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Wild On Woundssm

“WOW” WILD ON WOUNDSSM  
NATIONAL CONFERENCE 
CAESARS PALACE HOTEL  
SEPTEMBER 11-14

What better way to knock out wounds than 
with great hands- on sessions that 
leave you  inspired and ready to go.

 REGISTER TODAY!
 For complete details visit www.woundseminar.com

Come for the education and stay for the fun!

Presented by: Wound Care Education Institute
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What an honor it is to be the
wound care “superhero”—the
guru, the healer, the go-to per-

son. Unfortunately, this honor may be ac-
companied by wound care overload—too
much to do in too little time.       

Once someone is crowned the super-
hero specialist, others may try to transfer
every aspect of wound and skin care to
that person—all treatment plans, assess-

ments, documenta-
tion, prevention, 
education, and ac-
countability. Super-
heroes don’t cry, so
they don’t complain
about the workload.
Yet, the overload
must be controlled. 

So what can the
superhero do? Start by using checklists. My
favorite definition of a checklist comes
from Wikipedia: an informational job aid
used to reduce failure by compensating for
the potential limits of human memory and
attention. Must-have checklists include dai-
ly schedule, assessment, documentation,
and treatment checklists. And let’s not for-
get the master to-do list. 

Checklists can be created in the form of
protocols, algorithms, or procedures. The
ultimate goal of creating a checklist is to
produce a comprehensive form that pro-
motes consistency and can be used quick-
ly and easily in stressful situations. 

Next, determine how much time you’ll
need to complete each checklist task. Ac-
cording to current research, it commonly

takes about 10 minutes to change a basic
wound dressing. But because wound treat-
ments may vary with the product, proto-
col, and environment, you may find it
more useful to determine your own dura-
tions. To do this, complete a detailed time
and motion study. Alternatively, use a time
management activity worksheet or keep a
log of how much time you spend on each
task. (See Job task analysis.) 

Once you’ve determined your tasks and
their durations, you might be in for a sur-
prise: It’s possible even a superhero
wouldn’t be able to complete all the tasks
listed. Using detailed protocols and check-
lists, you can reassign specific tasks to oth-
er healthcare team members, or even
demonstrate the need for additional
wound care clinicians to your employer.
Superheroes often suffer for the greater
good of others, commonly by overwork-
ing. But when they do that, they may fall
short of the ultimate superhero goal—pro-
tecting the public. It’s hard to perform at
your best when overloaded with work. In-
stead, organize, prioritize, and share the
load. 

Donna Sardina, RN, MHA, WCC, CWCMS,
DWC, OMS

Editor-in-Chief
Wound Care Advisor

Cofounder, Wound Care Education Institute
Plainfield, Illinois
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From theEDITOR
Wound care superhero

Access free to-do list templates.

http://office.microsoft.com/en-us/templates/results.aspx?qu=to+do+list&ex=1&origin=TC103465068 
http://woundcareadvisor.com/wp-content/uploads/2013/06/Job-task-analysis.pdf


Critical limb ischemia may not
increase mortality risk in patients
with diabetes

Diabetic patients with critical limb is-
chemia (CLI) who are assessed quickly
and treated aggressively do not have an
increased risk of long-term cardiac mortali-
ty, according to a study in Diabetes Care.

“Impact of critical limb ischemia on long-term
cardiac mortality in diabetic patients undergoing
percutaneous coronary revascularization” studied
764 patients, of whom 14% developed CLI
and underwent revascularization, with 96%
procedural success. The risk of cardiac
mortality after 4 years did not increase.

Previously it had been reported that CLI
is an independent risk factor for cardiac
mortality in patients with diabetes. 

Radiation therapy, dissection, and
lymphedema in positive-node
breast cancer

A study presented at the 2013 American
Society of Clinical Oncology Annual Meet-
ing found that in women with a positive
sentinel node biopsy for breast cancer, ax-
illary radiation therapy and axillary lymph
node dissection provide similar outcomes,
but radiation therapy reduces the risk of
both short- and long-term lymphedema
compared to dissection.  

“Radiotherapy or surgery of the axilla after a
positive sentinel node in breast cancer patients:
Final analysis of the EORTC AMAROS trial” re-
ports that with a median follow-up of
about 6 years, there were no significant
differences in overall survival between the
two groups. 

However, dissection nearly doubled the
risk of lymphedema compared to radia-
tion: 40% compared to 22% at year 1, and
28% compared to 14% at year 5. The
women in AMAROS will continue to be
followed for 10 to 15 years. 

Multi-layered soft silicone foam
dressings prevent pressure ulcers
in ICU patients

“A randomised controlled trial of the effectiveness
of soft silicone multi-layered foam dressings in the
prevention of sacral and heel pressure ulcers in
trauma and critically ill patients: the border trial,”
published by the International Wound
Journal, concludes that when applied in
the emergency department (ED) before
transfer to the intensive care unit (ICU),
the dressings prevent pressure ulcers.   

Of the 440 patients in the study, an in-
tervention group of 219 patients had
Mepilex Border Sacrum and Mepilex Heel
dressings applied in the ED and kept on
throughout their stay in the ICU. Signifi-
cantly fewer of those in the intervention
group had pressure ulcers, compared to
the control group.    
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http://onlinelibrary.wiley.com/doi/10.1111/iwj.12101/full
http://onlinelibrary.wiley.com/doi/10.1111/iwj.12101/full
http://onlinelibrary.wiley.com/doi/10.1111/iwj.12101/full
http://onlinelibrary.wiley.com/doi/10.1111/iwj.12101/full
http://meetinglibrary.asco.org/content/109779-132
http://meetinglibrary.asco.org/content/109779-132
http://meetinglibrary.asco.org/content/109779-132
http://care.diabetesjournals.org/content/36/6/1495.abstract
http://care.diabetesjournals.org/content/36/6/1495.abstract
http://care.diabetesjournals.org/content/36/6/1495.abstract


Older adults with diabetes benefit
from behavioral interventions

A study in Diabetes Care reports that
adults aged 60 to 75 who have diabetes
benefit just as much as younger adults
from participating in self-management 
activities.

“Do older adults aged 60–75 years benefit from
diabetes behavioral interventions?” compared
71 adults in the community with an aver-
age age of 67 with 151 younger adults
with an average age of 47. The two groups
were randomized to attend a structured
behavior group, an attention control
group, or individual education. The re-
searchers measured glycated hemoglobin,
self-care indicators (such as blood glucose
checks), and psychosocial factors (such as
quality of life) at baseline and at 3, 6, and
12 months after the intervention. 

Older adults participating in self-
management activities received glycemic
benefit equal to those of younger 
adults, and older adults had the greatest
glycemic improvement in the two group
conditions.

Fruit flies reveal clues to wound
healing in humans

A person’s skin and a fruit fly’s exoskeleton,
called a “cuticle,” both protect against injury.
This similarity in function led researchers to
use the model of what they call the “biolog-
ical armor” of the fly to analyze skin repair
at a cellular and molecular level.   

A presentation given at the 2013 Genetics Soci-
ety of America’s 54th Annual Drosophila Research
Conference outlined the technique the re-
searchers used to study how different mo-
lecular signals bind to receptors on the
cells that line a wound, influencing the cell
division, growth, and migration that result
in healing.

An important part of the technique is to
inject trypsin, which helps to pinpoint how
genes turn “on” and “off” after a wound
injury occurs. The researchers discovered
that the immune response begins as soon
as the cuticle has been breached. They al-
so identified eight new genes that are acti-
vated in cells near puncture wounds in the
flies, so they now can explore if genes in
humans play a similar role.

Ultimately, the work may help develop
compounds that promote healing and help
identify treatments for chronic skin dis-
eases, such as psoriasis and eczema. 

Study evaluates wound
assessment tools

A study that evaluated the usefulness of
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http://www.genetics-gsa.org/pdf/DROS%20Press%20Release%201%20-%20Wound%20Healing.pdf
http://www.genetics-gsa.org/pdf/DROS%20Press%20Release%201%20-%20Wound%20Healing.pdf
http://www.genetics-gsa.org/pdf/DROS%20Press%20Release%201%20-%20Wound%20Healing.pdf
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http://care.diabetesjournals.org/content/36/6/1501.abstract


wound assessment tools for nurses recom-
mends two—the Applied Wound Manage-
ment tool and the National Wound Assess-
ment Form. 

The authors of “Wound assessment tools
and nurses’ needs: an evaluation study,” pub-
lished by the International Wound Jour-
nal, conducted a literature search to deter-
mine the criteria for an optimal wound
assessment tool. Next, they evaluated
freely available wound assessment tools to
determine how well they met the criteria.

Although no tool met all criteria, the
two recommended tools came closest. Cri-
teria for inclusion in the optimal wound
assessment tool were: 
• details and characteristics of the wound
• patient details
• wound measurement
• tissue type
• exudate
• surrounding skin
• pain
• signs of infection
• documentation
• communication and continuity of care
• ease of use
• setting of goals for healing and planning

care
• monitoring of the healing process
• guiding practice.

The authors evaluated 14 assessment
tools that, among other criteria, were de-
veloped in the last 15 years, used for
adults, and written in English.  

Wound infection, obesity increase
risk of surgical dehiscence 

An analysis of articles retrieved through
three electronic databases found that the
most common risk factors for surgical
wound dehiscence (SWD) are obesity and

wound infection, particularly in the case of
abdominal surgery.      

The authors of “Determining risk factors for
surgical wound dehiscence: a literature review,”
published by the International Wound
Journal, found that a clear definition of
SWD and risk assessment tools are lacking.

Human scabs inspire wound-
healing material

A membrane inspired by human scabs is
showing promise as a means for speeding
wound healing, according to “Scab-inspired
cytophilic membrane of anisotropic nanofibers for
rapid wound healing,” published in Applied
Materials and Interfaces.       

The researchers, who describe scabs as a
perfect natural dressing material for
wounds, set out to develop wound dress-
ings that reduce the risk of infections while
speeding wound healing. The resulting “cy-
tophilic” wound dressing material attracts
new cells needed for healing. The material
mimics the underside of scabs, where tiny
fibers are arranged in the same direction. 

The researchers conclude the membrane
made of polyurethane “is of great potential
in fabricating dressing materials for rapid
wound healing, as well as other biomateri-
als, such as membrane for capturing circu-
lating tumor cells, bone growth and con-
structing neural networks.”                    n
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http://www.acs.org/content/acs/en/pressroom/presspacs/2013/acs-presspac-may-29-2013/human-scabs-serve-as-inspiration-for-new-bandage-to-speed-healing.html
http://pubs.acs.org/doi/abs/10.1021/am4004683
http://pubs.acs.org/doi/abs/10.1021/am4004683
http://pubs.acs.org/doi/abs/10.1021/am4004683
http://onlinelibrary.wiley.com/doi/10.1111/iwj.12088/abstract
http://onlinelibrary.wiley.com/doi/10.1111/iwj.12088/abstract
http://onlinelibrary.wiley.com/doi/10.1111/iwj.12100/full
http://onlinelibrary.wiley.com/doi/10.1111/iwj.12100/full


Wounds on the
Web: Accessing
the best online
resources
By Donna Sardina, RN, MHA, WCC, CWCMS, DWC,
OMS 

Knowledge is exploding online, mak-
ing it essential that you’re comfort-

able using the Internet. You can also go
online to save time and find a job, among
other tasks. (See Online value.) 

However, you also need to keep in
mind that anyone can put information on
the Internet. As the caption of a cartoon
by Peter Steiner, published in The New

Yorker says, “On the Internet, nobody
knows you’re a dog.”

Be sure to evaluate the information, in-
cluding such criteria as validity, author-
ship, integrity, and timeliness (be wary of
undated information). Here are specifics
to check.

Audience
Who is the intended audience for the
website? Children, teenagers, adults? Gen-
eral audience, professionals, students, re-
searchers? Members of a certain group or
proponents of a certain viewpoint? Con-
tent varies according to audience. 

Purpose 
Why was the website created? To sell, ad-
vertise, inform, persuade? The purpose of
a website may not be stated clearly, so
review content to discern its purpose. 

Authority 
Here are some questions to ask about the
website:
• Has the website been created by a

layperson or a well-known organization?
• Who sponsors the website? What is the

sponsor’s reputation?
• Is contact information provided? 

You can often find this information un-
der headings such as “About us” or “Our
Philosophy.”

Authorship
Consider these questions for authors of
online content:
• What credentials does the author have?

If you don’t know what a credential
means, search for it online.

• What are the author’s experience and
expertise? Consider looking up the

10         www.WoundCareAdvisor.com               July/August 2013 • Volume 2, Number 4 • Wound Care Advisor 

BestPRACTICES



author’s name in a search engine, using
three forms:
• without quotes: Firstname Lastname
• enclosed in quotes as a phrase:

“Firstname Lastname”
• enclosed in quotes with * between

the first and last name: “Firstname *
Lastname” (The * can stand for any
middle initial or name in Google
only.)

• What is the end of the main URL
address (called the domain extension)?
This tells you the type of organization
associated with the URL.

Domain Organization
extension type

.com Commercial company, 
usually for-profit

.edu Educational institutions, 
usually colleges and 
universities 

.gov Government agency 

.mil Limited to use by the U.S. 
military

.net Network, sometimes an 
internet service provider 

.org Organizations, usually 
nonprofit 

Objectivity 
The following questions help you deter-
mine objectivity:
• Is any bias evident? Does the author

present the information objectively from
various points of view, or from one par-
ticular point of view? 

• Does the author or sponsor have a
known affiliation that would indicate a

specific agenda or bias?  
• To what extent does the information

attempt to persuade or sway the audience? 
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Here are six of the many benefits of using the
Internet, both professionally and personally.

Save money. You can reduce travel expenses
for vacation and professional conferences and
access online-only coupons and discounts. Pay
your bills online to save postage costs.

Save time. Many tasks are quicker and easier
online, including obtaining continuing educa-
tion credit, registering for conferences (register
for WOW Wild on Wounds 2013), and taking a
college course. The Internet is open 24/7, so
you can do things on your time frame, not oth-
ers’. It’s also easy to get your questions
answered through help tools and frequently
asked questions (FAQs) sections. 

Stay in touch. Use free tools to keep in touch
with friends, relatives, and wound care profes-
sionals. For example, consider “liking” Wound
Care Advisor on Facebook so you can stay cur-
rent on developments in wound care.

Find a job. Many jobs are now advertised only
online and you need to apply online. Knowing
online skills also helps you more easily find a
job. 

Stay up to date. The Internet is an instant
source of news and information. Keep up with
new products, recalls, and guidelines. Set up
an account on an aggregator site such as
feedly, then create “feeds” from other sources
so you can quickly scan headlines and read
only the articles of interest to you.

Make your job easier. Access patient educa-
tion information, clinical forms, procedures,
how-to videos, solutions to problems from oth-
ers, and other tools. Be sure to obtain
copyright permission for forms unless it’s spe-
cially noted that permission isn’t required.
Check out the Wound Care Advisor toolkit. 

Online value

http://woundcareadvisor.com/resources/tool-kit/
http://www.feedly.com
https://www.facebook.com/WoundCareAdvisor
https://www.facebook.com/WoundCareAdvisor
http://www.wcei.net/wow-conference


• Does the information include vague
statements, generalizations, stereotypes,
or emotional appeals? 

Quality 
Ask the following: 
• Where did the author get the informa-

tion? As in printed journals and books,
you should expect support for the infor-
mation, such as references or links.

• If there are links to other pages as
sources, are they to reliable sources? 
Do the links work? Do links to
references work and are the references
from reputable sources? Keep in mind
that it’s possible to create fake
references.

• Is permission to reproduce copyright
information provided? If so, this 

typically means the website values its
content. 

• If the site has health information, does it
display the Health on the Net Founda-
tion Code of Conduct (HONcode) symbol?
This means HON has evaluated the
website and has deemed it meets HON’s
ethical principles. Absence of the symbol
doesn’t mean there is a problem with
the site, but its presence is another
point in the site’s favor.

By asking questions like these, you can
ensure you access accurate information for
you and your patients.  n

Donna Sardina is Editor-in-Chief of Wound Care
Advisor and cofounder of the Wound Care Edu-
cation Institute in Plainfield, Illinois.

http://www.hon.ch/HONcode/Patients/Conduct.html
http://www.hon.ch/HONcode/Patients/Conduct.html
http://www.hon.ch/HONcode/


Forging a
communication
bond with
prescribers   
By T. Michael Britton, RN, NHA, WCC, DWC

As wound care professionals, we’ve
all experienced a time when we felt
that our patient didn’t have the ap-

propriate wound treatment orders. Howev-
er, the physician, nurse practitioner, or oth-
er prescriber wouldn’t follow your
recommendation. This situation is not only
frustrating but can delay the healing
process. This article explores why a pre-
scriber might not follow your recommen-
dation and offers solutions. It focuses on
physicians, because I’ve had the most ex-
perience with them.

Know the
physician’s
“type”
For 5 years, I was
vice president of a
company that man-
aged physicians. I
started asking them,
“What makes you
follow or not follow
the wound clinician
specialist’s orders?”
Responses varied,
but one response
gave me an impor-
tant insight. The
physician told me
there are three types
of physicians: those

who know, those who think they know,
and those who don’t know.    

With this in mind, the first thing you
need to do is identify which of the three
physician types you’re dealing with. Ask
mutual coworkers who’ve worked with
the physician, as well as the physician’s
peers, for input so you get a feel for his
or her personality. Then tailor your inter-
action based on your findings. For exam-
ple, if a physician is the “think they
know” type, prepare ahead of time what
your response will be in case the physi-
cian disagrees with your recommendation.
If a physician falls into the “don’t know”
category, you’ll need to provide more de-
tailed information about the nature of
your recommendation. 

Start off on the right foot
Your first interaction with the physician is
crucial because it sets the stage for your
ongoing relationship. When you introduce
yourself, include all your credentials and
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don’t be embarrassed to talk about your
training and experience. If possible, you
already should have assessed the patient
and reviewed the chart. It may be helpful
to have someone familiar to the physician
and who knows your expertise provide
the introduction.   

Make your case 
Physicians say that clinicians who make a
recommendation commonly aren’t pre-
pared to provide the information the
physician needs to make an informed de-
cision. Having your information organized
and readily available increases the chance
that the physician will accept your recom-
mendation. Many tools can help you get
organized. One of the most user-friendly is
SBAR—Situation, Background, Assessment,
Recommendation. (See SBAR communica-
tion tool.)  

Before you call or see the physician, be
sure you can answer “yes” to the following
questions: 
• Have I seen and assessed the patient

myself (instead of relying on someone
else’s report)?

• Am I calling the right physician to
address this situation? For example, can
the patient’s primary care physician
address the problem or do I need to call
one of the consulting specialists?

• Do I know the admitting diagnosis and
admission date?

• Have I read the most recent progress
and nurses’ notes?

• Do I have the patient’s chart available so
I can easily access information, such as
age, current medication, wound treat -
ments, allergies, laboratory results, and
most recent vital signs?

• Do I know the patient’s resuscitation 
status?

Know what to do in the case of 
inappropriate treatment
If you believe the physician’s prior treat-
ment orders were inappropriate, calmly
express your concerns, and give rationales
for your opinion. Be ready to cite a rep-
utable source, such as protocols or re-
search studies, to validate your position.
Use correct medical terminology but don’t
overcomplicate your language. Share your
ideas for alternatives and try to get permis-
sion for a trial period.

Also tap into other resources, such as
pharmacists, other physicians, and even
product representatives, for information or
support to make your case. For instance, a
pharmacist may be able to bolster your ar-
gument for making a switch from one an-
tibiotic to another. 

If all else fails, report the problem to the
appropriate supervisor.  

Know when to suggest and when to
recommend
It’s important to understand the difference
between a suggestion and a recommenda-
tion. A suggestion implies a possibility or
proposal. A recommendation is something
presented as worthy of acceptance or trial.
The difference is in the direction of the
flow. A recommendation flows from upper
level to lower level and between equals; a
suggestion flows from lower level to upper
level. Making a recommendation when the
situation calls for a suggestion can lead to
someone in a higher position than you be-
ing offended or feeling that you have
overstepped your boundaries. On the oth-
er hand, using a suggestion when a rec-
ommendation is needed can result in the
other party taking it as an option, some-
thing they don’t have to do; therefore, they
don’t follow through. 
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An example of a suggestion from lower
level to upper level is when a unit nurse
says to the physician, “Dr. Jones, we are
currently changing Ms. Johnson’s dressing
three times a day. Studies have shown that
dressings should be removed as infre-
quently as possible to prevent excess
wound cooling.” 

Here’s an example of a recommendation
between equals is this interaction between
a unit nurse and a wound care nurse: “We
should change Ms. Johnson’s dressing
change from three times a day to every
day. Her drainage has decreased and we
can reduce the wound’s exposure time.”
Note that the unit nurse provided a ration-
ale for her recommendation. 

Here’s another example of a recommen-
dation: As the wound care expert, you’re
consulted to evaluate a patient in a long-
term care facility who continues to have
skin breakdown. After reviewing the med-
ical record, you realize the patient is being
turned only once every 3 to 4 hours.
When you meet with staff on the floor,
you state, 

“Ms. Johnson has had two pressure ul-
cers in the past 6 months, and has a histo-
ry of diabetes, which can affect healing.
She’s at high risk for skin breakdown, so
she needs to be turned every hour.” Again,
note that support is provided for the rec-
ommendation. 

Pick your battles
It’s not important to win every battle. In-
stead, remember that you want to win the
war. There will always be some physicians
and other prescribers who aren’t willing to
follow your suggestions. As professionals,
we have to accept that. Of course, if a
physician’s unwillingness to follow your
suggestion puts the patient at risk for

harm, you’ll need to take your case to the
next level. n

T. Michael Britton is president and CEO of Con-
sult Us, LLC, in Montgomery, Alabama.
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This simple tool promotes communication
between clinicians and prescribers and
improves efficiency by encouraging concise,
standard communication.

Situation: State the situation or reason for
your call or face-to-face conversation. Remem-
ber to identify yourself and, in the case of a
call, your facility.

Background: Provide pertinent background
information. 

Assessment: Summarize the facts and what
you’ve observed. State what you believe the
problem to be. In the case of a wound, your
report should include:

• location (use anatomic terms, such as ante-
rior, posterior, medial, and lateral)

• measurements (in centimeters, proximal to
distal, medial to lateral)

• condition of surrounding tissue

• condition of the wound base

• any indications of infection

• current treatment and a review of past treat-
ment, if appropriate.

Compare these observations to wound con-
dition on admission or in the past to establish
if the wound is better, worse, or about the
same. 

Recommendation: State what you recommend
for next steps—for example, an order change,
new order, or referral. Provide evidence-based
support for your recommendation. 

SBAR communication tool

Download SBAR tool TOOL KITTOOL KIT

http://woundcareadvisor.com/wp-content/uploads/2012/07/SBAR.pdf
http://woundcareadvisor.com/wp-content/uploads/2012/07/SBAR.pdf
http://woundcareadvisor.com/wp-content/uploads/2012/07/SBAR.pdf


What’s causing
your patient’s
lower-extremity
redness?
How to differentiate
hemosiderin staining,
lipodermatosclerosis,
venous dermatitis, and
similar conditions
By Robyn Bjork, MPT, CWS, WCC, CLT-LANA

The ability to understand or “read”
lower-extremity redness in your pa-
tient is essential to determining its

cause and providing effective treatment.
Redness can occur in multiple condi-
tions—hemosiderin staining, lipoder-
matosclerosis, venous dermatitis, chronic
inflammation, cellulitis, and dependent ru-
bor. This article provides clues to help you
differentiate these conditions and identify
the specific cause of your patient’s lower-
extremity redness. 

Hemosiderin staining and 
lipodermatosclerosis
Hemosiderin staining is dark purple or
rusty discoloration of the lower legs
caused by chronic venous disease. A 2010
study found hemosiderin staining in all
subjects with lipodermatosclerosis and ve-
nous ulcers. When vein valves fail, regurgi-
tated blood forces red blood cells (RBCs)
out of capillaries. Dead RBCs release iron,
which is stored in tissues as hemosiderin,
staining the skin.    

Hemosiderin staining and active lipo-

dermatosclerosis may be misdiagnosed as
cellulitis. Active lipodermatosclerosis caus-
es painful, sharply demarcated red patch-
es on medial aspects of the lower leg.
Unlike in cellulitis, redness in lipoder-
matosclerosis is localized to areas of he-
mosiderin staining and induration. Also,
the skin isn’t hot and the patient is
afebrile and unresponsive to antibiotics.
Lipodermatosclerosis progresses to fibro-
sis and constriction, causing an inverted
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In left image, note pronounced varicose veins
and hemosiderin staining in gaiter area (ankle to
knee) of light-skinned patient. In right image, note
hemosiderin staining in dark-skinned patient
and medial ankle flare of dilated small veins
associated with chronic venous hypertension.

Note inverted champagne-bottle appearance of
leg and ankle, indicating chronic lipodermato -
sclerosis. Also note lumpy, bumpy skin (papillo-
matosis) and thickened, fibrotic skin with positive
Stemmer’s sign, which indicate secondary phle-
bolymphedema. Redness results from chronic in-
flammation and resolves with compression ther-
apy and manual lymphatic drainage.



champagne-bottle appearance of the legs. 
Treat active lipodermatosclerosis with

compression therapy and topical corticos-
teroids, if needed. Control chronic venous
hypertension with compression, and he-
mosiderin staining will fade. Refer the pa-
tient for potential corrective venous surgi-
cal procedures. 

Venous dermatitis
Defined as inflammation of the epidermis
and dermis, venous (stasis) dermatitis is

common in patients with lower-extremity
venous disease. Signs and symptoms in-
clude scaling, crusting, weeping, erythema,
erosions, and intense itching. This disorder
increases the risk of contact sensitivity. Ad-
vise the patient to avoid such products as
lanolin, balsam of Peru, rubber, adhesives,
fragrances, dyes, preservatives, skin
sealants, silver sulfadiazine, neomycin, and
bacitracin—all known to exacerbate ve-
nous dermatitis. 

Venous dermatitis commonly is con-
fused with cellulitis. A 2011 study found
that 28% of 145 patients hospitalized for
cellulitis had been misdiagnosed. The most
common mistaken diagnosis was venous
dermatitis. Unlike cellulitis, venous der-
matitis causes itching and crusting; also,
the skin isn’t acutely painful or hot and the
patient is afebrile. 

Treat acute venous dermatitis with com-
pression therapy and mild-potency topical
corticosteroids. Apply corticosteroids spar-
ingly to affected areas once or twice daily
for 2 weeks; be aware that premature dis-
continuation can lead to recurrence, while
prolonged use can cause skin thinning and
reduced efficacy. Domeboro soaks also de-
crease weeping, irritation, and itching.
Paste bandages impregnated with calamine
or zinc oxide are soothing and drying.
However, some patients may react to the
preservatives in paste bandages, so a patch
test is prudent. 

Chronic inflammation
Lymphedema causes chronic inflammation.
About 50% of plasma proteins leak into
the interstitial space daily and are recycled
through the lymphatics. Lymphatic failure
traps proteins in the tissues; the proteins
act like sponges, attracting and binding
fluid. The proteins then denature, trigger-
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Top image shows redness, weeping, and crust-
ing from acute venous dermatitis, coupled with
secondary phlebolymphedema. Bottom image
shows scaling from venous dermatitis on right leg
and hemosiderin staining on left leg. Notice skin
pallor on left leg (top of image),  which becomes
more prominent with leg elevation, indicating
concurrent peripheral arterial disease. Redness
from stasis dermatitis obscures arterial disease on
right leg. Skin tears on right ankle result from pa-
tient tearing off itchy, flaky scales.



ing a chronic inflammatory response. This
response sometimes is misdiagnosed and
treated as chronic cellulitis. 

Compared to cellulitis, high-protein
chronic inflammation is diffuse and non-
tender, with light redness and mildly in-
creased warmth. Local skin changes may
include thickening or papillomatosis (a
lumpy, bumpy appearance). A positive

Stemmer’s sign confirms lymphedema.
Complete decongestive physiotherapy pro-
motes protein reabsorption and resolves
chronic inflammation.

Cellulitis
Cellulitis is a rapidly spreading infection of
the dermis and subcutaneous tissue. In
adults, it most commonly stems from
Staphylococcus aureus infection of the
legs. Erysipelas, a superficial form of cel-
lulitis, involves the lymphatic system and is
differentiated by “streaking” toward a re-
gional lymph node.

Cellulitic skin is hot, acutely painful,
edematous, and indurated. Redness
spreads and the borders usually are irreg-
ular, sharply defined, and slightly elevat-
ed. Blisters, hemorrhagic bullae, abscesses,
erosions, and necrosis may develop.
About 30% to 80% of patients with lower
limb cellulitis are afebrile. The white
blood cell count, erythrocyte sedimenta-
tion rate, and C-reactive protein levels
commonly are elevated, but normal values
don’t rule out cellulitis.

Treat cellulitis with oral antibiotics effec-
tive against staphylococcus and streptococ-
cus. Adding a brief course of oral corticos-
teroids significantly shortens cellulitis
duration. Severe cases may necessitate
hospitalization and I.V. antibiotics, plus ab-
scess incision and drainage. Control edema
with bed rest and leg elevation.

Recurrent cellulitis is common in patients
with lymphedema. With compromised skin
immunity, bacteria invade and spread with
little resistance. If lymphedema is present,
refer the patient for treatment after acute
cellulitis resolves. If the patient already is
being treated for lymphedema, suspend
manual lymphatic drainage and compres-
sion until acute cellulitis resolves. 
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Top image demonstrates phlebolipolym-
phedema, a combination of venous disease
(phlebo), lipedema (lipo), and early secondary
lymphedema. Note the chronic inflammation just
above the ankle, where there is significant lym-
phatic congestion. Also note the dilated veins
near the medial heel, which indicate venous hy-
pertension. The foot appears spared of swelling
compared to the rest of the leg, indicating li-
pedema. The redness resolves with compression
therapy. In the bottom image, note the scale and
crust of chronic venous dermatitis on the lateral
aspect of the left ankle.



The most common disorders mistaken
for lower-limb cellulitis are venous der-
matitis, lipodermatosclerosis, irritant der-
matitis, and lymphedema. It also may be
mistaken for deep vein thrombosis (DVT)
or dependent rubor. Rule out DVT using
venous duplex ultrasound. Dependent ru-
bor disappears with leg elevation, whereas
cellulitic redness doesn’t. 

Click here to view image of cellulitis.

Dependent rubor
Dependent rubor is a fiery to dusky-red
coloration visible when the leg is in a de-
pendent position but not when it’s elevat-
ed above the heart. The underlying cause
is peripheral arterial disease (PAD), so the
extremity is cool to the touch. To test for
dependent rubor, position the patient
supine and elevate the legs 60 degrees for
1 minute; then examine sole color. PAD
causes the soles to change from pink to
pale in fair-skinned people and to gray or
ashen in dark-skinned people. The faster
the pallor appears, the worse the PAD. Pal-
lor within 25 seconds of leg elevation indi-
cates severe occlusive disease, which war-
rants further evaluation for potential
revascularization. 

Next, observe skin color changes with
the patient in a sitting position. Normally,
the foot and leg should remain pink with
elevation and dependency. In PAD, the col-
or changes from pale to pink and then pro-
gresses to purple-red or bright red. The
longer dependent rubor takes to reappear,
the worse the PAD. Rubor that appears in
25 to 40 seconds indicates severe ischemia.
If rubor disappears quickly with elevation
and returns in less than 25 seconds, consid-
er the possibility that the patient has venous
reflux, not PAD. In this case, pooled blood
causing the rubor drains rapidly from the

veins when the leg is elevated and regurgi-
tates back into the tissues when the leg is
dependent. 

If you detect dependent rubor, obtain
the ankle-brachial index (ABI) to confirm
PAD. For moderate PAD (ABI of 0.5 to
0.79), refer the patient for a routine vascu-
lar specialist consultation. For severe PAD
(ABI below 0.5), maintain dry, stable
wound eschar and urgently refer the pa-
tient to a vascular specialist for potential
revascularization.

Click here to view images and read a case
study on dependent rubor.

Knowledge summary
“Reading” the common causes of leg red-
ness helps you determine what’s causing
your patient’s redness so you can provide
effective treatment. Remember—chronic
venous disease causes hemosiderin stain-
ing, lipodermatosclerosis, and venous der-
matitis. Dermatitis is itchy and crusty; lipo-
dermatosclerosis causes sclerosis and an
inverted champagne-bottle appearance of
the legs. Relieve inflammation and itching
with topical corticosteroids and treat ve-
nous disease with compression and correc-
tive surgery. Lymphedema causes chronic
inflammation; treat with complete decon-
gestive physiotherapy. Cellulitis is a
spreading skin infection that’s acutely
painful and hot; treat with antibiotics. PAD
causes dependent rubor, which disappears
with leg elevation. n
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A bout 1 million people in the
United States have either tem-
porary or permanent stomas.
A stoma is created surgically

to divert fecal material or urine in pa-
tients with GI or urinary tract diseases or
disorders.   

A stoma has no sensory nerve endings
and is insensitive to pain. Yet several com-
plications can affect it, making accurate as-
sessment crucial. These complications may
occur during the immediate postoperative
period, within 30 days after surgery, or lat-
er. Lifelong assessment by a healthcare
provider with knowledge of ostomy sur-
geries and complications is important.

Immediately after surgery, a healthy GI

stoma appears red, moist, and shiny. Ede-
ma of the stoma is expected for the first 6
to 8 weeks. A healthy urinary stoma is
pale or pink, edematous, moist, and shiny.
Usually, it shrinks to about one-third the
initial size after the first 6 to 8 weeks as

edema subsides. The stoma warrants close
observation as pouching types and sizes
may need to be changed during this time.
Teach the patient and family caregivers to
report changes or signs and symptoms of
stoma complications to a healthcare
provider. If complications are recognized
early, the problem may be resolved with-
out surgical intervention. 

Stoma complications range from a sim-
ple, unsightly protrusion to conditions that
require emergency treatment and possible
surgery. Clinicians must be able to recog-
nize complications and provide necessary
treatment and therapy early. Complications
include parastomal hernias, stoma trauma,
mucocutaneous separation, necrosis, pro-
lapse, retraction, and stenosis. Although
one complication can lead to and even
promote others, all require attention and
treatment.  

Parastomal hernia
A parastomal hernia involves an ostomy in
the area where the stoma exits the abdom-
inal cavity. The intestine or bowel extends
beyond the abdominal cavity or abdominal
muscles; the area around the stoma ap-
pears as a swelling or protuberance. Paras-
tomal hernias are incisional hernias in the
area of the abdominal musculature that
was incised to bring the intestine through
the abdominal wall to form the stoma.
They may completely surround the stoma
(called circumferential hernias) or may in-
vade only part of the stoma.

Parastomal hernias can occur any time

     Understanding stoma 
     complications 
       Learn how to identify and manage stoma hernias, 
            trauma, mucocutaneous separation, necrosis, 
            prolapse, retraction, and stenosis.  
                         By Rosalyn S. Jordan, RN, BSN, MSc, CWOCN, WCC, OMS; and Judith LaDonna Burns, LPN, WCC, DFC
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after the surgical procedure but usually
happen within the first 2 years. Recur-
rences are common if the hernia needs to
be repaired surgically. Risk factors may be
patient related or technical. Patient-related
risk factors include obesity, poor nutrition-
al status at the time of surgery, presurgical
steroid therapy, wound sepsis, and chronic
cough. Risk factors related to technical is-
sues include size of the surgical opening
and whether surgery was done on an
emergency or elective basis. 

Parastomal hernias occur in four types.
(See Types of parastomal hernias.) Initially,
a parastomal hernia begins as an unsightly
distention in the area surrounding the
stoma; the hernia enlarges, causing pain,
discomfort, and pouching problems result-
ing in peristomal skin complications that
require frequent assessment. Conservative
therapy is the usual initial treatment. Ad-
justments to the pouching system typically
are required so changes in the shape of
the pouching surface can be accommodat-
ed. Also, a hernia support binder or pouch
support belt may be helpful. Avoid convex
pouching systems; if this isn’t possible, use
these systems with extreme caution. If the
patient irrigates the colostomy, an ostomy
management specialist should advise the
patient to discontinue irrigation until the
parastomal hernia resolves.  

Stoma trauma
Stoma trauma occurs when the stoma is in-
jured, typically from a laceration. Lacera-
tions usually result from the pouch appli-
ance or clothing. Belt-line stomas are
easily traumatized and injury may occur
from both clothing belts and pouch sup-
port belts. Stoma lacerations commonly re-
sult from a small opening in the flange or
a misaligned pouch opening. Other causes
include parastomal or stomal prolapse with
possible stoma enlargement or edema.  

Signs and symptoms of stoma trauma
include bright red bleeding, a visible cut,
and a yellowish-white linear discol-

oration. Lacerations may heal sponta-
neously. If the culprit is the pouching
system, make sure nothing within the
system comes in contact with the stoma.
Usually direct pressure controls bleeding,
but if bleeding continues, refer the pa-
tient to a physician for treatment. 

Mucocutaneous separation
Mucocutaneous separation occurs when
the stoma separates from the skin at the
junction between the skin and the intestine
used to form the stoma. Causes are related
to poor wound-healing capacity, such as
malnutrition, steroid therapy, diabetes, in-
fection, or radiation of the abdominal area.
Tension or tautness of the suture line also
can cause mucocutaneous separation. 

This complication usually arises early

The four types of parastomal hernias are based on
hernia location within the abdominal tissue:

• intestinal interstitial, in which the hernia lies
within the layers of the abdominal wall

• subcutaneous, in which the hernia is contained
within subcutaneous tissue

• intrastomal, in which the herniated intestine
penetrates the stoma (usually confined to an
ileostomy)

• peristomal, in which the hernia is located within
a stoma that has prolapsed.

Types of parastomal hernias

The image shows stoma injury caused by a
poor fitting appliance.
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and can lead to other serious conditions,
such as infection, peritonitis, and stomal
stenosis. The area of the separation may
completely surround the stoma (known
as a circumferential separation), or the
separation may affect only certain areas
of the stoma/skin junction. The separa-

tion may be superficial or deep.
The first sign of mucocutaneous sepa-

ration may be induration. Treat the sepa-
ration as a wound, and apply wound-
healing principles: Absorb drainage,
reduce dead space, use the proper dress-
ing, and promote wound healing. The
proper dressing depends on wound
depth and amount of wound drainage.
Be sure to assess the wound, using the
“clock method” to describe location;
measure the wound area in centimeters;
and describe the type of tissue in the
wound bed. Be aware that slough may
be present.

Treatment of the wound dictates how
often the pouch is changed. A two-piece
pouching system commonly is used to re-
duce the number of pouch changes. Cov-
er the wound dressing with the pouching
system unless the wound is infected. If
infection is present, let the wound drain
into the pouch and heal by secondary in-
tention. Don’t use a convex pouching
system, because this may cause addition-
al injury to the mucocutaneous junction.

Stoma necrosis  
Blood flow and tissue perfusion are es-
sential to stoma health. Deficient blood
flow causes stoma necrosis. A stoma may
be affected by both arterial and venous
blood compromise. The cause of necrosis
usually relates to the surgical procedure,
such as tension or too much trimming of
the mesentery, or the vascular system
that provides blood flow to the intestine.
Other causes of vascular compromise in-
clude hypovolemia, embolus, and exces-
sive edema. 

Stoma necrosis usually occurs within
the first 5 postoperative days. The stoma
appears discolored rather than red, moist,
and shiny. Discoloration may be cyanotic,
black, dark red, dusky bluish purple, or
brown. The stoma mucosa may be hard
and dry or flaccid. Also, the stoma has a
foul odor. Associated complications may

This temporary ileostomy secondary to colon
cancer has been treated for mucocutaneous
separation.

Closure of the temporary ileostomy.

Blood flow and
tissue perfusion
are essential to 
stoma health.
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include stoma retraction, mucocutaneous
separation, stoma stenosis, and peritoni-
tis. 

Report signs and symptoms to the pri-
mary care provider immediately. Superfi-
cial necrosis may resolve with necrotic
tissue simply sloughing away. But if tis-
sue below the fascial level is involved,
surgery is necessary. A transparent two-
piece pouching system is recommended
for frequent stoma assessment. The
pouch may need to be resized often.

Stoma prolapse
A stoma prolapse occurs when the stoma
moves or becomes displaced from its
proper position. The proximal segment of
the bowel intussuscepts and slides through
the orifice of the stoma, appearing to tele-
scope. This occurs more often in loop
transverse colostomies. A prolapsed stoma
increases in both length and size. Prolapse
may be associated with stoma retraction
and parastomal hernias.   

Causes of stoma prolapse include
large abdominal-wall openings, inade-
quate bowel fixation to the abdominal
wall during surgery, increased abdominal
pressure, lack of fascial support, obesity,
pregnancy, and poor muscle tone. 

Unless the patient complains of pain,
has a circulatory problem, or has signs
or symptoms of bowel obstruction, con-
servative treatment is used for uncompli-
cated stoma prolapse. The prolapse usu-
ally can be reduced with the patient in a
supine position. After reduction, apply-
ing a hernia support binder often helps.
Also, a stoma shield can be used to pro-
tect the stoma. A prolapsed stoma may
require a larger pouch to accommodate
the larger stoma. Some clinicians use
cold compresses and sprinkle table sug-
ar on the stoma; the sugar provides os-
motic therapy or causes a fluid shift
across the stoma mucosa and reduces
edema. 

Stoma retraction
The best-formed stoma protrudes about
2.5 cm, with the lumen located at the
top center or apex of the stoma to guide
the effluent flow directly into the pouch.
In stoma retraction, the stoma has reced-
ed about 0.5 cm below the skin surface.
Retraction may be circumferential or
may occur in only one section of the
stoma. 

The usual causes of stoma retraction
are tension of the intestine or obesity.
Stoma retraction during the immediate
postoperative period relates to poor
blood flow, obesity, poor nutritional sta-
tus, stenosis, early removal of a support-
ing device with loop stomas, stoma
placement in a deep skinfold, or thick
abdominal walls. Late complications usu-
ally result from weight gain or adhesions.
Stoma retraction is most common in pa-
tients with ileostomies.

A retracted stoma has a concave, bowl-
shaped appearance. Retraction causes a

Unless the patient
complains of pain, has 
a circulatory problem, 

or has signs or symptoms
of bowel obstruction,

conservative treatment
is used for uncomplicatedstoma

prolapse.
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poor pouching surface, leading to fre-
quent peristomal skin complications. Typ-
ical therapy is use of a convex pouching
system and a stoma belt. If obtaining a
pouch seal is a problem and the patient
has recurrent peristomal skin problems
from leakage, stoma revision should be
considered. 

Stoma stenosis
Stoma stenosis is narrowing or constric-
tion of the stoma or its lumen. This con-
dition may occur at the skin or fascial
level of the stoma. Causes include hyper-
plasia, adhesions, sepsis, radiation of the
intestine before stoma surgery, local in-
flammation, hyperkeratosis, and surgical
technique.  

Stoma stenosis frequently is associated
with Crohn’s disease. You may notice a
reduction or other change in effluent
output with both urinary and GI os-
tomies. With GI stoma stenosis, bowel
obstruction frequently occurs; signs and
symptoms are abdominal cramps, diar-
rhea, increased flatus, explosive stool,
and narrow-caliber stool. The initial sign
is increased flatus. With urinary stoma
stenosis, signs and symptoms include 
decreased urinary output, flank pain,
high residual urine in conduit, forceful
urine output, and recurrent urinary tract
infections.

Partial or complete bowel obstruction
and stoma stenosis at the fascial level 

require surgical intervention. Conserva-
tive therapy includes a low-residue diet,
increased fluid intake, and correct use 
of stool softeners or laxatives for colosto -
mies. 

Most stoma complications are prevent-
able and result from poor stoma place-
ment. Up to 20% of patients with stoma
complications require surgical revision of
the stoma. All patients with ostomies re-
quire ongoing, accurate assessment and,
if needed, early intervention by trained
clinicians. n
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Most stoma
complications
are preventable.



Wound Care Advisor • July/August 2013 • Volume 2, Number 4                 www.WoundCareAdvisor.com       25

Focus on...
PRODUCTS

HEELIFT® Glide

New Heelift®

Glide repre-
sents the
next chapter
in heel off -
loading. A
soft, smooth
exterior fab-
ric allows
the patient’s
leg to “glide” easily over the sheets, while
the forefoot strap helps to keep the foot in
the proper position. This means less nurs-
ing time reapplying the boot and better
patient compliance. 

Connect with us or call 800-254-5438 or
847-328-9541. 

Comprehensive
skin care for
your patient

The P500 Therapy
Surface is the new
standard of care in
safe skin and patient comfort. This state of
the art surface not only addresses shear,
friction, and pressure, but also keeps the
patient cool and dry. Hill-Rom's patented
Advanced Microclimate® technology wicks
away heat and moisture, making the skin
less susceptible to damage.

In addition, the advanced weight-based
pressure redistribution technology in the
P500 Therapy Surface adjusts to the pa-
tient’s weight and position to ensure the
right balance between envelopment and
support.

Connect with us or call your Hill-Rom 
Account Manager at 800-638-2546. 

TCC-EZ® Total
Contact Cast
System

Total Contact Casting
(TCC) is recognized as
the GOLD Standard
of Care for off-loading
diabetic foot ulcers, and the ease of the
market leading TCC-EZ makes it practical
in any clinical setting. TCC-EZ offers a
one-piece, roll-on, light weight, woven
design that is faster and easier than tradi-
tional systems. The ease of application
can lead to few complications.   

Find out more at www.TCCEZ.com or call
800-445-7627.  

Faster healing
rates for 
safer skin

Clinitron® Air Flu-
idized Therapy
beds provide an
ideal healing envi-
ronment for compromised skin by mini-
mizing the forces that cause tissue break-
down: pressure, shear, friction, heat and
moisture. Clinitron® Rite Hite® system’s
unique air fluidized therapy minimizes in-
terface pressure, while maximizing the sur-
face’s immersion and envelopment proper-
ties to support healing. Clinitron At Home®

Air Fluidized Therapy enables patient ac-
cess to advanced wound care in the com-
fort of their home. 

The Clinitron Air Fluidized Therapy bed
utilizes advanced technology to provide the
highest level of wound care for patients
with complex, advanced wounds that are
difficult to heal and expensive to manage.

Connect with us or call your Hill-Rom 
Account Manager at 800-638-2546.  

Information for Focus on...Products is provided by the companies.

http://www.hill-rom.com/usa/Products/Category/Wound-Therapy-Systems/Clinitron-RiteHite-Air-Fluidized-Beds/
http://www.hill-rom.com/usa/Products/Category/Support-Surfaces/P500-Low-Air-Loss-Mattresses/
http://heelift.com/7


What you need to
know about
xerosis in
patients with
diabetic feet 
By Nancy Morgan, RN, BSN, MBA, WOC, WCC,
DWC, OMS

Each month, Apple Bites brings you a tool
you can apply in your daily practice. 

Description
Xerosis, an abnormal dryness of the skin,
is one of the most common skin condi-
tions among patients with type 2 diabetes.
While assessing for predictors of foot le-
sions in patients with diabetes, the authors
of one study found that 82.1% of these pa-
tients had skin with dryness, cracks, or fis-
sures. An unpublished survey of 105 con-
secutive patients with diabetes revealed
that 75% had clinical manifestations of dry
skin.  

Characteristics
• Excessively dry, rough, uneven, and

cracked skin
• Possible raised or uplifted skin edges

(scaling), desquamation (flaking), chap-
ping, and pruritus

• Most common on the heels and feet
• Can lead to fissures (linear cracks in the

skin) with hyperkeratotic tissue

Progression
The progression of xerosis follows a de-
fined pattern:
• Initially, the skin becomes dry and

rough, with pronounced skin lines.
• As the condition progresses, superficial

scaling with fissuring and erythema de-
velops. In severe cases, a crisscrossing
pattern with superficial scaling is pres-
ent.

• The skin becomes less elastic and 
loses both its flexibility and its ability to
withstand trauma, which may result in
skin breakdown and subsequent 
infection. 

26         www.WoundCareAdvisor.com               July/August 2013 • Volume 2, Number 4 • Wound Care Advisor 

AppleBITESBITES
From



Causes
• There is a loss of natural moisturizing

factors and moisture from the stratum
cor neum and intercellular matrix of the
skin. 

• Sebaceous and sweat glands normally
maintain skin lubrication and control the
oil and moisture in the foot, but they
become atrophied when autonomic neu-
ropathy occurs.

• Corneocytes are aligned parallel to each
other in normal skin; xerosis causes
structural changes to these cells and dis-
rupts the surface, resulting in a rough

epidermal surface.
• The dryness is due to the redistribution

of blood flow in the soles of the feet by
persistent and inappropriate dilatation of
arteriovenous shunts. This activity di-
verts blood away from the skin surface.
When this occurs in combination with
alterations in the elasticity of the skin
(due to nonenzymatic glycosylation of
structural proteins and glycoproteins),
the skin splits, creating portals for bacte-
ria to enter. 

Treatment
Apply an agent to maintain skin moisture,
such as an emollient lotion or cream, to

the feet daily. Use moisturizers that contain
urea or lactic acid.
• Urea works by enhancing the water-

binding capacity of the stratum
corneum. Long-term treatment with urea
has been demonstrated to decrease
transepidermal water loss. Urea also is a
potent skin humidifier and descaling
agent, particularly in 10% concentration. 

• Lactic acid (in the form of an alpha hy-
droxy acid) can accelerate softening of
the skin, dissolving or peeling the outer
layer of the skin to help maintain its ca-
pability to hold moisture. Lactic acid in
concentrations of 2.5% to 12% is the
most common alpha hydroxy acid used
for moderate to severe xerosis. 

• Examples of products with urea or lactic
acid include Atrac-Tain Cream, Eucerin
10% Urea Lotion, Lac-Hydrin 12%, and
AmLactin Foot Cream Therapy. 

It’s important to avoid:
• products that contain alcohol because

they evaporate and their drying action
compounds the original problem.

• petroleum-based products, which seal
the skin surface and prevent what little
lubrication made from evaporating.
These products don’t penetrate the sur-
face of the skin and don’t replace skin
moisture. 

Patient education 
Tell patients with xerosis to:
• minimize bathing to no more than once

a day or even every other day
• use cool or lukewarm water
• pat, don’t rub, to dry the skin
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TEST your general knowledge about 
xerosis (questions 14 to 24). 

Avoid 
products containing
alcohol because
their drying action
compounds the

problem.

http://quizlet.com/20753917/print/  
http://quizlet.com/20753917/print/  


• avoid harsh soaps
• avoid lotions with dyes or perfumes. 

Also explain how to apply—and how
often to apply—skin moisturizers.

Note: Clinicians should routinely inspect
the feet of patients with diabetes. n
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Care Education Institute (WCEI), copyright 2013.
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How to set up an
effective wound
care formulary
and guideline 
By Jeri Lundgren, BSN, RN, PHN, CWS, CWCN

Navigating through the thousands of
wound care products can be over-
whelming and confusing. I suspect

that if you checked your supply rooms
and treatment carts today, you would find
stacks of unused products. You also would
probably find that many products were
past their expiration dates and that you
have duplicate products in the same cate-
gory, but with different brand names.
Many clinicians order a product by brand
name, not realizing that plenty of the
product is already in stock under a differ-
ent brand name.   

A solution to this problem is to set up a
wound care formulary and guideline. This
intervention can help clinicians become
comfortable and clinically competent on
what products to use when, which pro-
motes better outcomes with less product
waste.

Setting up a wound care formulary can
seem overwhelming. It must be done tact-
fully or your clinicians may not have “buy
in” for the products you decide to use.
Here are some tips that may help you
streamline the process. Keep in mind that
you can involve staff to help you as you
work through these tips.

Review current supplies
Start the process by going through all your
current supplies. Label bins with the cate-

gory of the product, for example, calcium
alginate, hydrogel, and foams. Organize
the brand-name products within the same
category by placing them into the appro-
priate bin. As you check the supplies, put
all expired products into an expired bin.
You can always use them for teaching and
demonstration purposes. 

Evaluate the products
Evaluate the products you have on hand
with the appropriate clinicians to deter-
mine which products have good perform-
ance and outcomes within each category.
You may want to work with your medical-
supply distributor to obtain pricing on the
products, especially if you have multiple
brand names within a category that per-
form well.

Set up a guideline
Once you determine what products you’ll
use within each category, set up a guide-
line on when and how to use them. Speci-
fy that nurses should write the prescriber’s
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order by category instead of brand name
(for example, “apply adhesive foam dress-
ing”) and have prescribers do the same.
Then have the guideline indicate which
brand-name product the clinician should
use in that category. This way, if you do
change the brand-name product within
that category, you don’t have to obtain a
new order.

Educate staff
Schedule inservices for all licensed staff,
physicians, nurse practitioners, and other
prescribers to explain the formulary and
guideline. Hold a product fair on how to
use and apply the various dressings, so
clinicians become familiar with the op-
tions and don’t order something not on
formulary. 

Establish an approval system for
products not on formulary
Work with your medical-supply distributor
to set up an approval system if someone
tries to order a product not on formulary.
The distributor should also be able to run
reports for you of the products being or-
dered so you can track them.

Achieving your goals
Once you have your wound care product
formulary and guideline up and running,
you should see those piles of expired and
unused products disappear and your cur-
rent products used appropriately. And
you’ll be on your way to achieving the
goal of providing good clinical outcomes
in a cost-effective manner. n

Jeri Lundgren is director of clinical services at
Pathway Health in Minnesota. She has been 
specializing in wound prevention and manage-
ment since 1990.

Imposter
syndrome: When
you feel like
you’re faking it 

People with this syndrome
lack confidence and think
they don’t deserve the
success they’ve achieved.

By Rose O. Sherman, EdD, RN, NEA-BC, FAAN 

Colleen Jackson recently was promot-
ed to a manager position on her
unit. At first, she was thrilled with

the opportunity to advance her leadership
skills, but now she’s having second
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thoughts. She doesn’t feel confident in her
new role and worries how her team views
her. She confesses to her manager, “I keep
thinking someone will figure out how
much I really don’t know and question
whether I should’ve been given the posi-
tion. Sometimes I feel like an imposter.
When I mention this to my friends, they
tell me to ‘fake it until you make it.’ But
I’m not so sure about that!”

Colleen isn’t alone in feeling like an im-
poster. In imposter syndrome, a person
doesn’t feel good enough, is unsure of
what she’s doing, and feels she can’t live
up to others’ expectations. She may be
afraid she’ll be found out as an imposter
at any moment. The syndrome is most
common among women leaders who feel
they don’t deserve the success they’ve
achieved despite external evidence of
their competence. It’s more likely in per-
fectionists who constantly compare them-
selves to others. 

Certain situations, such as taking on a
new role, can lead to imposter syndrome.
For instance, Colleen may think that be-
cause she was seen as qualified for her
new role, others expect her to immediate-
ly have expert knowledge. If, like Colleen,
you feel you don’t deserve the career suc-
cess you’ve had, you may experience
deep feelings of inauthenticity and fear
you’ll be found out as a fake. (See Inside
the imposter syndrome.) 

In small doses, feelings of inadequacy
may not be a bad thing, because they re-
mind us to work on building our compe-
tency. But people with imposter syndrome
feel a level of self-doubt that can lead to
overwork and a paralyzing fear of failure.
The fear of being unmasked causes in-
credible stress. Colleen and others like her
may have unrealistic expectations of them-

selves in a new role—expectations that
can compromise their success.  

Overcoming imposter syndrome
For people with imposter syndrome, the
response to their success may rest too
heavily on others’ approval, recognition,
and opinions. A wise mentor once told
me we can easily overestimate how much
time others spend thinking about us and
our behaviors. Most people, she observed,
are self-absorbed. This is important to
consider, because the idea that Colleen is
an imposter probably has never crossed
her team members’ minds.  

Imposter syndrome can create perform-
ance anxiety and lead to perfectionism,
burnout, and depression. So learning how
to manage these feelings is important.
Cathy Robinson-Walker, MBA, MCC, who
coaches nurse leaders, provides advice to
help cope with imposter syndrome. Her
recommendations include the six actions
steps below.
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syndrome

can create
performance

anxiety and lead to
perfectionism,

burnout, and
depression. 



Discuss your feelings with a trusted
mentor.
Sharing your insecurities with someone
you trust and respect can help you sepa-
rate what’s real from your perceptions of
insecurity. A trusted mentor might inform
Colleen she’s making good progress as a
beginning leader and that no one expects
her to be an expert at this point. The
mentor can provide guidance about spe-
cific areas where Colleen might need ad-
ditional growth and how to best go about
this.  

Pay attention to your own self-talk and
consider whether your thoughts are
empowering or disabling.
Do you often say to yourself, “I achieved
this only because I work harder than any-
one else, not because I’m more compe-
tent”? Valerie Young, author of The Secret
Thoughts of Successful Women: Why Capa-
ble People Suffer from the Impostor Syn-
drome and How to Thrive in Spite of It,
makes a strong case that your internal
script is a well-rehearsed pattern that
serves as a key to feelings of being an im-
poster. She cautions that individuals with
imposter syndrome may sabotage them-
selves as a way of holding back, due to
feelings of being a fraud. 

Instead, choose a different script and
talk yourself down during times of self-
doubt. Instead of thinking, “I’m the wrong
person for this job,” retrain yourself to
say, “I have a lot to offer in this position.” 

Make of list your strengths.
Take the time to make a written list your
strengths and what you contribute. Ask
others for input, and refer to the list in
times of self-doubt. If you’re in a new
role, remember that you were chosen for

a reason. In Colleen’s case, her supervisor
saw her leadership potential. Also realize
that most people overestimate their abili-
ties; people with imposter syndrome un-
derestimate theirs. 

Accept that perfection is unrealistic
and costly.
Trying to be perfect and feeling you need
to “know it all” is unrealistic and can be
costly on a personal level. Perfectionists
typically believe anything short of a flaw-
less performance all the time is unaccept-
able. But none of us can live a mistake-
free life; we all make errors. Those with
imposter syndrome hold themselves to im-
possibly high standards and feel shame,
insecurity, and low self-esteem when they
don’t meet their own expectations. But
progress, not perfection, is what really
matters.
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The term imposter syndrome was coined by
researchers Pauline Clance and Suzanne Imes
at Georgia State University in 1978. These
psychologists observed that some high-
achieving individuals have a secret sense that
they can’t live up to others’ expectations.
Instead of seeing their failures and mistakes as
performance feedback, they deeply personalize
them. They may think their success is based on
luck or timing, not their own experience, skills,
or other qualities. 

In many cases, feelings of imposter
syndrome can be traced to early family or
school dynamics, when a child received mixed
messages about competency and individual
achievements. According to Clance and Imes,
imposter syndrome is most likely to occur in:

Inside the imposter syndrome

• persons for whom success
came quickly

• first-generation professionals

• people with high-achieving
parents

• members of minority groups

• students.
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Know you’ll need to develop your
competencies at certain times in your
career.
Throughout your career, you’ll go through
periods when you’re on a steep learning
curve and will need to further develop
your competencies. You may feel like a
novice and have to work hard to build
new competencies. 

Be honest about what you know and
don’t know, and seek advice from experts
on your unit or in your organization. The
simple act of saying, “This is new for me,
and I’m working hard to learn this role”
can be empowering. Colleen, for instance,
might be surprised at others’ reactions to
hearing this from her. They might perceive
her as a more authentic leader. 

Be willing to be uncomfortable and
move through your fear. 
In Fear of Flying, author Erica Jong urges
readers engaging in new experiences to
feel the fear and do it anyway. Fear is a
useful emotion, as long as it doesn’t esca-
late to the level of paralyzing behaviors.
Practice and preparation can help ease
new leaders’ fears. The fear of new chal-
lenges will never truly go away, but it can
be managed.

Building competence leads to 
competency
People with imposter syndrome generally
are intelligent, thoughtful, and capable but
lack self-confidence. Over time, clinicians
like Colleen will grow out of feeling like
an imposter as they build their competen-
cy and become more comfortable in their
roles. Eleanor Roosevelt said, “I believe
that anyone can conquer fear by doing
the things he fears to do, provided he
keeps doing them until he gets a record
of successful experience behind him.” If
you feel like an imposter, this is good ad-
vice to ponder. n
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doesn’t escalate to the

level of paralyzing
behaviors. 

http://www.emergingrnleader.com/
http://www.emergingrnleader.com/


Wound Care Advisor • July/August 2013 • Volume 2, Number 4                                 www.WoundCareAdvisor.com      35

An estimated 7 million people in
the United States have venous
disease, which can cause leg
edema and ulcers. Approxi-

mately 2 to 3 million Americans suffer
from secondary lymphedema. Marked by
abnormal accumulation of protein-rich flu-
id in the interstitium, secondary lymphede-
ma eventually can cause fibrosis and other
tissue and skin changes.     

In lymphedema, the lymphatic system
can’t transport the lymphatic load effective-
ly due to reduced transport capacity. Sec-
ondary lymphedema results from such fac-
tors as surgery, radiation therapy, injury,
and obesity. When caused by chronic ve-
nous insufficiency (CVI), secondary lym-
phedema is termed phlebo-lymphostatic
edema or phlebolymphedema. Phlebolym-
phedema incidence isn’t fully known.

CVI generally develops over a long peri-
od due to increased pressure within the
venous system. Changes in venous pres-
sure may stem from any disruption that al-
ters normal venous flow. Incompetent
valves in the superficial or deep venous
system and an altered calf muscle pump
contribute to venous hypertension. Addi-
tional contributing factors include venous

thrombosis, traumatic injury, obesity, preg-
nancy, sedentary lifestyle, prolonged stand-
ing, paralysis, and female gender.  

During initial patient evaluation, try to
determine the cause of leg ulcers and un-
derlying edema by obtaining a thorough
history, performing a physical exam, and
completing a diagnostic work-up. Once
acute causes (such as acute cellulitis, deep
vein thrombosis, or heart failure) are ruled
out, a treatment plan can be initiated.

Compression therapy is the standard
of care for CVI, venous ulcerations, and
lymphedema-related ulcers. By counter-
ing the effects of venous pressure, com-
pression therapy reduces edema and

      Compression therapy 
      for chronic venous 
      insufficiency, lower-leg 
      ulcers, and secondary 
      lymphedema
       Many compression systems are available. Which one 
            is the right type for your patient? 
                         By Nancy Chatham, RN, MSN, ANP-BC, CCNS, CWOCN, CWS, and Lori Thomas, MS, OTR/L, CLT-LANA

Read more about chronic venous insufficiency 

CVI-related
venous
ulcerations
with
secondary
lymphedema
(phlebo-
lymphedema)

http://woundcareadvisor.com/chronic-venous-insufficiency-with-lower-extremity-disease-part-2_vol2_no3/
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promotes venous and lymphatic return. 
Many compression systems are avail-

able. To choose an appropriate compres-
sion product for a patient with leg ulcers,
you must have a thorough understanding
of these products. However, this choice
can be difficult because of lack of stan-
dardized compression classifications, con-
fusion over terminology, and lack of evi-
dence as to which type of compression
system is most effective.

Basic bandage materials
It’s important to understand the type of
material in the bandage system because
this affects other aspects of the bandage.
Compression bandage materials may be
elastic, long-stretch, inelastic, or short-
stretch bandages. The terms elastic and
long-stretch (elastic/long-stretch) bandages
are often used synonymously, as are in-
elastic and short-stretch (inelastic/short-
stretch) bandages. 

Extensibility differs markedly between
these two basic types. Extensibility refers
to the degree to which the bandage can
be stretched when pulled. Generally, an
elastic/long-stretch bandage has a maximal
extensibility greater than 100%, whereas an
inelastic/short-stretch bandage has a maxi-
mal extensibility of less than 100%.  

Bandage application methods 
The next factor to consider is how much
pressure the bandage system will exert on
the limb and the effect of the materials on
pressure. Gradient compression (where
pressure is greater distally and gradually de-

creases proximally) is the basic principle for
all compression therapies currently used.  

To better understand the pressure exert-
ed by a bandage and thus ensure safe and
gradient compression, you need to under-
stand and apply the Law of Laplace: pres-
sure (P) = tension (T) divided by radius (R).
This law is the basis for calculating pressure
or simply determining if pressure is higher
or lower in certain areas of the limb.  
• Tension is the amount of stretch used

on the bandage as it’s applied; it’s deter-
mined by the person applying the band-
age. When you apply a bandage on a
limb, are you stretching it to 100% of its
extensibility or only 25%? Are you
stretching equally along the entire limb,
or using different amounts of stretch at
certain parts of the limb? These are cru-
cial considerations.

• When considering radius, think of a
cylinder, or the conical shape of most
limbs. When a bandage is applied to a
cylinder or cone with equal tension
(stretch), pressure is determined by the
radius. A smaller radius (such as that of
the distal part of the leg) has a higher
pressure than a larger radius (such as
that of the calf or thigh area). 

When applying a compression bandage,
always consider the Law of Laplace. What
happens when you bandage a leg that has
lost its cone shape—for instance, when the
distal leg has a larger radius than the area
proximal to it? If you apply the compres-
sion bandage to this limb with equal ten-
sion in all areas, the pressure will be high-
er proximally than distally; this wouldn’t
allow for the gradient compression most
practitioners try to achieve. To avoid this
mistake, you need to build up the limb re-
gions appropriately with padding and
foam to create the desired cylinder shape
that ensures both a proper pressure appli-
cation and gradient compression (much as
you might place foam or padding around
a bony prominence, such as the ankle or

Compression
bandages may be
elastic, long-stretch,
inelastic, or short-stretch.
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foot.) Problem solving each individual case
and applying key principles to the band-
age system and bandage application can
promote edema reduction and ensure ap-
propriate compression. 

Once you’ve applied the bandage, keep
in mind how the bandage materials affect
resting pressure and working pressure on
the limb. Resting pressure refers to pressure
on the limb from the bandage itself, gener-
ally while the patient is at rest or supine.
Working pressure is the pressure created
when the limb is moved and muscles con-
tract against the bandage. An elastic/long-
stretch bandage (such as an ACE™ wrap)
has a high resting pressure and low work-
ing pressure. In contrast, an inelastic/short-
stretch bandage (such as that used in lym-
phedema treatment) has a low resting
pressure and a high working pressure. 

Some clinicians believe inelastic/short-
stretch bandages may be tolerated better
than elastic/long-stretch bandages because
of the variation between resting and work-
ing pressure. Research also shows that in-
elastic/short-stretch bandages are more ef-
fective than elastic/long-stretch bandages
in reducing deep venous refluxes and ve-
nous volume.   

Multilayer bandages 
Traditionally, multilayer short-stretch band-
ages are used during the decongestive
phase of lymphedema treatment. In stan-
dard lymphedema compression bandaging,
a trained clinician (typically a certified lym-
phedema therapist [CLT]) applies a series
of short-stretch bandages of varying
widths, in combination with padding, to
ensure gradient pressure. This bandage
system can be used to accommodate limbs
of any size or shape, and can be applied
from toes to groin as needed. The CLT de-
termines the number of bandages and use
of materials based on the patient’s individ-
ual needs. Multilayer bandage systems are
washable and reusable. 

Multilayer bandages also are used to treat

CVI and related ulcerations. Many of these
systems come as kits. Typically disposable,
they’re usually applied only from the base
of the toes to the knee and can’t accommo-
date the thigh or toes. However, the term
multilayer can be confusing. Although it
commonly refers to bandage systems with
two to four layers, a multilayer bandage
may combine inelastic/short-stretch and
elastic/long-stretch bandages. Research has
found that bandage systems made of elas-
tic/long-stretch materials take on properties
of inelastic/short-stretch bandages due to
friction between the layers. Therefore, ex-
perts have proposed using the term multi-
component instead of multilayer bandages.

View: Application of a bandage

Four-layered
compression
wrap
consisting of
both short-
stretch and
long-stretch
materials

Multicomponent short-
stretch compression
bandage for
phlebolymphedema
treatment, including toe
wraps, cotton liner,
foam padding, and
short-stretch bandages
in varying widths
applied distally to
proximally

http://www.youtube.com/watch?v=J_b5BWnAIxI
http://www.youtube.com/watch?v=J_b5BWnAIxI
http://www.youtube.com/watch?v=J_b5BWnAIxI
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This terminology change and an under-
standing of how bandaging materials work
enhance communication between clinicians
who use traditional lymphedema compres-
sion bandages and those who use various
wound-management compression systems,
as they work together to treat phlebolym-
phedema patients. (See Quick guide to
compression bandages.)  

Which bandage system should 
you use?  
As described above, clinicians must con-
sider several factors to determine the type
of compression bandage to use. Also, re-
search is underway to identify the best
form of bandaging, the sub-bandage pres-
sures of different materials and applica-
tions, and physiologic responses to varying
degrees of compression. Besides choice of
material, bandaging technique and clini-
cian experience in applying bandages also
play a role in bandage effectiveness. You
must consider each patient individually

and choose and apply the materials prop-
erly. This is especially critical for phle-
bolymphedema patients with ulcerations,
for whom a multicomponent bandaging
system may be more appropriate than cer-
tain products traditionally used in wound
management. No matter which bandage
system you use, be sure to follow the Law
of Laplace when applying it to ensure safe
and successful edema reduction.  

There are endless ways to combine vari-
ous compression bandages and garments to
meet a patient’s needs. Also consider con-
traindications to compression, such as car-
diac edema, acute infection, acute deep
vein thrombosis, and severe arterial disease. 

In patients with an arterial component,
keep in mind that you’ll need to adjust
compression level to accommodate the
compression wrap and the compression
hose/garment system while treating the ul-
cer and once it is healed. Other patient
factors to consider include sensory deficits,
cancer, diabetes, paralysis, hypertension,
cognitive status, and allergies—as well as
age, functional ability, social support sys-
tems, and financial status. 

In managing phlebolymphedema and
ulceration, a multidisciplinary team ap-
proach and patient participation in and un-
derstanding of treatment are paramount.
Appropriate diagnosis and treatment rec-
ommendations must rest on a sound un-
derstanding of pathophysiology and com-
pression therapy. Across all disciplinary
levels, competency demonstrations in us-
ing compression therapy, as well as com-
pression therapy contraindications, should
be mandatory. Recommendations for fu-
ture study include research to establish
phlebolymphedema prevalence, a consen-
sus on appropriate compression systems
for treatment, and a consensus on
transprofessional terminology for disease
classification and compression therapy. n
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Bryant R, Nix D. Acute and Chronic Wounds: Cur-

This chart gives examples of inelastic/short-
stretch, elastic/long-stretch, and multicomponent
compression bandages. (No product preference is
intended.)

Material and extensibility   Product examples 

Inelastic/short-stretch               Comprilan® bandage
bandages                                     Rosidal K® bandage
Less than 100% extensibility      Zinc oxide bandage 
                                                    (nonmodified)

Elastic/long-stretch bandages   ACE™ wrap
More than 100% extensibility     Coban™ wrap
                                                    SetoPress® bandage
                                                    SurePress® bandage

Multicomponent bandages        Coban™ 2 Layer wrap
May combine short-stretch        Modified Unna boot 
and long-stretch materials         (Unna paste wrap, 
                                                    absorbent cotton layer, 
                                                    self-adhesive wrap) 
                                                    Profore®, Profore Lite®

                                                    bandage

Quick guide to compression bandages



Wound Care Advisor • July/August 2013 • Volume 2, Number 4

rent Man agement Concepts. 4th ed. St. Louis, MO:
Mosby; 2012.

Bunke N, Brown K, Bergan J. Phlebolymphedema:
usually unrecognized, often poorly treated. Perspect
Vasc Surg Endovasc Ther. 2009;21(2):65-8.

Chen WY, Rogers AA. Recent insight into the causes
of chronic leg ulceration in venous diseases and im-
plications on other types of chronic wounds.
Wound Repair Regen. 2007;15(4);434-9.

Foldi M, Foldi E., eds. Foldi’s Textbook of Lympholo-
gy: For Physicians and Lymphedema Therapists. 3rd
ed. Munich, Germany: Elsevier GmbH; 2012.

Kelechi TJ, Johnson JJ. Guideline for the manage-
ment of wounds in patients with lower-extremity ve-
nous disease. Mt. Laurel, NJ: Wound, Ostomy, and
Continent Nurses Society; June 1, 2011.

Lasinski BB, McKillip Thrift K, Squire D, et al. A sys-
tematic review of the evidence for complete decon-
gestive therapy in the treatment of lymphedema
from 2004 to 2011. PM R. 2012;4(8):580-601.

Mosti G, Mattaliano V, Polignano R, Masina M. Com-
pression therapy in the treatment of leg ulcers. AC-
TA Vulnologica. 2009;7(3):113-35.

Mosti G, Partsch H. High compression pressure over
the calf is more effective than graduated compres-
sion in enhancing venous pump function. Eur J Vasc
Endovasc Surg. 2012;44(3):332-6.

Partsch H. The use of pressure change on standing as
a surrogate measure of the stiffness of a compression
bandage. Eur J Vasc Endovasc Surg. 2005;30(4):415-21.

Partsch H, Clark M, Mosti G, et al. Classification of
compression bandages: practical aspects. Dermatol
Surg. 2008;34(5):600-9. 

Partsch H, Menzinger G, Mostbeck A. Inelastic leg
compression is more effective to reduce deep ve-
nous refluxes than elastic bandages. Dermatol Surg.
1999;25(9):695-700

Ruocco E, Brunetti G, Brancaccio G, Lo Schiavo A.
Phlebolymphedema: disregarded cause of immuno-
compromised district. Clin Dermatol. 2012;30(5):541-3.

Williams A. Chronic oedema in patients with CVI
and ulceration of the lower limb. Br J Community
Nurs. 2009 Oct;14(10):S4, 6-8.

Zuther JE, Norton S. Lymphedema Management: The
Comprehensive Guide for Practitioners. 2nd ed. New
York: Thieme; 2009.

Nancy Chatham is an adult nurse practitioner
and certified wound ostomy continence nurse in
Advanced Wound Healing and Hyperbaric Medi-
cine at Passavant Area Hospital in Jacksonville,
Illinois. Lori Thomas is an occupational thera-
pist, certified lymphedema therapist, and staff
occupational therapist at Sarah D. Culbertson
Memorial Hospital in Rushville, Illinois.

Surfing 
the web?

Check out 
www.WoundCareAdvisor.com

• Access journal content...
current and archival

• Interact through blogs and
our social network

• Give us your opinion
• Sign up for our free 

e-newsletter

Check the site often for new wound
care clinical information, news, and
insight from authoritative experts.



Here are resources that can help you in
your busy clinical practice by giving you 
information quickly. Don’t miss out!

Free educational and clinical 
resources on pressure ulcers

Access valuable educational and clinical re-
sources from the National Pressure Ulcer
Advisory Panel. Among the free resources
are: 
• poster of best practices for prevention

of medical device–related pressure ul-
cers (available as a PDF)

• pressure-ulcer prevention points (avail-
able as a PDF)

• registered nurse competency-based curriculum:
pressure ulcer prevention.

Tutorials on diabetes foot care 

Take an interactive tutorial on foot care for
patients with diabetes. The module was
published by the Patient Education Insti-
tute. You can also choose to watch in a
self-playing mode and download a PDF
text summary.  

Quality assurance resources for
long-term care

The resources in “Quality Assurance Perform-
ance Improvement (QAPI) Resources” are target-
ed toward those working in long-term
care. The list includes links such as:
• Advancing Excellence in America’s Nursing

Homes National Campaign, which has re-
sources and tools for nursing homes to
improve in several different areas

• Implementing Change in Long-Term Care, a
detailed guide on how to engage nurs-
ing home staff in the change process

• The Long-Term Care Improvement Guide, de-
veloped by Planetree in partnership with
Picker Institute.

Prescription 
assistance 
programs

Do you have patients
who need help pay-
ing for their prescrip-
tions? “Understanding
Prescription Assistance
Programs,” from the
National Council on
Patient Information
and Education, explains how these pro-
grams work and provides resources. n
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ClinicianRESOURCES

http://www.talkaboutrx.org/paps.jsp
http://www.talkaboutrx.org/paps.jsp
http://www.talkaboutrx.org/paps.jsp
http://www.residentcenteredcare.org/
http://www.nhqualitycampaign.org/star_index.aspx?controls=resManualForChange
http://www.nhqualitycampaign.org/star_index.aspx?controls=resByGoal
http://www.nhqualitycampaign.org/star_index.aspx?controls=resByGoal
http://www.ahcancal.org/facility_operations/survey_certification/Documents/QAPI_resources.pdf
http://www.ahcancal.org/facility_operations/survey_certification/Documents/QAPI_resources.pdf
http://www.nlm.nih.gov/medlineplus/tutorials/diabetesfootcare/htm/index.htm
http://www.npuap.org/resources/educational-and-clinical-resources/nursing-curriculum/
http://www.npuap.org/resources/educational-and-clinical-resources/nursing-curriculum/
http://www.npuap.org/resources/educational-and-clinical-resources/pressure-ulcer-prevention-points/
http://www.npuap.org/resources/educational-and-clinical-resources/pressure-ulcer-prevention-points/
http://www.npuap.org/wp-content/uploads/2013/04/Medical-Device-Poster.pdf
http://www.npuap.org/resources/educational-and-clinical-resources/
http://www.npuap.org/resources/educational-and-clinical-resources/


Eastern Region: 
WCC 1-Day Conference and 
WCC Meeting Wound 
Assessment and Palliative
Wound Management Seminar 

As part of our ongoing work with the LINC
(Leadership Initiative Networking Coalition)
initiative, the National Alliance of Wound
Care and Ostomy (NAWCO) is pleased to
announce the second regional 1-day wound
conference and WCC affiliate meeting on
Tuesday, September 24, 2013.   

The conference will be held at Peters
Place in Bridgeville, PA, from 8:00 A.M. to
3:00 P.M., followed by the WCC® meeting
from 3:15 to 4:15 P.M. 

During the conference, the speakers will
discuss the goals of palliative wound man-
agement, including such challenges as
wound odor, excessive bleeding, exudate,
necrotic tissue, pain, periwound breakdown,
itching, body image, and caregiver skills.
You’ll also learn about various wounds en-
countered in palliative care and discuss topi-
cal products and interventions you can use
for wound management.

The conference speakers will be:
• Nancy Morgan, RN,

BSN, MBA, WOC, WCC,
DWC, OMS. Nancy
combines her expertise
of wound care instruc-
tion and wound
management program
development with her
business management and marketing
knowledge. She is a nursing
entrepreneur who is an experienced and

recognized international presenter.
Nancy’s motivational teaching style has
inspired healthcare professionals across
the nation. Her entrepreneurial spirit led
her to cocreate the Wound Care Educa-
tion Institute (WCEI).

• Gail Hebert, RN, BSN,
MS, CWCN, WCC,
DWC, OMS. Gail has
been a registered nurse
for 35 years and has
practiced in the area of
wound care for more
than 20 years. She
holds BS and MS degrees in nursing,
and is certified in wound care through
NAWCO and WOCN (Wound, Ostomy,
and Continence Nurses Society). A for-
mer director of nursing in long-term
care (LTC) and current holder of an LTC
administrator’s license in Virginia, Gail
has practiced in a variety of settings,
including community education and
hospice. 

This conference has been approved by
the California Board of Registered Nursing,
Provider Number 14094, for 5.0 contact
hours of continuing education credit.

Registration is $70/person and parking is
free. Registration includes admission 
to the program, handouts, lunch, vendor
product/service showcase, and continuing
education credits. Space is limited—
register now to ensure you get a seat.
There will be no refunds. 

To register:
Online: www.wcei.net
By e-mail: Info@wcei.net
By fax: 877-649-6021
By phone: 877-462-9234
The conference is sponsored by NAWCO

and WCEI. Don’t miss out. Register today!
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NAWCONEWS

http://www.petersplacerestaurant.net/contact.php
http://www.petersplacerestaurant.net/contact.php


WellCard™ Health Group
Discount Program: 
Empowering health and wellness 

The WellCard™ Health discount program
provides members with discounts on
healthcare, dental, and prescription servic-
es. As a member of NAWCO, you’re enti-
tled to receive this new healthcare discount
card free of charge. (Please note that Well-
Card isn’t an insurance card.) 

Click here to learn more and to order.   

NAWCO Company Store: Wear
your certification with pride

Build your professional image with high-
quality, fashionable clothing with your spe-
cific certification embroidered on the item.
Choose from all four NAWCO certifications—
WCC, DWC, LLE, and OMS. You can select
from shirts, blouses, jackets, scrubs, 
or lab coats. This apparel is the same as that
of your WCC instructors. Embroidery is free.   

Print your credentials with
distinction through online
custom print shop 

The NAWCO Print Shop is designed to pro-

vide professionally printed, custom busi-
ness materials you can order anytime. All
items are high-quality products that will
display one or all of your credentials. Each
piece is professionally designed to NAWCO
standards and will visually help promote
you and your certification(s). Use these
products with your patients and associates.  

The site is available on the NAWCO
website under Member Association. 

When you order custom printing or
clothing, a portion of the proceeds will be
applied to a new scholarship fund for certi-
ficants who need financial assistance for
recertification. 

Click here to visit the print shop.
Note: You must hold current WCC, DWC®,

LLE®, or OMS certification to print materials.
NAWCO will verify certification status of all
orders. Individuals who don’t hold a current
NAWCO certification may not order on this site.

Click here to visit the NAWCO apparel shop.
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Kimberly Affleck
Iftikhar Ahmad, MD
Rita Ainsworth
Rebecca Allman
Ronnel Alumia

Donna Anatra
Megan Andersen
Joan Anderson
Shakira Anderson
Filma Faye Andongo

New and recertified certificants 
Below are WCC, DWC, and OMS certifi-
cants who were certified or recertified in
April and May 2013.

http://store.nawccb.org/
http://www.nawccb.org/page.asp?id=129 
http://www.nawccb.org/page.asp?id=128%20
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A guide to diabeticfoot ulcers
By Donna Sardina, RN, MHA, WCC, CWCMS, DWCThis chart explains the differences among

ischemic, neuropathic, and neuroischemic

diabetic foot ulcers, making it easier for you

to select the best treatment for your patient. �
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BestPRACTICES

Ischemic ulcers
Neuropathic ulcers

Neuroischemic ulcers

Anatomiclocation• Between toes or tips of toes • Plantar metatarsal heads
• Margins of foot, especially on

• Over phalangeal heads
• Plantar heel

medial surface of first

• Borders or dorsal aspect of • Over plantar bony prominences metatarsophalangeal joint

feet

and deformities

• Over lateral aspect of fifth

• Areas subjected to weight
metatarsophalangeal joint

bearing on plantar surface
• Tips of toes; beneath toenails

• Areas subjected to stress (eg,dorsal portion of hammer toes)

Wound
characteristics• Deep, pale wound bed

• Red base, with healthy
• Pale pink or yellow wound bed

• Even wound margins
granular appearance

• Even wound margins

• Gangrene or necrosis
• Even wound margins

• Rounded or oblong shape over

• Redness at borders of ulcer • Callus formation at borders
bony prominence

• Blanched or purpuric
of ulcer

• Callus; may or may not be present

periwound tissue

• Painless, unless complicated • Painless, owing to neuropathy

• Severe pain
by infection

• Minimal exudate

• Cellulitis
• Rounded or oblong shape

• Minimal exudate
over bony prominence• Variable exudate

Associatedfindings• Thin, shiny, dry skin
• Dry skin

• Thin, shiny, dry skin

• Absent or diminished pulses • Bounding pulses
• Absent or diminished pulses

• TBPI < 0.7 mm Hg
• TBPI ≥ 0.7 mm Hg

• TBPI < 0.7 mm Hg

• TcPO2 < 30 mmHg
• TcPO2 > 30 mm Hg

• TcPO2 < 30 mm Hg

• Skin cool to touch, pale, or • Warm foot
• Skin cool to touch, pale, or mottled

mottled

• Evidence of peripheral
• Evidence of peripheral neuropathy

• No findings of peripheral
neuropathy

• Hair loss on ankle and foot

neuropathy

• Atrophy of small muscles of feet • Thick dystrophic toenails

• Hair loss on ankle and foot • Distended dorsal foot veins • Pallor on elevation; dependent

• Thick dystrophic toenails
• Cyanosis

rubor

• Pallor on elevation;dependent rubor• Cyanosis
Source: Wound Care Education Institute. TBPI = toe brachial pressure index; TcPO2 = transcutaneous oxygen pressure.

Differentiating diabetic foot ulcers

View: Diabetic foot exam

“But I left voicemessages anda note…”
By Nancy J. Brent, MS, RN, JD

O ften nurses get named in a lawsuitwhen they are involved in clearlynegligent conduct that causes aninjury to or the death of a patient. Exam-ples include administering the wrong med-ication to the wrong patient or not posi-tioning a patient correctly in the operativesuite prior to surgery. Sometimes, howev-er, the negligent behavior of a nurse is notas clear to the nurse involved in the careof the patient.
That was apparently the circumstance inthe reported case, Olsten Health Services,Inc v. Cody.1 In September 2000, Mr. Codywas the victim of a crime that resulted inparaplegia. He was admitted to a rehabili-tation center and discharged on November15, 2000. His physician ordered daily homehealth care services in order to monitor his“almost healed” Stage 2 decubitus pressuresore.2 The home health care agency as-signed a registered nurse (RN) to Mr. Codyand, after Mr. Cody’s health care insurancewould not approve daily visits, a reducedvisit plan was approved by Mr. Cody’sphysician.

A progressive problemOn November 16, 2000, the nurse visitedMr. Cody for the first time. During that visit,she did an admission assessment and notedthat the pressure sore, located at the areaof the tailbone, measured 5 cm by 0.4 cmwide and 0.2 cm deep. She believed thepressure ulcer could be completely healedwithin 3 weeks. The nurse called Mr.Cody’s physician and left him a voice mes-sage concerning her visit and her findings.On November 19, a second visit tookplace and the nurse observed and docu-mented that Mr. Cody’s pressure sore was“100%” pink and no odor was detected.On November 20, she attempted anoth-er visit but did not see Mr. Cody becausethe front gate surrounding his home waslocked. The nurse buzzed the gate door-bell several times to no avail. She left anote on the front gate for the Cody familyand left a voice message for Mr. Cody’sphysician.
The next visit took place on November21. The pressure ulcer was now only “90%pink” and had a “fetid” odor; this condi-tion did not improve over the next 24hours. The nurse documented this fact inher nurses’ notes. Again, she left a voicemail message for the physician concerningthese findings.
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