mexico utilizing it on burn 
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patients just spraying it on three times a day and healing these patients without scar; without infection and without even 
grafting, so we were using – that’s when I first learned about it, about 2.5 years ago and then we’ve been using it ever 
since on every wound patient that comes in there. 
 
Elemer Piros:  And what were you using before?  Have you replaced something or is this more like an add-on? 
 
Matthew Regulski:  This is a tremendous adjunct to the treatment of that.  Normally, you know, when a patient comes in 
who’s wrapped in a proper dressing for a venous stasis ulceration and especially, here in the summer months, they get 
a lot of perspiration and a maceration underneath and normally, we do a cleanse scrub of the entire leg, just to remove 
any bacteria, dry skin, fungus; anything that develops under there.  Before, we didn’t really have much of anything.  We 
put a little bit of saline on the wound, then we would go right into debriding the wound if it needed to be debrided and 
now, I’m blessed that we have the availability of this agent to put on to these wounds to really inhibit the colonization and 
reduce the inflammation and start in the healing cascade. 
 
Elemer Piros:  We would go into a little bit more detail in terms of your adjunct antibiotic use, since we are dealing with 
infected wounds but I’d like to turn over to Dr. Bongiovanni, if she could describe her experience before and after the 
arrival of Microcyn. 
 
Cheryl Bongiovanni:  Well, Dr. Regulski and I found out about Microcyn at the same meeting, so we’ve been using it for 
the same period of time and just like Dr. Regulski, we certainly see quite a few diabetic plantar foot ulcers, as well as, 
venous stasis ulcers.  Prior to the finding out about Dermacyn/Microcyn, we had been treating diabetic foot ulcers with 
hyperbaric oxygen and providing these very expensive, very labor intensive treatments to stimulate granulation and get 
these things healed, at the same time, doing all of the appropriate adjunctive things, as well; for example, making sure 
that we had provided the appropriate offloading devices and so forth.  Unlike Dr. Regulski, we do – or like Dr. Regulski, 
we certainly, immediately pursue the evaluation of vascularity to the region of whatever wound we’re treating.  When it’s 
an extremity wound, of course, we interrogate the arterial and venous components of the circulation.  We do that at the 
same time that we institute treatment of the wound with Microcyn.  If these are wounds, for example, a sacral decubitus 
ulcer, a dehisced surgical wound somewhere, things of that nature, we will perform TcPO2 (transcutaneous oxygen 
pressure measurements) and/or laser Doppler measurements, again, to assess the circulation.  Now that may seem like 
overkill if you’re looking at something like a dehisced lumbar laminectomy site; however, we find that frequently, there is 
unsuspected undermining of the skin flaps that needs to be addressed before you can achieve appropriate and 
complete healing of these wounds.  With respect to what has – to what we do with antibiotic agents.  We don’t use them 
nearly as often systemically as we used to.  We don’t need to because of the Dermacyn.  More importantly, though, 
when I returned from that meeting where we – where I found out that Dermacyn existed, I have not done a single 
hyperbaric oxygen treatment since; I haven’t needed to.  We find that the average length or the average duration of time 
to healing of a diabetic plantar ulcer is about three weeks.  With a venous leg ulcer the national average is about six 
months.  We get these all healed within 30 days. 
 
Elemer Piros:  Wow that’s quite a big difference. 
 
Cheryl Bongiovanni:  Yes.  So, when you think about it, it wouldn’t – it really wouldn’t matter if the Dermacyn or the 
Microcyn was offered to at even $1,000 a bottle.  We’re saving so much money in healthcare dollars simply by 
shortening the course of treatment so dramatically that it wouldn’t matter what the stuff cost and we use it on every 
single patient.  It is our first line of defense. 
 
Elemer Piros:  Dr. Regulski, about antibiotic use, I understand that Dr. Bongiovanni might be seeing patients that are – 
already come in with resistant organisms; in general, again, if you could provide a before and after comparison on your 
practice and using systemic antibiotics before and after Dermacyn. 
 
Matthew Regulski:  Well, I think that you have to look at the wound clinically.  The patient comes in; if you have an 
ulceration that is greater than two centimeters of erythema; that’s very painful.  There’s a purulent drainage.  Is there 
undermining, sinus tracking, exposed bone or tendon?  Do they have any systemic signs?  Well, then that may be an 
indication for a systemic antibiotic.  I can’t even tell you the last time that I have given an oral or intravenous systemic 
antibiotic for a wound. 
 
Cheryl Bongiovanni:  Yes. 
 
Matthew Regulski: Well, of course, these chronic wounds are going to be contaminated with all kinds of bacteria and a 
lot of times we do just do a superficial swab.  We utilize the Levine method where you take the swab and you press 
down into the wound for a few seconds to absorb some fluid but I just like to know what kind of bacteria’s in the wound.  
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Certainly, diabetic patients or patients that are immunocompromised; they come from extended are facilities; they do 
have a predilection for more aggressive and resistant bacteria but other than having overt signs of an infection, I can’t 
even tell you the last time that I have given an antibiotic.  As soon as they come in we undress them, maybe a little 
cleanse wash, just to the leg, if they have dry skin and things of that nature and then we go right into the Dermacyn, into 
the wound.  So beforehand – as soon as, we had a non-healing wound, everybody was giving some antibiotics but you 
know, now you learn that these chronic wounds are hypoxic.  They’re ischemic.  That’s very hard for oral antibiotics to 
get into the wound, so as of now, I can’t even tell you the last time in the 2.5 years that I have given an antibiotic for a 
patient.  They just completely soak them with the Dermacyn.  Plantar foot warts, we’ll actually get a little bowl of it, a 
sterile container, put their foot right into it and let them soak it for 10 to 15 minutes, so really, I don’t use much of any 
antibiotics unless it’s absolutely necessary and its indicated by the clinical symptoms of the patient but very rarely.  I 
can’t even tell you the last time. 
 
Elemer Piros:  Yes.  I’d like to ask my colleague Ram, if he had any further questions. 
 
Ram Selvaraju :  Well, I think, probably, you know, one of the things that I would like to know more about is regarding 
the actual usage protocol that you employ with Microcyn; how standardized it is from patient-to-patient and how much 
you have seen the need to vary it and whether its dependent on the cause of the wound and basically, how much 
variation there actually is when it comes to using the product in patients. 
 
Matthew Regulski:  Cheryl, you want to go? 
 
Cheryl Bongiovanni:  Sure.  Quite a bit of the initial treatment protocol, in our practice, is dictated by the patient; the 
patient’s general condition; all of the other things that Dr. Regulski mentioned, as well as, the wound itself.  When we are 
faced, for example, with a heavily infected, poorly vascularized wound, we will see that patient sometimes as often three 
times a day until we get the infection under control with the Dermacyn.  In one – on a couple of occasions where we’ve 
literally had patients with circumstances that were so bad that the leg had, essentially, been skinned; there was no skin 
at all, between the base of the foot and the knee, we’ve put that patient in a circumstance, over a large basin, where we 
kept the Dermacyn – the Microcyn running over that wound for 24 hours in order to clean it up and get it sterilized.  After 
that as soon as, we’ve got the infection under control and we begin to see the emergence of granulation, we back off 
that schedule and will, ultimately, end up seeing the patient no less than twice a week for appropriate dressing changes 
until they’re completely healed and discharged. 
 
Matthew Regulski:  In my practice, unlike Cheryl, I wish I could get my patients to come in three times a day.  
Unfortunately, when you’re dealing with a lot of elderly patients, who are on public transportation, we’re lucky if we can 
get them in twice a week but every patient that comes through our door, in our wound center, will automatically get a 
Microcyn soak before I even see them.  The girls, again, they know to do that on every patient and I use it on every 
single wound.  I use it with all my grafts, if I do flaps.  We don’t even use saline, really, in our wound center any more.  
We simply stay with the Dermacyn.  When patients come in for post-op; I just saw a young guy this morning, whom I did 
a flap for, who had a plantar ulcer.  When we were taking off his bandages we used the Dermacyn in there to help to 
remove any bandages that may be a little adhered and once we get it off, I even spray down the incision line with a little 
bit of Dermacyn, as well.  I use it on infected wounds; colonized contaminate; even when it’s granulating.  Even when it’s 
granulating I will put the Dermacyn on.  When I have patients in the OR; when I’m going to use a graft, one of the 
engraftment alternatives, I will soak that on the back table in Dermacyn; Ampligraf; Integra; graft jacket; Oasis graft that 
we use a lot of; I soak them all in the Dermacyn so every single patient, every surgical patient that I do.  Even in my non-
wound surgical patients; fixing an ankle fracture in a diabetic, I’ll even squirt Dermacyn into the wound before we close; 
calcaneal fractures.  Even when I use external fixators, I will soak the pin tracks with Dermacyn; soak four by fours.  I 
use it under the Wound VAC.  I use it in the Wound VAC instill.  Patients of mine that are on home care, I have them 
purchase a bottle, at various pharmacies that I have that stock it and the home nurses will use it when they change their 
dressings, so every – just about everybody. 
 
Cheryl Bongiovanni:  … same thing. 
 
Elemer Piros:  Yes, Dr. Bongiovanni and Regulski, it seems like your experience is so positive, how long did it take you 
to realize and how long do you think before a general practitioner per se whose it not as experienced in wound care but 
who happens to see wound patients, how long would it take for them to get the message?  What … 
 
Matthew Regulski:  You know in my office, I have – in our wound center, we – actually I have a friend of mine who is a 
vascular surgeon over at the University of Pennsylvania, who has a large wound center there, as well and he knew 
nothing about this technology and I would talk to him.  He would come over here because he does a lot of EP shunting 
for dialysis patients, actually and I would talk to him about this product and I would show him pictures because we 
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photograph everybody when they come in.  At every visit they get pictures taken and he would see the progression of 
these patients and I would tell him, this patient had resistant pseudomonas infection.  I see the absence of bacterial 
infections and he would ask me, what kind of antibiotics did you give them and I said we would simply use no antibiotics.  
We were simply using this new technology just by soaking it on the wound and literally, he has tried it in his wound 
center and it took him about two to three weeks and he called me up and he said how amazing he thought this product 
was that a lot of these patients that he – because he would have to put on an IV antibiotic, now that he is just utilizing 
the Microcyn technology for that so, maybe that was just an isolated case but it took me, personally, maybe a month to 
see the results of this very simply technology but a tremendously effective technology. 
 
Elemer Piros:  Dr. Bongiovanni? 
 
Cheryl Bongiovanni:  Well, my experience parallels Dr. Regulski’s to a great extent, with respect to developing our 
referral base, using the Microcyn.  Generally, it took one patient per practitioner sent to the wound clinic and then 
returned completely heal in a blindingly short time to get them to appreciate the value of the Microcyn in terms of treating 
every single wound that they see.  Now, family practice docs in rural practice will see plenty of lacerations, the 
occasional accidental gunshot wound, you know, lots of barbed wire injuries and things like that and these days, 
certainly, the physicians here in Lakeview and many of the physicians in any other community in which we have – where 
we have a wound clinic, simply reach for the bottle of Microcyn and flood the wound with it and then you don’t have to 
worry about developing infection.  The other thing that Microcyn does and that very few people talk about, although, I 
have a couple of papers that I’ve written about this, Microcyn does have another effect and that is that greatly 
accelerates the development of neovascularity in a wound.  It accelerates angiogenesis and that’s probably the activity 
of this product that is most responsible for the tremendous acceleration in wound healing.  We’ve treated injuries to the 
full spectrum of patient age group.  The youngest patient we’ve seen was a two-day-old infant and we flushed that 
baby’s eyes out with Dermacyn after he had been splashed with a household cleaner and you know, prevented any 
damage to his corneas.  The oldest patient that we’ve served was 103 and that individual had a diabetic plantar ulcer 
that healed in about five weeks. 
 
Elemer Piros:  Dr. Regulski, do you understand how the product works or do you simply care if it has spectacular 
results? 
 
Matthew Regulski:  Do I – well, I always am a very research-oriented person and I love the way it works and I love the 
way the results that we get from these wounds.  I mean, again, this is a very easy product to use; it’s very accessible 
and it can cut down on, as Cheryl, a lot of the expense that we see in wound care.  You know we utilize a lot of these 
grafting technologies in a lot of the surgeries that we do and they’re considerable healthcare dollars and this is a very 
relatively inexpensive way that you can remove a lot of that; accelerate the wound healing and get your patients back to 
their functional activities of daily living. 
 
Elemer Piros:  How inexpensive it is; the – how much does it cost for your clinic to obtain it? 
 
Matthew Regulski:  If – for me or my patients? 
 
Elemer Piros:  Both.  I was going – this was going to be part B of my question. 
 
Matthew Regulski:  I was fortunate that I started writing a lot of prescriptions for and a couple of these pharmacies 
around this area actually called me and asked me am I going to be writing more?  Can they – should they stock the 
product?  So they stocked the product for me and my patients – now, some – there’s some variability between 
pharmacies but some of my patients can get it for – as easy as $19 for the eight ounce bottle; some pharmacies are a 
little more expensive, about $28 to $29 for the eight ounce bottle.  We were fortunate, in that we have a good 
relationship with a distributor who does a lot of our Medicare patients, for wound supplies and things and he started 
stocking it as well and now we can just order it for our Medicare patients and he actually – their cost is only $14 for the 
bottle, so that has worked out very nicely and for us, we order it – we get it – we used to get it directly from Oculus but 
now through our – this distributor that we use out of Philadelphia, we actually attain it from him and I believe that a case 
of the eight ounce bottles, I think, is about $130, so its not that bad at all. 
 
Elemer Piros:  Dr. Bongiovanni, is it similar on the West Coast? 
 
Cheryl Bongiovanni:  No, it’s not.  We don’t have a distributor that handles Microcyn yet out here.  Maybe down in 
Central and Southern California they do but up here in the Pacific Northwest or at least our part of the Pacific Northwest, 
we do not.  We buy our Dermacyn directly from Oculus.  We buy it 20 cases at a time and I have no idea what our 
purchasing department pays for it.  With respect to the patient costs, when we have to provide Dermacyn for a patient to 
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take home, we charge, I think, $20 for the eight ounce bottle.  For in-clinic use, however, the patient is not charged for it.  
In fact, the patient is not individually charged for any of the supplies that we use.  That’s all considered part of the wound 
care experience, if you will and we don’t charge separately for it. 
 
Matthew Regulski:  We don’t either; absolutely good point Cheryl. 
 
Elemer Piros:  Yes and you mentioned Dr. Bongiovanni that you ordered 20 cases, how – what is the stability of the 
product?  How long can it sit on the shelf? 
 
Cheryl Bongiovanni:  As far as I know it is stable – the company says that it’s stable for a year.  They say that it’s stable 
for a different period of time once the bottle is opened.  Quite frankly, we use the stuff so much that I doubt that we have 
ever approached that expiration but for a year, I mean that’s pretty astonishing, for a super oxidized compound.  That’s 
just a miracle. 
 
Elemer Piros:  Now, you mentioned super oxidized compound, there are some other competitive approaches out there.  
I don’t know if you’re aware of it, whether you’ve heard of it, whether you’ve tested it.  One particular one would actually 
sell you a machine where you would, in the office, you would … 
 
Cheryl Bongiovanni:  Right. 
 
Elemer Piros:  … you would actually create the product.  If you were to get and I know you mentioned that you don’t 
even know what’s the purchase price but if you were to get the product cheaper by introducing this manufacturing step, 
would you care and if, obviously, all else being equally safe and equally efficacious. 
 
Cheryl Bongiovanni:  Yes, I would still care because of a very limited applicability of something that I would have to 
generate and then use immediately because it was not shelf stable and that would give me the additional problem of 
patients undergoing home care or care in long-term care facilities, I would have no way of getting the super oxidized 
compound to them.  I would also end up having to own several of these generational machines and that’s unacceptable. 
 
Elemer Piros:  Dr. Regulski, do you have … 
 
Matthew Regulski:  Absolutely.  I have seen no problems with the Dermacyn.  We got tremendous results from it and if 
its not broke don’t fix it and I really will not see me changing from that at this point in time and again, like Cheryl says, I 
don’t have time to make a compound and to use it right away and a lot of our patients are on home care, so absolutely 
great product; I’m not going to change. 
 
Cheryl Bongiovanni:  Yes. 
 
Elemer Piros:  Ram, did you have any additional questions before we turn it over to the audience?  I see that we have 
about 15 to 20 minutes left.  Maybe, we should attempt through the operator to have the audience join us and reserve 
our questions, if there is no feedback; Robbie. 
 
Operator:  Absolutely.  The question-and-answer session will be conducted electronically.  If you would like to ask a 
question, please do so by pressing the star key followed by the digit one on your touch-tone telephone.  If you’re using a 
speakerphone, please make sure your mute function is turned off to allow your signal to reach our equipment.  Once 
again, it is star, one.  And it appears, at the current time, there are no questions over the phone. 
 
Elemer Piros:  I have – Ram, did you have questions first? 
 
Ram Selvaraju:  Yes.  So, based on your experience it appears that you’ve really had some very positive outcomes with 
the use of Microcyn.  I’d like you to comment in brief, if you could, both of you, on what kinds of patients don’t 
necessarily respond to Microcyn if that ever does occur and what do you think might be the underlying factors that would 
predict potentially whether a patient might or might not respond to Microcyn. 
 
Matthew Regulski:  Well, I have to tell you that I think that the only feature that I could think a patient may not to respond 
to it would be compliance, particularly, in the diabetic ulcer patients.  They don’t stay off their foot, I think and we don’t 
get them properly offloaded whether through total contact cast, the football dressing; diabetic walker.  If I don’t have my 
patients doing that and I have some them that absolutely refuse to, as they say, give into their ulcer, then it’s very 
difficult to heal them no matter what we put on that but I have not seen a patient who was compliant with their treatment 
regimen; I just haven’t seen it.  Everybody has, if they follow our treatment plan and we’ve progressed them along, 
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everybody does very well.  I just – I think that the compliance issue is the biggest one but other than that I just haven’t 
seen it. 
 
Cheryl Bongiovanni:  Now, my experience is parallel to yours.  As long as I have a patient whose even willing to, you 
know, to meet us a halfway, we will get them healed using the Microcyn.  There is one exception to that and those are 
the diabetic smokers who are also on dialysis.  Those individuals have such tremendous underlying metabolic issues, as 
well as, compliance issues and other issues that on the rare occasion when we can get a diabetic heel ulcer or a plantar 
ulcer under control it usually isn’t for long.  These patients tend to deteriorate very quickly.  Unfortunately, when they do 
proceed to amputation, 50% of them are going to have grave consequences within about a year. 
 
Ram Selvaraju :  And as a follow-on to that I was just going to say, is it possible then to state that really there is no 
obvious reason why Microcyn would not work in a patient and therefore that this would be a differentiator between 
Microcyn and say, generalized disinfectants or antiseptics that you would use sort of as widely as Microcyn. 
 
Matthew Regulski:  Yes.  I would think so.  Again, in my wound center, we don’t even use saline.  We’re using the 
Microcyn for irrigating out wounds, say, when you take bandages off like I was saying; for washing out wounds or 
incision lines; over grafts before I change them.  I use a lot of Prisma and Promogran in my practice.  I actually wet that 
with the Dermacyn.  I use a lot of the XLAN, the bio-cellulose wound dressing.  I actually soak that in there because, 
being a bio-cellulose material, it absorbs the Dermacyn and then time releases it into the wound.  I don’t see any 
problems with it even replacing saline in the future. 
 
Ram Selvaraju :  And you would not say, obviously, then that the beneficial effects associated with Dermacyn or 
Microcyn that you’ve both been seeing in your practices can, really, in any way be attributed to improvements in 
standard of care.  That these are clearly due to the product itself and its unique attributes. 
 
Matthew Regulski:  I would think so.  I see our healing rates are significantly higher since utilizing Dermacyn and we do 
standard of care and even more than that for a lot of our patients but I see a tremendous acceleration in our healing 
rates with the use of – using the Microcyn technology. 
 
Cheryl Bongiovanni:  For us as well.  We’ve abandoned everything else that we used to use in that context, first of all, 
because the Microcyn is far more effective than, you know, the Betadine, the saline flushes, you know or all of the other 
antimicrobial/antibacterial agents that were used topically.  Secondly, the additional advantage to the Microcyn is that it 
has no toxicity to mammalian tissue, so unlike hydrogen peroxide and Betadine and all these other things, you have no 
ill effect on granulation tissue.  You’re not retarding granulation; you’re not killing granulation.  If anything, you’re 
enhancing it and accelerating that process.  With the same type of antibiosis or antimicrobial activity that’s even better 
because of its mode of action than the other older solutions were providing.  Like Dr. Regulski, I don’t think we’ve got a 
bottle of saline anywhere left.  We certainly don’t use any of the other agents any more.  In terms of, you know, you were 
asking earlier about the cost of Microcyn, I think you need to consider how much you used to spend on the other stuff 
that you no longer use and subtract that from the cost of the Microcyn, as well. 
 
Ram Selvaraju :  Actually, its interesting that you mentioned the cost, so obviously, currently Oculus, the firm that makes 
Microcyn is in the process of conducting a clinical trial in mildly infected diabetic foot ulcer patients with the aim of 
potentially getting the product approved as a therapeutic agent as opposed to a medical device.  What do you think the 
potential pricing differential might do to the extent to which you employ Microcyn in your current practices, if any? 
 
Cheryl Bongiovanni:  Considering that I use it for everyone, on every occasion and for everything, I don’t think I can 
increase my utilization any more with the exception of having, you know, an ever-increasing number of patients show up 
in our clinics. 
 
Ram Selvaraju :  Well no, I mean, I would say that potentially, the pricing of Microcyn as a drug would be significantly 
greater than the pricing of Microcyn as a medical device.  Would this impact your willingness to use it and … 
 
Cheryl Bongiovanni:  No. 
 
Ram Selvaraju :  … what additional potential factors could play into that such as reimbursement for a drug versus a 
medical device and so on? 
 
Cheryl Bongiovanni:  It wouldn’t impact my practice at all.  Like I mentioned before, I don’t care if they charge $1,000 a 
bottle for it, its still saving a tremendous amount of healthcare money simply by virtue of the fact that it greatly shortens 
the treatment course. 
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Matthew Regulski:  Absolutely; couldn’t agree more with what you said, Cheryl. 
 
Ram Selvaraju :  And specific to that actually, could you estimate approximately what percentage reduction in hospital 
stay or treatment course or time to full healing is provoked by the use of Dermacyn or Microcyn as opposed to, sort of, 
the treatment courses that you were using before its advent. 
 
Cheryl Bongiovanni:  Go ahead Matt. 
 
Matthew Regulski:  I think – now, I would have to say that I bet our healing times have decreased, as I was being 
conservative, 40-50% since we have been using Dermacyn.  I think it’s just that good and that’s what I am postulating 
that our healing times have almost been cut in half. 
 
Cheryl Bongiovanni:  Yes, we have – as a matter of fact, it’s a statistic that I’ve just finished calculating for the two 
standard, if you will, wound modalities that are most commonly seen in this setting, the diabetic foot ulcer and the 
venous leg ulcer.  The venous leg ulcers, in the past, had taken us anywhere from three to six months to get healed.  
Now, we are routinely getting them healed in less than four weeks.  Diabetic foot ulcers that can take up to a year in – 
without the use of Microcyn to get healed, we routinely get healed in 21 or fewer days; days, not weeks. 
 
Ram Selvaraju:  Well that certainly is dramatic.  I think based on the notification I’ve just received that we do have a 
question in the audience queue waiting.  Perhaps, we could take that question at this time. 
 
Operator:  Yes, we’ll go to Ross Cardon. 
 
Ross Cardon:  Hi guys; appreciate the time and the call.  Quick question, the primary chemical species that’s in 
Microcyn is hydrochloric acid, which has been around a long time.  I mean there was Deacon’s solution World War I that 
was used to cleanse wounds.  This is not necessarily that new.  Obviously, Oculus is producing it now in a nice sterile 
format for use in, you know, in a bottle.  I’m surprised this hasn’t been kind of kicked around in the past.  Why are we 
just seeing it now, I guess, would be my question. 
 
Cheryl Bongiovanni:  If I may, the chlorine species that’s present in Dermacyn is trace.  You are not going to be treating 
a wound with hydrochloric acid and yes, we had used Deacon’s solution in the past.  This is not Deacon’s.  The 
interesting thing that they’ve managed to do is load the aqueous solution with oxygen and somehow managed to 
stabilize that.  We never got the immediate increase in local profusion with Deacon’s solution or anything else that we 
used that we get and have documented with application of Dermacyn.  The TcPO2s (transcutaneous oxygen pressures) 
rise immediately and the really interesting thing about it is that unless your patient is a smoker, those TcPO2s stay 
elevated for up to 72 hours before another application of Dermacyn. 
 
Matthew Regulski:  Essentially, I agree with Cheryl.  If you look at the contents of the bottle, it’s like she said, its very 
trace.  The last time I used Deacon’s was years ago in my residency and that was only on a purulent, necrotic, draining 
wound.  I haven’t used that since and I still get – when I first started using my partners would smell it and they would 
smell a little bit of chlorine and say, are you sure this isn’t much more than using Deacon’s solution and its not.  And 
then I would take the bottle and I would actually gargle and drink a little bit of it right in front of them just to show them 
because I have patients that have, for instance, Behcet’s Disease with terrible oral mucosal ulcerations and this patient 
that I started seeing for a leg ulcer, she started using it and then had miraculous resolution of her oral ulcerations.  You 
should try it with cold sores.  You should put it on your cold sores; if you get a fever blister or gargle with it.  Best 
mouthwash in the business, so … 
 
Cheryl Bongiovanni:  Absolutely. 
 
Matthew Regulski:  … it’s not at all a Deacon’s solution and it’s just … 
 
Ross Cardon:  Well, I wasn’t saying that it was Deacon’s. 
 
Matthew Regulski:  But it’s not … 
 
Ross Cardon:  … much higher concentration.  I guess – and we know this is very trace hydrochloric acid, I guess that’s 
in there as well as other species, I guess.  I guess scientifically I’ve never seen anywhere a chemistry that’s been able to 
stabilize any super oxide species out there and the company says that this is nothing other than having sodium and 
chloride, you know, electrolyze in a three chamber box.  I guess my question is, you know, do you think this is really 
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coming from sustained, you know, free radical and oxygen activated species, you know, up to a year out.  I just – it just 
seems a little – I guess I’m a little skeptical because I actually haven’t used it clinically like you guys have. 
 
Matthew Regulski:  OK.  Well, you know, like I said, I see our healing rates with this – with the things that we have been 
doing beforehand and our healing rates after, with the addition of the Microcyn technology and again, up to 50% greater 
healing rates with the use of Microcyn.  I can only speak from the clinical evidence.  We utilize Pixar wound mapping 
software in our wound clinic and I would be happy to show you the measurement; scientifically computer generated to 
show you how well that it does. 
 
Cheryl Bongiovanni:  Yes, frankly, I wouldn’t care if they told me it was fairy dust considering how well it works and the 
fact that it has no toxicity to mammalian tissue.  It works; my patients are happy.  My providers are happy.  My insurers 
are happy.  We have become the preferred provider of wound care services, not only, for the State of Oregon but for the 
insurers here in Southern Oregon and Northern California. 
 
Ross Cardon:  Let me ask you this, I know you guys have mentioned that price is not a consideration here for you guys 
and it shouldn’t be ideally, in an ideal world, when you’re looking at wound management outcome, however, what would 
happen if the price did jump to, let’s say, $200 to $500 and where would that cost burden be displaced?  Would that be 
picked up by your facility because you’re seeing such improved clinical outcomes and shortening the treatment times or 
would that be something that would be forced to be pushed onto the patient? 
 
Matthew Regulski:  No and our wound center is actually a physician-owned wound center.  It is not a hospital-based 
wound center, so we are very, very cost-conscious about what we stock and about what we use but what my partners 
have seen, when they give patients over to me and see the healing rates, we frankly, as of right now, we do not mind if 
the cost were to go up because we would still purchase the product because its saves us so much money on using more 
other advanced wound therapies. 
 
Cheryl Bongiovanni:  We find in having done an extensive cost analysis of our wound care efforts, the percentage of the 
overall cost of wound care that is attributable to supplies and that’s everything from the four by four gauze square to the 
Dermacyn and you know, the bandaging materials, everything, the supplies comprise anywhere from 10-12% of the 
overall effort.  Our largest cost, of course, is going to be in personnel and considering how much less we use our 
personnel, in the wound clinic, per patient; per treatment, now that we have the Dermacyn, as I said, it just wouldn’t 
matter.  They can charge us $1,000 a bottle.  My biggest fear, quite frankly, with respect to Dermacyn or Microcyn and 
Oculus, is that as this comes into greater use, I wouldn’t be at all surprised if, you know, one of the 800-pound gorillas in 
the industry, you know, 3M or one of these other companies that markets wound care products that are going to be 
replaced by Microcyn, if they don’t come along and buy out Oculus and do away with the product. 
 
Elemer Piros:  Interesting; on that note, I think we may have time for one more question, if there is one in the audience. 
 
Operator:  Again, if you do have a question, it is star, one at this time.  And it appears there are no further questions over 
the phone, at this time. 
 
Elemer Piros:  Yes, thank you very much.  Thank you very much Dr. Bongiovanni and Dr. Regulski.  It was very 
educational your views and I’d like to remind the audience that a transcript of our conversation will be available within 
the next 24 hours from Rodman.  Again, thank you to the audience.  Have a good day everyone. 
 
Cheryl Bongiovanni:  Well, thank you. 
 
Matthew Regulski:  Thank you very much. 
 
Cheryl Bongiovanni:  My entire pleasure. 
 
Elemer Piros:  Thank you. 
 
Operator:  That does conclude today’s call.  You may disconnect your lines at any time. 
 
END 




