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Wound Care Advisor invites you 
to consider submitting articles for publication
in the new voice for wound, skin, and ostomy
management specialists.

As the official journal of WCC®s, DWC®s, and LLESMs,
the journal is dedicated to delivering succinct
insights and pertinent, up-to-date information that
multidisciplinary wound team members can
immediately apply in their practice and use to
advance their professional growth.

We are currently seeking submissions for these
departments:

• Best Practices, which includes case studies,
clinical tips from wound care specialists, and
other resources for clinical practice

• Business Consult, which is designed to help
wound care specialists manage their careers and
stay current in relevant healthcare issues that affect
skin and wound care.

If you’re considering writing for us, please click here
to review our Author Guidelines. The Guidelines
will help you identify an appropriate topic and learn
how to prepare and submit your manuscript.
Following these guidelines will increase the chance
that we’ll accept your manuscript for publication.

If you haven’t written before, please consider doing
so now. Our Editorial Team will be happy to work
with you to develop your article so that your
colleagues can benefit from your experience.

For more information, click here to send an email
to the Managing Editor.

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.

BusinessCONSULT
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From theEDITOR

Why is it that the people who are the most caring toward others
neglect their own needs? Have you noticed this?  

I’ve seen it time and time again. The healthcare worker who’s always
the last to leave work, who always volunteers to work those extra shifts
so patient care won’t be compromised, who never says “No” when it
comes to something a friend needs. These same compassionate and de-
voted clinicians seem to always worry about others and not themselves. 

Recently, a personal friend who lives out of state contacted me with
the sad news that his wife had died from an inoperable brain tumor at
age 59. After swallowing my guilt for not keeping in touch with them bet-
ter over the years, he related the emotional story of their last year togeth-
er. He became her private hospice “nurse” and she died at home in his
arms. He went on to tell me he’d neglected a serious health problem of
his own over the last few years and now was seeking medical attention.
His doctors told him his chances of surviving this invasive cancer were
compromised due to his delay in seeking treatment.

I had to ask myself, “Did he really think his wife, my friend, would
have been happy about the choice he made not to leave her side, which
resulted in neglect of his own health?” I knew her well, and the answer is
emphatically no. 

What about your patients? How do you think they’d react if they knew
you were neglecting your family, your financial security, or your health to
care for them? The bottom line is this: When you take care of others, they
care for you in return. You become their role model. Is your current self-
neglecting behavior what you want your patients to model? Probably not. 

If you can’t learn to do the things necessary to take better care of your-
self, then do it to honor those you care for—to respect their wishes. We
all know the saying, “If you don’t take care of yourself, you won’t be
there to care for others.” Put yourself first and you’ll be in a better posi-
tion to care for others and model the behavior you wish to see in them.
Caring—for ourselves and others—is what our profession is all about.

Donna Sardina, RN, MHA, WCC, CWCMS, DWC, OMS
Editor-in-Chief

Wound Care Advisor
Cofounder, Wound Care Education Institute

Plainfield, Illinois

Taking care of the 
caregiver—you
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ClinicalNOTES
Frequent debridement improves
wound healing

A study in JAMA Dermatology reports that fre -
quent debridements speed wound healing.  

“The more frequent the debridement,
the better the healing outcome,” concludes
“Frequency of debridements and time to heal:
A retrospective cohort study of 312 744
wounds.” The median number of debride-
ments was two. 

Most of the wounds in the 154,644 pa-
tients were diabetic foot ulcers, venous leg
ulcers, and pressure ulcers. The study au-
thors note that debridement is a “key
process” in wound bed preparation and
starting the healing process.

The findings are congruent with previ-
ous studies and are based on an analysis
of the largest wound data set to date. 

Too many mast cells can slow
wound healing

Normally, mast cells promote wound heal-
ing, but when lymphedema is present, too
many mast cells can delay healing, accord-
ing to a study conducted in mice and pub-
lished by the Journal of Leukocyte Biology.

An overabundance of mast cells leads to

overproduction of interleukin-10, which
can prevent certain white blood cells from
reaching the wound, according to “Delayed
wound healing due to increased interleukin-
10 expression in mice with lymphatic dys-
function.”

“Improvement of lymphedema is important
for treatment of skin ulcers,” says Makoto
Sugaya, MD, PhD, a study coauthor. “It is
not just fluid retention, but inflammatory
cells and cytokines that cause delayed
wound healing.”

Young-onset type 2 diabetes
more harmful than type 1

Among patients with an onset of diabetes
between ages 15 and 30, those with type 2
diabetes experience higher mortality, more
diabetes-related complications, and more “
unfavorable” cardiovascular risk factors
than those with type 1, according to a
study published by Diabetes Care.

“Long-term complications and mortality in
young-onset diabetes: Type 2 diabetes is more
hazardous and lethal than type 1 diabetes,”
which analyzed 354 patients with type 2

http://care.diabetesjournals.org/content/early/2013/07/09/dc12-2455.abstract
http://care.diabetesjournals.org/content/early/2013/07/09/dc12-2455.abstract
http://care.diabetesjournals.org/content/early/2013/07/09/dc12-2455.abstract
http://www.eurekalert.org/pub_releases/2013-07/foas-tmo070113.php
http://www.eurekalert.org/pub_releases/2013-07/foas-tmo070113.php
http://www.jleukbio.org/content/94/1/137.abstract
http://www.jleukbio.org/content/94/1/137.abstract
http://www.jleukbio.org/content/94/1/137.abstract
http://www.jleukbio.org/content/94/1/137.abstract
http://archderm.jamanetwork.com/article.aspx?articleid=1720508#ArticleInformation
http://archderm.jamanetwork.com/article.aspx?articleid=1720508#ArticleInformation
http://archderm.jamanetwork.com/article.aspx?articleid=1720508#ArticleInformation
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diabetes and 470 patients with type 1 dia-
betes, found that despite equivalent
glycemic control and shorter disease dura-
tion, unfavorable cardiovascular risk fac-
tors were greater in the type 2 group,
“even soon after diabetes onset.” Neuropa-
thy and macrovascular complications were
also higher.

Study identifies how sacral wound
dressings reduce ulcer risk

“Enhancing pressure ulcer
prevention using wound
dressings: what are the
modes of action?” studied
how sacral wound dress-
ings work to reduce risk

of ulceration and found
that their use can decrease

the amplitude of shear stress
and friction that reaches the skin

of patients at risk for ulcers. The
dressings can also “redirect these forces”
to wider areas, which reduces mechanical
load.

A study in International Wound Journal
that bench tested nine commercially avail-
able dressings concludes that the dressings
can redistribute pressure, which provides
greater load redistribution.

Activated protein C improves
chronic lower leg ulcers

Topical application of
activated protein C
(APC) on chronic low-
er leg ulcers in pa-
tients with diabetes re-
sults in better healing

and improved patient quality of life, ac-
cording to “Treatment of chronic diabetic

lower leg ulcers with activated protein C: a
randomised placebo-controlled, double-blind
pilot clinical trial,” published by Interna-
tional Wound Journal.

The wound area in those who received
APC was significantly reduced. Biopsies of
the wound edges showed “reduced inflam-
matory cell infiltration and increased vas-
cular proliferation” after APC treatment. Pa-
tients treated with APC also experienced
significantly reduced stress scores, indicat-
ing an improvement in quality of life. 

APC was applied twice weekly for 4
weeks, with the final follow-up at 20
weeks. A total of 6 patients received APC
and 6 received a placebo. 

The researchers conclude that the pilot
study “suggests that APC is a safe topical
agent for healing chronic lower leg ulcers
in patients with diabetes and provides sup-
porting evidence for a larger clinical trial.”

Risk factors for orthopedic SSIs
identified

Diabetes, smoking, surgery longer than 3
hours, no antibiotic prophylaxis, and pre-
vious operations are all risk factors for sur-
gical site infections (SSIs) after orthopedic
surgery, finds a study published by the
American Journal of Infection Control.

“Epidemiology and outcomes of surgical
site infections following orthopedic surgery”
studied 2,061 patients who underwent or-
thopedic surgery during a 2-year period.
Of the 45 clinical SSIs, 33 had a positive
culture; 68.6% of bacterial isolates were 
resistant to cefuroxime.
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Self-reported physical functioning
predicts mortality in patients 
with diabetes

Patients with diabetes who report poor
physical functioning had a 39% higher
death rate even after adjusting for
age, sex, race/ethnicity, educa-
tion, income, body mass in-
dex, smoking, and comorbidi-
ties, according to
“Self-reported physical function-
ing and mortality among
individuals with type 2
diabetes: insights
from TRIAD.”

The researchers
studied 7,894 pa-
tients (average age

of 62 years at baseline) with type 2 
diabetes in the Translating Research Into
Action for Diabetes (TRIAD), a prospective
observational study of diabetes care in
managed care.  Physical functioning was
assessed with the Short Form Health Sur-
vey, and the National Death Index was
searched for deaths over 10 years of 

follow-up.
They study in the Journal

of Diabetes and Its Compli-
cations concludes that self-
reported physical func-

tioning “was a robust
independent predictor
of mortality and may
be a useful bench-
mark for tailoring
clinical care.” n
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Power up your
patient education
with analogies
and metaphors 
These creative teaching
tools can make education
more effective 
By Janice M. Beitz, PhD, RN, CS, CNOR, CWOCN,
CRNP 

Quality patient education is essential
for comprehensive health care and

will become reimbursable under health-
care reform in 2014. However, it’s difficult
to provide effective education when time
for patient interactions is limited. You can

enhance your instruction time—and make
your teaching more memorable—by using
the techniques of analogy and metaphor.

Powerful tools
Analogy and metaphor are figures of
speech that have been used since the time
of Aristotle and Plato. (See Comparing
analogy and metaphor.) Why are they so
powerful for patient education? Because
analogy and metaphor can make abstract
concepts real, helping patients understand
why they are ill and how suggested
changes will help correct underlying causes. 

Analogy and metaphor create a form of
cognitive “scaffolding” on which patients
can hook new material to information
they already understand. Educational theo-
rist David Ausubel suggests that learners
(such as patients) require frameworks into
which new information can be assimilat-
ed. An analogy or metaphor can act as an
anchoring concept or an organizer for
providing such a framework.

Research supports that analogies and
metaphors can improve communication
with seriously ill patients, such as those
with advanced cancer. Casarett and col-
leagues conducted a cross-sectional study
of audio-recorded conversations between
patients and physicians. The results
demonstrated that analogies and
metaphors improved patient understand-
ing and communication.  

Using analogy and metaphor
effectively 
How can analogy and metaphor be used
in patient education? The uses are limited
only by the clinician’s creativity. 

A primary care practitioner uses analogy
to discuss good self-care practices. She tells
patients that persons with quality self-care
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drive their bodies like Cadillacs while self-
neglecters drive their bodies like jalopies.

Even bad life circumstances can be
used educationally. A psychiatric col-
league uses the metaphor of a toaster:
Acute illness is like a toaster. You put
something in (the patient) and it comes
out better than it was before (in terms of
resilience). An oncology specialist col-
league discusses the role of heredity (ge-
netic predisposition) and environment in
cancer development: Genes load the gun;
environment pulls the trigger.

A metaphor for chronic wound healing
is the light switch: The prolonged inflam-
matory process of delayed healing is simi-
lar to a light switch stuck in the “on” posi-
tion. Interventions, such as debridement
and other advanced modalities, aim at
switching the light (inflammation) off. An-
other colleague specializing in GI disor-
ders likens constipation to “not taking the
garbage out enough.”

In a relatively recent systematic review
of effective teaching strategies and meth-
ods of delivery for patient education, the
analysis of published research studies
found that the best patient education
strategies were culturally appropriate, pa-
tient specific, and structured. Analogy and
metaphor can address all three characteris-
tics if well planned. 

The literature also suggests that Humor
(used appropriately) can augment the use
of Analogy and Metaphor and allow teach-
ers to HAM it up for better learning. Hu-
morous analogies or metaphors that are
relevant to patients’ interests offer maxi-
mum effectiveness. The vividness and ac-
tive engagement that typify funny meta -
phors and analogies have the capability to
instruct in ways beyond words alone.
Laughter and humor may allow the patient

to experience a “refreshing pause” cogni-
tively and help “ha-ha” become “aha!”

Metaphors and analogies can describe
the education or learning process itself.
The clinical educator helps the patient
“plant seeds,” “peel away the layers,” or
“switch on a light bulb.” The educator can
capture boring, lifeless lecture material and
“bring it to life.” This outcome is particular-
ly helpful in more abstract areas, such as
mental health issues and science concepts.

Optimal outcomes
Understanding quality patient education is
important for optimal patient outcomes.
Techniques such as analogy and metaphor
can help patients learn more effectively
and create a positive, relaxed learning 
environment. More importantly, metaphor
and analogy appeal to multiple learning
senses and can instruct in ways eclipsing
the limits of words. n
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Analogy is a figure of speech that draws atten-
tion to a likeness in order to argue that other
attributes of the comparison are similar. It
involves comparing two different things with
some similarities. When a clinician tells a
patient that this treatment may make him feel
like he’s been kicked by a horse, the provider
has used analogy. 

Metaphor is a figure of speech that suggests
a person or thing is something else based on
some similarity between the two. The
approach allows transfer of ideas from one
concept to another. 

Though metaphor and analogy are often
used interchangeably, they differ. Analogy
focuses on the expression of similarities while
metaphor depicts association between two dis-
similar phenomena. When someone says
violence is a societal cancer, he or she is using
metaphor. When using analogy, a clinician may
say violence attacks a community like cancer
cells attack the human body.

Comparing analogy and metaphor
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Preventing
pressure ulcers
starts on
admission   
By Jeri Lundgren, BSN, RN, PHN, CWS, CWCN

T he first 24 hours after a patient’s ad-
mission are critical in preventing
pressure ulcer development or pre-

venting an existing ulcer from worsening. A
skin inspection, risk assessment, and tem-
porary care plan should all be implemented
during this time frame. Essentially, it’s the
burden of the care setting to prove to insur-
ers, regulators, and attorneys the pressure
ulcer was present on admission and inter-
ventions were put into place to avoid wors-
ening of the condition. Of course, patients
also benefit from having their condition
identified and treated promptly.

Taking a close look
Newly admitted patients must undergo a
thorough skin inspection within 24 hours
of admission. Many times, a wound care
nurse is designated to perform this task.
Although wound care nurses bring great
expertise, their lack of availability can
sometimes delay assessment. To avoid de-
lay, all nurses must be capable of com-
pleting a skin inspection and accurately
documenting their findings. A wound care
nurse can educate nurses in skin inspec-
tion and documenting skin concerns.     

Assessing risk and planning care
Performing a risk assessment within the
first 24 hours ensures interventions are put
in place to prevent skin breakdown and

promote healing. That’s done as part of
developing a temporary care plan. The
care plan should contain interventions de-
signed to minimize, stabilize, or remove
identified risk factors. The interventions
need to be put in place as soon after ad-
mission as possible.

Whenever possible, try to identify risk
factors and/or wounds before the patient’s
admission to ensure interventions are in
place before the patient arrives.

Even if the care setting allows several
days to complete a care plan, a temporary
care plan for prevention of skin breakdown
is strongly recommended within the first 24
hours. At a minimum, the temporary care
plan should address the following:
• support surface for the bed and the

wheelchair/sitting surface
• individualized turning and repositioning

schedules for patients and helping
patients to be as mobile and active as
possible 

• incontinence management, if needed
• keeping the skin clean and dry
• keeping the heels elevated off the bed
• addressing nutritional/hydration concerns

for wound healing, dietary referral
• referrals to therapy, as appropriate
• daily inspection of the skin by

nonlicensed staff and weekly skin
inspections by licensed staff

• risk assessment per policy.
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If the patient has a wound, the tempo-
rary care plan should also include:
• applying topical treatment, as ordered
• monitoring the patient for signs and

symptoms of infection
• reporting any decline or changes to the

primary care provider and family designee
• completing a comprehensive assessment

of the wound at least weekly.

If nurses are uncomfortable with devel-
oping a care plan based on the risk as-
sessment, it might be helpful for a manag-
er or wound care expert to develop a
“cheat sheet” with potential interventions
that correlate with the individual risk fac-
tors identified. Once the temporary care
plan is developed, it should be communi-

cated to the nurses, nursing assistants, and
and others on the interdisciplinary team. 

Meeting your goal
Your goal as a clinician is to prevent the
development of a pressure ulcer and en-
sure proper interventions are in place to
promote healing in pressure ulcers present
on admission. If you complete a skin as-
sessment and risk inspection and then de-
velop and communicate a care plan within
the first 24 hours of admission, you
should be successful in achieving that
goal. 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.
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Improving
outcomes with
noncontact 
low-frequency
ultrasound
This tool can enhance
clinical outcomes and
reduce costs in acute-care
settings.
By Ronnel Alumia, BSN, RN, WCC, CWCN, OMS

Achieving excellent wound care out-
comes can be challenging, given
the growing number of high-risk

patients admitted to healthcare facilities
today. Many of these patients have comor-
bidities, such as obesity, diabetes, renal
disease, smoking, chronic obstructive pul-
monary disease, and poor nutritional sta-
tus. These conditions reduce wound-heal-
ing ability.   

At the same time patient acuity has
been rising, reimbursement for some types
of care has been declining. For certain
hospital-acquired conditions, such as stage
III or IV pressure ulcers and certain surgi-
cal-site infections, reimbursement has
been eliminated. Thus, clinicians can’t
choose products based solely on their
proven ability to obtain a good clinical
outcome; they also must consider eco-
nomic factors. Noncontact low-frequency
ultrasound (NLFU) can help improve clini-
cal outcomes and provide cost savings. 

Ultrasound: Simple but effective 
NLFU delivers sound waves to tissues

through a saline mist. Unlike most wound
care treatments, whose effects are limited
to the surface, NLFU penetrates into and
below the wound bed to reach previously
inaccessible tissues. (See A glimpse of 
NLFU in action.)   

Ultrasound energy produces biophysical
effects from mechanical stimulation of
cells, promoting wound healing. A me-
chanical vibration, ultrasound is transmit-
ted at a frequency above the upper limit
of human hearing—20 kHz. The most
common form of therapeutic ultrasound
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View: See how NLFU works

This image shows noncontact low-frequency 
ultrasound (NLFU) being used on a patient. 
The device shown is the MIST Ultrasound Healing 
Therapy®.

Photo courtesy of Celleration Inc, Eden Prairie, MN. © 2013.

A glimpse of NLFU in action

http://www.youtube.com/watch?v=8_krjjpdEyY
http://www.youtube.com/watch?v=8_krjjpdEyY
http://www.youtube.com/watch?v=8_krjjpdEyY


uses devices that operate in the 1- to 3-
MHz range to treat various musculoskele-
tal disorders with a thermal effect. Diag-
nostic ultrasound, in contrast, operates in
a high-frequency (20 to 40 MHz) range. It
has a wide number of uses, from fetal
monitoring to echocardiography. 

In contrast, NLFU delivers low-frequency
(40 kHz), low-intensity (0.2 to 0.6 W/cm2)
ultrasound energy to the wound bed with
no thermal effect. With most ultrasound
therapy, a gel serves as a conduit to deliver
sound waves to tissues. However, NLFU
uses a saline mist, which eliminates contact
with tissue and thus is painless. 

NLFU can be performed by nurses with
special training. The patient usually under-
goes the procedure at the bedside three to
five times per week, with the machine
preset to a certain number of minutes
based on wound measurement (length ×
width). Typically, the course of therapy
ends when the desired outcome is
achieved or the patient is discharged or
transferred out of the facility. 

The science of NLFU
The micromechanical forces produced by
ultrasound energy at a cellular and molecu-
lar level have a wide range of effects on
the wound-healing process, including re-
duction of bacteria within and below the
wound bed. Unlike other body cells, bacte-
ria have a rigid cell membrane; repeated
pressing of sound waves can disrupt the
bacterial membrane, causing cell death.
(See NLFU: The science behind the solution.) 

Laboratory tests show NLFU reduces a
wide range of bacteria, including some of
the hardest to treat, such as methicillin-
resistant Staphylococcus aureus (MRSA),
vancomycin-resistant enterococci (VRE),
and Acinetobacter baumannii. In a clinical

study of patients who had stage III pres-
sure ulcers with high levels of bacteria,
punch biopsies were used to determine
baseline and posttreatment bacterial
counts. Results showed significant reduc-
tion in S. aureus (93.9%), A. baumannii
(94%), and Escherichia coli (100%) after
six NLFU treatments over a 2-week period.
In live animal studies, NLFU disrupted the
bacterial biofilm after just three treatments.
(See NLFU and the healing process.) 

Sustained inflammation is a common
barrier to healing. NLFU reduced pro-
inflammatory cytokines in two studies—
one involving patients with chronic diabet-
ic foot ulcers and the other involving pa-
tients with nonhealing venous leg ulcers.
This reduction correlated to reduced
wound areas in these previously nonheal-
ing wounds. In one of these studies, re-
searchers reported a decrease in MMP-9, a
matrix metalloproteinase that breaks down
new granulation tissue and delays healing.   

Studies also show NLFU increases va-
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This illustration shows the action of noncontact 
low-frequency ultrasound (NLFU) on the skin 
and tissue layers. NLFU penetrates deep below 
the wound surface.

Image courtesy of Celleration Inc, Eden Prairie, MN. © 2013.

The science behind the solution 



sodilation, stimulates vascular endothelial
growth factor and angiogenesis, promotes
early release of growth factors, and pro-
vides greater amounts of high-quality col-
lagen. The overall result of these cellular
effects is accelerated healing.   

Clinical outcomes 
Use of NLFU is supported by clinical data,
including a meta-analysis, three randomized-
control trials, 11 peer-reviewed studies,
and multiple case series. A 2011 meta-
analysis compiled data from eight pub-
lished studies reporting the effect of NLFU
on wound size and healing rates in 444
patients with various chronic wounds. It
found 85% wound-area reduction in a
mean of 7 weeks, wound-volume reduc-
tion of 80% at a mean of 12 weeks, and
42% complete wound closure at 12 weeks.
By comparison, a meta-analysis of stan-

dard-of-care treatment found only 24%
complete wound closure at 12 weeks.
Thus, NLFU achieves almost twice the
healing of the standard treatment.  

Besides consistently speeding healing 
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This chart lists the effects of noncontact low-
frequency ultrasound (NLFU) on the three 
stages of the normal healing process.

Healing stage        NLFU effects

Inflammation         Reduces bacteria
                               Disrupts biofilm
                               Decreases sustained 
                               inflammation
                               Reduces matrix 
                               metalloproteinase-9 

Proliferation           Stimulates vascular 
                               endothelial growth factor 
                               and angiogenesis
                               Stimulates early release of 
                               growth factors (including 
                               transforming growth factor 
                               beta-1)
                               Increases vasodilation

Remodeling           Promotes increased quantity
                               and quality of collagen

NLFU and the healing process

Noncontact low-frequency ultrasound (NLFU) can
achieve accelerated healing, bacterial reduction, and
early intervention for suspected deep-tissue injuries.
These results can bring significant cost savings. 

At Acuity Specialty Hospital of New Jersey (a
long-term acute-care hospital), we reviewed clinical
and economic outcomes for medically compromised
patients when NLFU was added to the standard-of-
care wound care protocol. We found NLFU yielded
improved clinical outcomes—better tissue quality,
wound reduction, and hastened wound healing. It
also brought a significant cost benefit; the total cost
savings potential for these patients was nearly
$25,000, with an individual range of $141 to $14,273.
Here are two examples. 

Clinical outcomes and cost 
savings from NLFU  

Patient: 72-year-old man with Fournier’s
gangrene, sepsis, diabetes mellitus type 2, severe
neuropathy, chronic obstructive pulmonary
disease, acute kidney injury, normocytic anemia,
and severe aortic stenosis
Treatment: NLFU three times a week for 4 weeks,
plus negative-pressure wound therapy for 4 weeks
Outcome: 50% increase in granulation tissue;
noticeable epithelial tissue on wound edges
Benefits of NLFU: Patient was able to avoid
debridement and, possibly, a longer stay.
Savings: $8,606

Patient: 44-year-old woman with a dehisced
abdominal wound
Treatment: NLFU three times a week for 3 weeks,
plus negative-pressure wound therapy for 4 weeks
Outcome: Wound was placed on healing
trajectory.
Benefits of NLFU: Patient was able to stop
advanced treatment 11 days before discharge.
Savings: $141; 11 treatment days



of open wounds, NLFU is an effective ear-
ly treatment for suspected deep-tissue in-
juries (sDTI). In a study of 127 sDTIs
treated with standard of care alone (63) or
standard of care with NLFU (64), only 22%
of standard-of-care-alone sDTIs resolved
without opening or progressed only to a
stage II pressure ulcer, compared to 80%
in the NLFU arm. At my hospital, we
found similar results in our patient popu-
lation using NLFU to resolve sDTIs before
they became full-thickness wounds. (See
Clinical outcomes and cost savings from
NLFU.) 

NLFU has been used in wound care
settings across the country for several
years. Increasingly, it’s being used in
acute-care settings as clinicians are grasp-
ing its substantial clinical and economic
benefits. This technology can help health-
care providers meet both clinical and eco-
nomic outcome goals. NLFU is rapidly be-
coming the new standard for early sDTI
intervention. n
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NLFU can help
healthcare providers
meet both clinical
and economic
outcome goals.  
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Imagine your physician has just told
you that your rectal pain and bleed-
ing are caused by invasive colon can-
cer and you need prompt surgery.

She then informs you that surgery will
reroute your feces to an opening on your
abdominal wall. You will be taught how to
manage your new stoma by using specially
made ostomy pouches, but will be able to
lead a normal life.     

Like most people, you’d probably be in
shock after hearing this. More than 700,000
people in the United States are living with
ostomies. Every year, at least 100,000 osto-
my surgeries are done, preceded by a con-
versation much like the one above. So
how do patients recover from the shock of
learning about their pending surgery—and
then return to a full life?  

Although each patient goes through the
process differently, interviews and studies
of patients reveal several common reac-
tions—concerns about a negative body im-
age, anxiety over whether they’ll be able to
care for the stoma, and worries over how
the stoma will affect their relationships.
(See Ostomy shock: How patients react.)  

Psychological adaptation
According to the United Ostomy Associa-
tions of America (UOAA), patients who’ve
had ostomy surgery tend to follow a simi-
lar path of adjusting their life skills, based
on the consequences of their specific sur-
gery. Typically, they go through the four

recovery phases below. However, these
phases aren’t as cut and dried as they
might seem. Patients adjust at their own
individual rates. Some may experience the
phases in a different order, may skip a
phase, or may regress and pass through
one or more phases multiple times.
• Shock or panic. This phase occurs im-

mediately after learning of the need for
an ostomy, or right after surgery in
some cases. Patients seem distracted and
anxious, unable to focus on or partici-
pate in teaching and demonstration ses-
sions. They have trouble retaining infor-
mation (including patient teaching)

      Compassionate care: 
      The crucial difference for 
      ostomy patients 
       Ostomates require lifelong care. Healthcare providers 
            can help by showing them compassion.
                         By Gail Hebert, RN, MS, CWCN, WCC, DWC, LNHA, OMS; and Rosalyn Jordan, BSN, RN, MSc, CWOCN, WCC, OMS
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during this phase, which commonly lasts
days to weeks.

• Defense, retreat, or denial. The patient
practices avoidance techniques, may re-
fuse to participate in stoma care, and
may exhibit defensive behaviors. This
phase may last weeks to months.

• Acknowledgement. During this phase,
the patient starts to accept the reality of
living with a stoma. As this phase be-
gins, some patients may exhibit lack of
interest, sadness, hopelessness, and anx-
iety. Some are angry and blame others
for their condition.

• Adaptation and resolution. Anger and
grief decrease and patients learn to cope
with their circumstances constructively.
This phase may take up to 2 years to
achieve.

Whichever recovery phase they’re in, os-
tomy patients can gain solace by knowing

others in their situation are going through
the same recovery process. Direct them to
www.ostomy.org/supportgroups.shtml for help
finding a support group (if desired). Tell
them about helpful videos; for example,
“Living with an Ostomy” from UOAA features
patients talking about their experience.

Some patients may wish to express
their feelings through painting, drawing,
writing, or other art forms. For some, a re-
ferral to a psychologist or therapist may
be warranted.

How clinicians can help
Studies show a patient’s return to full func-
tioning after ostomy surgery depends on
the quality and consistency of patient
teaching. The need for effective patient ed-
ucation makes us acutely aware that teach-
ing isn’t simply about reciting facts. To
provide effective teaching, first determine
where your patient is in the recovery
process by gauging his or her emotional
needs. For instance, a patient who’s angry
and in denial isn’t ready to learn the de-
tails of stoma management. During the
adaptation and resolution process, clini-
cians must maintain a supportive and un-
derstanding approach to help the patient
accept body changes and regain the previ-
ous quality of life. Maintaining a compas-
sionate approach makes this easier. 

Compassion counts
The role of the ostomy specialist is to pro-
vide patient teaching, coupled with good
clinical skills and compassion. For some
patients, your ability to convey compas-
sion may be more important than any oth-
er aspect of the care you provide. The fol-
lowing story illustrates this point.

A home health patient had been married
for 49 years and was looking forward to
his 50th wedding anniversary. But then he
was hospitalized for a bowel obstruction
due to colon cancer, and had to have an
ileostomy. His diagnosis was terminal. His
wife chose to care for him at home with

After learning they’ll need an ostomy, many pa-
tients have the following thoughts and feelings.

• Shock. Is this really happening to me?

• Disgust. I’m repulsed by this imposed change
to my bowel (or bladder) function. I don’t want
to empty or otherwise manage the feces (or
urine) in my pouch several times a day.

• Depression. I’ll never be able to live a normal
life. Maybe I should just give up.

• Fear. Will the surgeon be able to remove all the
cancer or diseased areas of my bowel? What
will my prognosis be after surgery? 

• Anxiety. How will I be able to socialize with oth-
ers? What if they detect a smell? What if my
pouch leaks? Will strangers avoid me if they
find out about my stoma? Will people I already
know reject me? Will I ever be able to be sexu-
ally active again? How will I return to work and
care for my family with this drastic change in
my functioning?

Ostomy shock: How patients react

View: Living with an Ostomy

http://www.ostomy.org/living_with_an_ostomy.shtml
http://www.ostomy.org/living_with_an_ostomy.shtml
http://www.ostomy.org/living_with_an_ostomy.shtml
http://www.ostomy.org/living_with_an_ostomy.shtml
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the help of a local hospice organization.
Within a few days, both were at wit’s end
because of his continuous severe pain. Al-
so, they couldn’t maintain the seal on the
pouching system, and effluent leakage had
severely denuded his entire abdomen. The
regular hospice nurse was empathetic, but
couldn’t maintain the pouch seal for more
than 2 or 3 hours. The nurse’s agency con-
tacted an ostomy management nurse spe-
cialist, who used her clinical expertise to
relieve the pouching problem and resolve
the pain. 

The ostomy nurse used her compassion
to resolve the next issue: The patient had
two things on his “bucket list.” He wanted
to travel to his son’s home to visit one last
time, and he wanted to be present for his
50th anniversary celebration. His wife
hired a driver for the road trip, and the os-
tomy nurse helped by mapping out the
trip route and making arrangements for
trained ostomy nurses along the way to be
available in case their services were need-
ed. She packed individual pouching sup-
plies and included detailed pouch-change
instructions in writing.

The patient and his wife had a success-
ful road trip with the help of nurses along
their route. They returned home to a beau-
tiful anniversary celebration. Both were
happy. He was at home with his wife—the
love of his life for 50 years. Several days
later, he died in his sleep. His wife ex-
pressed thanks for the expertise that had
helped relieve her husband’s pain in his
last days. But she said the “above and be-
yond” actions the ostomy nurse had taken
in arranging for their road trip had made
the biggest difference to them as they ap-
proached their final goodbyes.

Long-term care needs
Ostomy patients continue to need profes-
sional care for many years. Patients are
concerned about food, clothing, and osto-
my appliances, which can lead to a consis-
tent need for specially trained clinicians to

help them cope with the challenge of liv-
ing with an ostomy. Even when patients
reach the adaptation phase and have ac-
cepted this challenge, difficulties may oc-
cur. At any point, they may need to adjust
and adapt to a specific concern. When
they do, trained ostomy professionals must
be available to provide skilled evaluation
and education. In fact, patients with os-
tomies (and their family members) require
care throughout the life span. 

Patients with stomas may need assis-
tance, counseling, training, and care at any
time—to help them cope with a new or
recurring problem or to maintain an opti-
mistic view and learn how to make need-
ed adjustments. The Ostomate Bill of
Rights from UOAA states: “The ostomate
shall have post-hospital follow-up and life-
long supervision.” If you’re among those
who care for ostomates, make sure that
life-long supervision includes a generous
portion of compassion. n
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What you need to
know about
collagen wound
dressings 
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
Collagen, the protein that gives the skin
its tensile strength, plays a key role 
in each phase of wound healing. It at-
tracts cells, such as fibroblasts and ker-
atinocytes, to the wound, which encour-
ages debridement, angiogenesis, and
reepithelialization. In addition, collagen
provides a natural scaffold or substrate
for new tissue
growth.   

Collagen dressings
stimulate new tissue
growth and encourage
the deposition and organization of newly
formed collagen fibers and granulation tis-
sue in the wound bed. These dressings
chemically bind to matrix metalloproteinas-
es (MMPs) found in the extracellular fluid
of wounds. MMPs normally attack 
and break down collagen, so it’s thought
that wound dressings containing collagen
give MMPs an alternative collagen source,
leaving the body’s natural collagen avail-

able for normal wound healing.

Indications
Examples of wounds that may benefit
from a collagen dressing include:
• partial- and full-thickness wounds 
• wounds with minimal to heavy exudate
• skin grafts and skin donation sites
• second-degree burns
• granulating or necrotic wounds
• chronic nonhealing wounds (to jump-

start wounds that are stalled in the in-
flammatory phase by reducing media-
tors of inflammation).

Contraindications
Don’t use collagen dressings in the follow-
ing circumstances:
• third-degree burns
• patient sensitivity to bovine (cattle),

porcine (swine), or avian (bird) 
products

• wounds covered in dry eschar.

How to apply
Some collagen products will re-
quire a secondary cover dressing. Ap-
plication technique varies based upon
manufacturer recommendations. 

Frequency of dressing changes
The frequency of dressing changes varies
depending on the brand, but ranges from
daily to every 7 days. 
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Formulations 
A variety of topical formulations of colla-
gen are available, such as freeze-dried
sheets, pastes, pads, powder, and gels.
Some dressings include alginates or even
antimicrobial additives. The collagen
source varies—bovine, porcine, or avian.

Examples 
BGC Matrix®; BIOSTEPu Collagen Matrix;
Catrix® Wound Dressing; CellerateRX® Gel
or Powder; ColActive® Plus; Excellagen®;
FIBRACOL® Plus; Promogran Prisma® Ma-
trix; Puracol® Plus; Stimulen™ Collagen
Gel, Lotion, Powder, or Sheets; Triple He-
lix Collagen Dressing  

The HCPCS (Healthcare Common Pro-
cedure Coding System) codes for collagen
dressings are A6021-A6024. n

Nancy Morgan, cofounder of the Wound Care
Education Institute, combines her expertise as a
Certified Wound Care Nurse with an extensive
background in wound care education and pro-
gram development as a nurse entrepreneur.
Read her blog, “Wound Care Swagger.”

Information in Apple Bites is courtesy of the Wound
Care Education Institute (WCEI), copyright 2013.

Collagen 
provides a natural
scaffold or substrate

for new tissue growth.

Present Your Wound Care Credentials
With Distinction.
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business materials that you can order online. Each 
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How to fit in fast
at your new job 
Get on the fast track to
positive, productive
working relationships. 
By Gregory S. Kopp, RN, MN, MHA

A new job can be stimulating, but it
can also be stressful. Not only will
you have new responsibilities, but

you’ll also have a new setting, new lead-
ers, and new colleagues. And the quicker
you can figure out who’s who and what’s
what—without stepping on anyone’s
toes—the better off you’ll be.    

But establishing positive relationships
while performing your new job well can
be tricky. And early missteps can have a
lasting effect on your working relation-
ships and your effectiveness. That’s why I
recommend using the four tactics below,
starting on day one.

Be positive and prepared for
orientation
Most healthcare settings have established
orientation processes. You may have to at-
tend an orientation class, work with a
mentor, complete an orientation checklist,
and read required materials, such as poli-
cies and procedures. Orientation can seem
mechanical because it’s the same for
everyone and may be similar to orienta-
tions you’ve gone through at other jobs.
But you must project a positive attitude
because during orientation you will meet
your new leaders and colleagues. And first
impressions do matter.  

Plan to come to orientation well rested,
even if you’re used to working nights and

must attend a
7:30 a.m. class.
Being well rested
gives you more energy
for eye contact and
positive conversation
with your new col-
leagues. Introducing yourself with a pleas-
ant smile and a firm handshake are impor-
tant unwritten expectations in healthcare.
They tell people that you care and you’re
ready to work in your new position. 

Early in the orientation process, you will
likely see areas ripe for improvement. Tak-
ing the time to complete evaluation forms
is one way to begin expressing yourself
and your opinions.

Build goodwill  
Most clinicians are hard-working, devoted
employees, who often feel unrewarded.
Bringing candies or a light snack to share
on your first day of orientation can open
opportunities for conversation and give
your colleagues a sense that you care. Of
course, you should ask your supervisor or
review the healthcare setting’s policy be-
fore offering such treats.  

You can also win over your colleagues by
simply doing the job you were hired to do
as well as you can. You may feel that asking
questions places a burden on your new col-
leagues. But questions show that you care
about getting things right the first time. 

Usually, showing respect and common
courtesy helps you build goodwill, too.
Sometimes, though, no matter what you
do, you will be working with people who
are unreceptive or difficult by nature.
Breaking down their defenses may be easi-
er than you think. Start by asking their
opinion about a process or procedure.
Giving prickly people the respect they
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think they deserve is one way of disarm-
ing them. Acknowledge their experience
and skills when seeking their assistance.
Most people want to be recognized for
what they know and what they contribute. 

Listen to gossip
When you are new, pay attention to the
grapevine but don’t participate in it. Listen-
ing to gossip can help you understand an
organization’s culture, key events in its
past, and the idiosyncrasies of coworkers.
It can also help you avoid awkward situa-
tions. Suppose the coworker you thought
was difficult by nature is dealing with a
major family illness or loss. Knowing about
the situation can prevent you from causing
embarrassment and hurt feelings.

One method for obtaining such informa-
tion without appearing to pry is to ask an
approachable colleague who seems to be
“plugged in.” Ask simple questions about
processes. For example, you might ask,
“How does Jane like to receive report at
the change of shift?” Chances are good
that knowledgeable coworkers will pepper
their responses with personal and useful
information. Your coworker might reply,
“Keep report short. Since her divorce, Jane
seems to want the ‘cut-to-the-chase’ ver-
sion.” With this approach, you get the in-
formation you need without looking as
though you are angling for it.

Let your light shine
Initially, you will want to impress your
coworkers by telling them how much you
know and by sharing all your great ideas
for improvement. Face it: No one really
wants to hear, “At the last place I worked,
we did (fill in the blank), and it worked
great!” Resist the impulse. Such statements
can sound threatening to established em-

ployees. The staff members may think
they’re doing pretty well already—or at
least well enough that they don’t need
advice from someone who just walked in
the door. 

A better tactic is to identify the influen-
tial people in your area and find a reason
to work with them. (Hint: A clinician who
is quoted by other clinicians is an influen-
tial person.) Gain the trust of influential
people by being professional, competent,
and pleasant. Keep in mind that it will
take time for these people to get to know
and trust you.

Clinicians tend to follow the opinions of
only a few people in the work setting, re-
gardless of experience or clinical evidence.
And gaining the trust of those few influen-
tial people can provide opportunities to
create a buzz around your thoughts and
ideas.

Valuable experience
You were hired because someone in au-
thority thinks you have what it takes to do
the job. But to do your new job well, you
also need to develop positive relation-
ships, so you fit in quickly and gain valu-
able experience for wherever your career
takes you. n
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Dealing with
difficult people  
Find out how to cope with
the clams, volcanos,
snipers, and chronic
complainers in your midst.  
By Rose O. Sherman, EdD, RN, NEA-BC, FAAN

Unfortunately, most clinicians can't
avoid having to work with difficult
people. However we can learn

how to be more effective in these situa-
tions, keeping in mind that learning to
work with difficult people is both an art
and a science.   

How difficult people differ from the
rest of us
We can all be difficult at times, but some
people are difficult more often. They demon-
strate such behaviors as arguing a point over
and over, choosing their own self-interest
over what’s best for the team, talking rather
than listening, and showing disrespect. These
behaviors can become habits. In most cases,
difficult people have received feedback
about their behavior at some time, but they
haven’t made a consistent change. (See Is
she a bully or a difficult person?) 

Difficult personality types
Leadership consultant Louellen Essex iden-
tifies four types of difficult personalities.
You can probably identify the personality
types of some of the difficult people you
deal with from the list below.
• The Volcano is abrupt, intimidating,

domineering, arrogant, and prone to
making personal attacks. Using an
extremely aggressive approach to get

what he or she wants, the Volcano
may behave like an adult having a
temper tantrum. Volcanos don’t mind
making a scene in a public place. 

• The Sniper is highly skilled in passive-
aggressive behavior. He or she takes
potshots and engages in nonplayful
teasing. Snipers are mean spirited and
work to sabotage their leaders and
colleagues.

• The Chronic Complainer is whiny, finds
fault in every situation, and accuses and
blames others for problems. Self-
righteous, Chronic Complainers
see it as their responsibility to
complain to set things right—but
rarely bring solutions to the
problems they complain about.  

• The Clam is disengaged and unre-
sponsive, closing down when you
try to have a conversation. He or she
avoids answering direct questions and
doesn’t participate as a team member.

Changing your response 
You may not be able to change a diffi-
cult person’s behavior, but you can change
how you respond to it. By learning to dis-
engage effectively, you can avoid getting
hooked into the difficult-behavior cycle.

When responding to a difficult person,
you have several choices—doing nothing,
walking away, changing your attitude, or
changing your behavior. Doing nothing
may not be the best choice because over
time it can lead you to become increasing-
ly frustrated. Walking away may not be an
option if you need to work closely with
the person. Changing your attitude and
learning to view the behavior differently
can be liberating. 

Ultimately, though, changing your be-
havior is the most effective approach be-
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cause the difficult person then has to learn
different ways of dealing with you.  

Tips for coping with difficult people
Below are some great tips from life coach
and speaker Stephanie Staples.
• Don’t try to change the difficult person.

Generally, difficult people have well-
established behavior patterns. Any
behavioral change will come only if they
take accountability for it. You can point
out the undersirable behavior, but it’s not
your responsibility to change it.

• Don’t take it personally. Their behaviors
reflect where they are personally, not
anything you might have said or done.
They may be ill or tired, or they may
have extreme emotional problems.
When you see an explosive reaction to a
minor situation, you can be sure the per-
son is experiencing strong underlying
emotions.

• Set boundaries. Let the difficult person
know you’ll respect him or her, but
expect to be treated with respect in
return. Don’t tolerate yelling or heated
conversations in public places. If neces-
sary, tell the person you need to remove
yourself from the situation, or wait until
the person is able to have a discussion
without an angry reaction.

• Acknowledge the person’s feelings. You
may not agree with the person’s view -
point, but you can acknowledge that he
or she appears angry or unhappy. With
a chronic complainer, you’ll need to
move from the complaint to problem
solving.

• Try empathy. Recognize that it must be
difficult to be stuck in a place of negativ-
ity or anger. Empathy can sometimes
help deescalate an explosive situation.
Difficult people sometimes just want to

To establish or maintain a
healthy work environment for everyone, you
may need to ask yourself whether a particular
person is difficult or a bully. Some difficult
people are bullies. Their behavior crosses the
zone into horizontal violence and can’t be
tolerated. Horizontal violence (also called lateral
violence) is an act of aggression perpetrated by
one colleague toward another. Although
horizontal violence usually takes the form of
verbal or emotional abuse, it can also include
physical abuse; it may be subtle or overt.
Repeated acts of horizontal violence against
another are considered bullying.   

Unlike difficult people, who tend to behave
the same way with everyone, bullies are likely
to target certain people. Karen Stanley, who has
studied lateral violence, reports that in her
research, 65% of the nurses she surveyed
observed these behaviors in coworkers often or
sometimes, and 18% acknowledged they
perpetrated these behaviors themselves.

Bullying behaviors 
To maintain a no-bullying work culture,
clinicians should analyze their unit culture,
watching closely for verbal and nonverbal cues.
It can be challenging to distinguish horizontal
violence from the behavior of a difficult person.
Common bullying behavior includes:
• talking behind one’s back instead of resolving

conflicts directly
• making belittling comments or criticizing

colleagues in front of others
• not sharing important information with a

colleague
• isolating or “freezing out” a colleague from

group activities
• making snide or abrupt remarks
• refusing to be available when a colleague

needs assistance
• sabotaging others in a way that deliberately

sets up the victim up for a negative situation
• raising eyebrows or making faces in

response a colleague’s comments 
• failing to respect a colleague’s privacy
• breaking confidences.

Is she a bully or a 
difficult person?



be heard but don’t have the skills to
communicate that in a more appropriate
way.  

• Hold your ground. Teach others how to
treat you. Don’t open the door to chal-
lenges. With snipers, you may need to
expose their behavior publicly to other
team members. 

• Use fewer words. With difficult people,
less conversation may be more effective.
Use short, concise messages to drive
your point home, and set a time limit on
how long you’ll engage in the discussion.
Avoid using the word “attitude” because
the person will view this as subjective.
Instead, focus on the behavior.
Although these tips aren’t guaranteed to

work every time, you’ll find them helpful
in many situations. Remember—in the end,
the only behavior you can truly control is
your own. n
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Pressure ulcers take a hefty toll in
both human and economic terms.
They can lengthen patient stays,
cause pain and suffering, and in-

crease care costs. The average estimated
cost of treating a pressure ulcer is $50,000;
this amount may include specialty beds,
wound care supplies, nutritional support,
and increased staff time to care for
wounds. What’s more, national patient
safety organizations and insurance payers
have deemed pressure ulcers avoidable
medical errors and no longer reimburse
the cost of caring for pressure ulcers that
develop during hospitalization.     

The National Pressure Ulcer Advisory
Panel defines a pressure ulcer as a local-
ized injury to the skin, underlying tissue,
or both, which usually arises over a bony
prominence as a result of pressure or pres-
sure combined with shear. Research sug-
gests various contributing factors, including
smoking, obesity, reduced sensation, and
advanced age. The unique contribution of
each factor remains unclear. 

The authors of this article are wound os-
tomy continence (WOC) nurses at Indiana
University Health Ball Memorial Hospital, a
350-bed teaching hospital in Muncie, Indi-
ana. We track and document pressure-ulcer
statistics on a monthly basis. When pres-
sure-ulcer rates approach or exceed nation-
al benchmarks, we’re responsible for in-

vestigating the root causes of the increase
and designing and deploying strategies to
strengthen preventive practices. In this arti-
cle, we share our most recent approach.  

An unexpected call to action
In March 2011, our hospital-wide monthly
pressure-ulcer count jumped from its usual
range of four to six cases to 26 cases—
well above averages from the National
Database of Nursing Quality Indicators® for
our comparative hospital group. Uncertain
what caused this sudden increase, we
nonetheless knew we had to take dramatic
and rapid action. After all, the ulcer count
had increased suddenly despite the educa-

      Developing a cost-effective 
      pressure-ulcer prevention 
      program in an acute-care 
      setting
       This successful program reduced pressure ulcers and 
            saved money.
                         By Tamera L. Brown, MS, RN, ACNS-BC, CWON, and Jessica Kitterman, BSN, RN, CWOCN
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tion we’d provided clinicians about skin-
care products, interventions, and yearly
skin and wound fairs. 

We researched possible associated fac-
tors and all available preventive programs,
starting with the hospital’s current skin-
product vendors. We’d been using effec-
tive products and underpads—but had we
thoroughly educated all involved staff on
other preventive strategies? We then brain-
stormed new options with a broad group
of stakeholders, including our chief nurs-
ing officer. We included unit-based skin-
care champions in discussions to gain their
perspectives. We also identified major fac-
tors to address: 
• Optimal use of exceptional products
• Education for all nursing personnel
• How to integrate evidence-based strate-

gies into practice. 

We found our hospital qualified for edu-
cational support from a vendor because
we were already using two of its products
(the skin-care line and underpads). The
vendor would supply us with educational
materials, guide the rollout of a more com-
prehensive prevention program, and evalu-
ate our anticipated cost savings. Once we
made this decision, we met with the ven-

dor, managers, and educators to devise a
schedule for each unit and a time frame to
complete education on the new program.  

New pressure-ulcer prevention
program
Goals of our pressure-ulcer prevention
(PUP) program were to reduce pressure
ulcers through nurse education, product
optimization, integration of best practices
for all nurses, and measurement of clinical
and economic outcomes. The key was to
reach all nurses and nurse technicians. The
previously adopted skin-care line (which
we kept) included wicking underpads and
five skin products with specific guidelines
for use with certain populations. 

Unit-based skin-care champions conduct-
ed trials of the PUP program, with oversight
by WOC nurses. Our facility has approxi-
mately 22 skin-care resource nurses—one
or two from each unit that tested the pro-
gram. This pilot test yielded information to
determine feasibility and cost effectiveness.
With the time, resources, and expenses re-
quired, would this program work for us?
We decided the answer was yes.

Implementing the program 
House-wide implementation began with
educational sessions for registered nurses
(RNs) and certified nurse technicians
(CNTs). Each care provider studied an ed-
ucational workbook designed for his or
her professional role, and completed a
pretest and posttest. Scores ranged from
low to medium on the pretest and from
upper medium to high on the posttest.
Staff received 4 hours of paid time for the
pretest, workbook completion, and
posttest. Nursing personnel singled out the
easy-to-read format and detailed illustra-
tions as the book’s particular strengths.
(See Key teaching points for nurses.) 

Providing role-specific education for un-
licensed personnel was a new approach
for us—one we believed would prove cru-
cial to our eventual success. We started the

The authors’ pressure-ulcer prevention program
included these key educational points for
registered nurses: 

• Assessment, focusing on skin layers and
process of wound healing

• Skin care, with generic names used for barrier
creams, along with when and why to use
specific creams

• “Keep turning” emphasis, covering pressure-
ulcer development, how to stage ulcers, and the
need for early intervention with a turning schedule

• Incontinence, focusing on proper product selection

• Nutrition, with tips on how to encourage
mealtime intake and how to maintain hydration

• Documentation, including how and what to
document.

Key teaching points for nurses
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new program and education on two to
three units at a time, beginning with the
units that had the highest pressure-ulcer
rates. We met with managers and educa-
tors, formulated a unit-specific plan, and
implemented the PUP. To follow up, WOC
nurses visited every nursing unit and held
small-group and one-on-one conversations
with staff. One unit required all CNTs to
spend 4 hours with us to receive more
one-on-one education. CNTs reported that
these sessions empowered them and
showed them that the hospital valued their
role in patient care. 

We required each staff member to
demonstrate proper use of skin-care prod-
ucts (nourishing cream and protective
cream), strategies to prevent heel ulcers
(protective boots or pillows positioned
lengthwise), proper turning techniques (use
of two pillows rather than one, along with
30-degree turns), and use of appropriate
barrier creams (zinc oxide vs. dimethicone)
and wicking underpads. During our time on
the units, we developed relationships with
direct-care nurses and CNTs and made our-
selves accessible for questions or concerns. 

Unit-based skin-care champions were
instrumental in informing, inspiring, audit-
ing, and coaching their peers in integrating
these new practices. Each unit’s data were
shared frequently with stakeholders at all
organizational levels, and unit leaders were
held accountable for action plans. 

Tracking the results 
After the PUP was implemented, we
tracked pressure-ulcer rates diligently for
12 months. About midway through the
program, five units went 5 months without
pressure ulcers. We suspected a competi-
tion might be going on; the staff on those
units seemed to be racing to see which
unit could go the longest without a pres-
sure ulcer. Every few months, we put re-
minders in the nursing newsletter and had
managers remind staff about turning, keep-
ing patients’ heels off the bed, and using

barrier creams and wicking underpads. 
When we learned of a particularly bad

pressure ulcer, we performed a root cause
analysis (RCA) to determine the cause, and
discussed stage I and II ulcers one-on-one
with the involved staff members to find the
cause. The RCA became an invaluable tool
for focusing on contributing factors. Nurs-
ing report cards with pressure-ulcer rates
were reported monthly to all units. Ulti-
mately, we discovered that failure to use a
proper barrier cream and assess beneath
mechanical devices (such as tubing) was a
major contribution to pressure ulcers. 

We celebrated with the units that re-
duced their ulcer rates the most or made it
to zero ulcers, with unit managers and
WOC nurses providing pizza and other
treats. Recognition by our chief nursing of-
ficer and chief executive officer was a wel-
come surprise.

Evidence-based outcomes  
Over the next 12 months, hospital-wide
nosocomial pressure ulcers fell by up to 23
ulcers per month. Ten of 10 units consistent-
ly outperformed national benchmarks quar-
terly. Particularly notable (with use of the
new product line) was an immediate de-
crease in incontinence-associated dermatitis,
which contributes to pressure ulcers.  

By April 2012, our facility had accumulat-
ed savings of $2,720,340 and our monthly
hospital-wide pressure ulcer count was down
to four. The PUP program proved to be so
effective that all new RNs and CNT hirees
now are required to complete the program
and shadow WOC nurses for 4 hours of edu-

The RCA became
an invaluable tool for
focusing on contributing
factors.
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cation. (See Evidence-based outcomes.)
By using strategic PUP products along

with education and interactive training
tools, our facility significantly reduced hos-
pital-acquired pressure ulcers, increased
the knowledge base of our professional
staff and nurse technicians, and saw signif-
icant cost savings. We’re still using the PUP
program today to help keep our pressure-
ulcer rate low. n

Selected references
Armstrong DG, Ayello EA, Capitulo KL, et al. New
opportunities to improve pressure ulcer prevention

and treatment: implications of the CMS inpatient
hospital care present on admission indicators/hospi-
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doi:10.1097/01.ASW.0000323562.52261.40

National Pressure Ulcer Advisory Panel, European Pres-
sure Ulcer Advisory Panel. Pressure ulcer prevention
recommendations. In: Prevention and treatment of pres-
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The authors work at Indiana University Health
Ball Memorial Hospital in Muncie. Tamera L.
Brown is a wound ostomy clinical nurse special-
ist. Jessica Kitterman is a wound ostomy nurse.

The top graph shows clinical results from the pressure-ulcer prevention program at Indiana
University Health Ball Memorial Hospital from March 2011 through April 2012. The bottom graph
shows savings linked to the incidence rates in the top graph. 

Evidence-based outcomes

Evidence-based outcomes

Savings: This graph reflects savings associated with the incidence rates charted above

Incident rates: This graph displays your facility’s clinical results from the PUP Program
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Here are some resources of value to your
practice.

National Guideline Clearinghouse 

The National Guideline Clear-
inghouse, supported by the

Agency for Healthcare 
Research and Quality,
summarizes many guide-
lines of interest to wound

care, ostomy, and lymph -
edema clinicians. Here are

some examples:
• Guideline for management of wounds in

patients with lower-extremity neuropathic
disease

• Pressure ulcer prevention and treatment
protocol

• Lower limb peripheral arterial disease: 
diagnosis and management

• Screening for intimate partner violence
and abuse of elderly and vulnerable adults:
U.S. Preventive Services Task Force rec-
ommendation statement.

You can search for guidelines and com-
pare more than one guideline. 

Patient Safety Primers

You can access Patient Safety Primers
from the Agency for Healthcare Research

and Quality (AHRQ). Each primer defines
a topic, offers background information,
and highlights relevant content from
AHRQ. Here is a sample of available 
resources:
• Checklists. Although simple in struc-

ture, the humble checklist can be a
powerful tool for improving patient
safety.

• Disruptive and unprofessional behavior.
This primer includes ideas for prevent-
ing this type of destructive behavior.

• Handoffs and signouts. Although geared
toward hospitals, many of the princi-
ples in this primer can be applied to
other settings, such as long-term care.

Access more primers. 

Diabetic foot screen

Download a copy of Inlow’s 60-Second Dia-
betic Foot Screen, posted by the Canadian
Association of Wound Care. The tool can
help screen persons with diabetes to pre-
vent or treat diabetes-related foot ulcers
and/or limb-threatening complications.

The study “Reliability and predictive va-
lidity of Inlow's 60-Second Diabetic Foot
Screen Tool” reported that the tool has “ex-
cellent” inter-rater and intra-rater reliability,
and provided preliminary information
about the tool’s validity. n
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http://www.ncbi.nlm.nih.gov/pubmed/22610110
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http://psnet.ahrq.gov/primerHome.aspx
http://psnet.ahrq.gov/primer.aspx?primerID=9
http://psnet.ahrq.gov/primer.aspx?primerID=15
http://psnet.ahrq.gov/primer.aspx?primerID=14
http://www.guideline.gov/content.aspx?id=39425&search=wound
http://www.guideline.gov/content.aspx?id=39425&search=wound
http://www.guideline.gov/content.aspx?id=39425&search=wound
http://www.guideline.gov/content.aspx?id=39425&search=wound
http://www.guideline.gov/content.aspx?id=38409&search=wound
http://www.guideline.gov/content.aspx?id=38409&search=wound
http://www.guideline.gov/content.aspx?id=36059&search=wound
http://www.guideline.gov/content.aspx?id=36059&search=wound
http://www.guideline.gov/content.aspx?id=38248&search=wound
http://www.guideline.gov/content.aspx?id=38248&search=wound
http://www.guideline.gov/content.aspx?id=38248&search=wound


WCC Outstanding Achievement
and Scholarship Awards 

During the recent Wild on Wounds confer-
ence, we presented the winners of the an-
nual WCC Outstanding Achievement and
Scholarship Awards. The presentation was
held on September 12 at a cocktail and
hors d’oeuvres reception to honor the win-
ners. The 2013 winners are:
• Outstanding Work in Diabetic Wounds:

Jessica Kuznia, DPT, WCC, DWC, OMS
• Outstanding Research in Wound Care:

Connie Johnson, BSN, RN, WCC, LLE,
OMS, DAPWCA

• Outstanding WCC of the Year: Ava Marie
Chavez, RN, WCC 

• WCC Scholarship Award: Angela
Rumery, LPN. The scholarship award,
which is funded through an
educational grant from RecoverCare,
was given this year in memory of our
beloved
friend and
longtime
NAWCO Board member, Sue Adlesick,
who passed away this spring. 

Eastern region WCC 1-day seminar
and WCC meeting 

Our second WCC 1-day seminar and WCC
affiliate meeting on September 24 were
great successes. The conference was well
attended by local wound care clinicians
and WCCs. Dozens of local representatives
from industry-leading manufacturers and

service companies were on hand to share
their new products and services with the
attendees. The conference speakers includ-
ed two professionals from the Wound Care
Education Institute (WCEI): Nancy Morgan,
RN, BSN, MBA, WOC, WCC, DWC, OMS,
president and cofounder of WCEI, and Gail
Hebert, RN, BSN, MS, CWCN, WCC, DWC,
OMS, instructor and speaker for WCEI. Af-
ter the seminar, local WCCs who attended
the seminar held a networking meeting to
help strengthen awareness of wound care,
while striving to improve outcomes, and to
form a local affiliate group. 

Special thanks go to Janie Hollenbach,
RN, WCC, OMS, DAPWCA, FACCWS, for all
her hard work in coordinating this event. 
If you’re interested in hosting a local WCC
1-day seminar and WCC affiliate meeting 
in your area, please contact Fred Berg 
at 877-922-6292, ext. 706, or e-mail
fberg@nawccb.org.

Custom-printed business cards
with your credentials through
the NAWCO online custom 
print shop

NAWCO introduced the new printing serv-
ices to all attendees at the Wild on Wounds
conference. We had samples at our booth
for review, and hundreds of WCCs placed
orders.    
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The NAWCO Print Shop is designed to
provide professionally printed, custom
business 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 them for
your patients and associates.

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

Celebrate the New NAWCO
Clothing Store   

Order a T-shirt, fleece sweatshirt, or a stylish
top between now and Dec. 31, 2013 to re-
ceive your free gift. You can select from
shirts, blouses, jackets, scrubs, or lab coats.
All clothing includes an embroidered certifi-
cation logo of your choice. This apparel is
the same as that worn by WCC instructors. 

When you order custom printing or
clothing, a portion of the proceeds will be
used for a new scholarship fund for certifi-
cants who need financial assistance for re-
certification. 
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Patricia Abba
Diana Acevedo
Alice Ackerson
Katayoun Adams
Florence Agbemble
Angela Aguilar
Carmen Aguirre
Melissa Albert
Esther Albert
Angie Alexander
Umme Aleya
Garra Allen
Debora Allen
Debby Allen
Christy Allison
Anita Alvarez-Cruz

Laurie Alves
Amy Ameika
Aaron Andersen
Rozanne Andersen
Glenda Anderson
Gabriela Andrade-

Lopez
Katherine Applegate
Jocelyn Aquino
Mark Archuleta
Stephanie Ardis
Staci Argeropoulos
Nancy Arkelian
Cindy Armenta
Zergabachew Asfaw
Calista Aston

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

Darin Atherton
Claudia Atodiresei
Tricia Auld
Benedicta Azongho
Pawel Badowski
Maria Baez
Katherine Bagan
Laura Bailey
Lisa Bailey Wilt
Catherine Baker
Lisa Ballinger
Jean Barboza
Lori Barkhaus
Kim Barlow
Cayenne Barnett
Sara Barr
Nathan Barrett
Joanne Barry
Larisa Barskaya
Joan Barton
Joffree Basilisco
Rhonda Bastedo

Janice Bates Garcia
Rosemary Bauer
Markus Bays
Monique Beaver
ReAnne Beeton
Traeon Beicher
Christy Bentz
Arlene Berdijo
Michael Bias
Diana Binkevitz
Diahann Blackburn
Linda Blackmon

Beaty
Rebecca Blake-

Brown
Sarah Blankson-

Asiedu
Debra Blasiak
Debi Boehme
Bridget Bounds
Brandon Boyer
Geoffrey Boyer
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Michele Brantingham
Teel Briggs
Diane Brill
Bridget Brock
Valerie Brooks-

Campbell
Christiaan Brown
Tiffany Browning
Tracy Brunkow
Debbie Bryant
Melissa Buckman
Jana Budde-Lang
Antonia Bulian
Virginia Burgess
Allyson Burns
Eugene Butta
M’Liss Byrnes
Keedalyn Cadet
Debra Callow
Armando Camacho
Kathleen Cameron
Marcia Cameron
Maria Campanano
Nettie Canada
Sharon Cardwell
Stephani Carlson
Hilda Carranza
Linda Carrella
Royce Carter
Cheryl Castelli
Pamela Castle
Amanda Caswell
Roseann Catalano
Elsie Chacon
Andree Charles
Shelly Charlier
Melody Chase
Julie Chasse
Agnes Chavez
Ramona Chavez
Rashpal Chela
Uloma Chiakwelu
Lilith Chung

Joseph Ciccio
Bogdan Ciobotaru
Roslyn Cipriano
Amanda Clark
Susan Clevenger
Susan Cobb
Julianne Cofnuk
Wendy Cole-Reed
Mary Collins
Kim Collins
Brandi Collins
Susanne Collins
Scott Colombo
Michelle Comer
Kerry Conrad
Julie Conway
Jennifer Corbett
Bertha Corral
Maria Coto Viera
Sue Crain
Teresa Crandell
Doreth Crosdale
Lora Cummins
Jill Cymbrak 

Benware
Maureen Daly
Ginger Davies
Lizabeth Davis
Carla Dawkins
Laneisha Dawkins
Gladys De La Cruz
Tina Dehart-
Williams
Jacquelyn Delmendo

Leones
Helen DelVecchio
Apollo Demayo
Luise DeRoche
Frances Dileo
Debbie Dill
Denise Ditraglia
Lisa Dober
Deanna Donnelly

Brittney Dotson
Linda Dove
Phonechaleun 

Drievold
Heike Duban
Michelle Dudek
Megan Duerden
Faith Dulabay
Janet Dunbar
Melissa Durbin
Debra Dvorachek
Jone Ebel
Thickness Egwuatu
Loren Elchik
Margarita Elizalde-

Fernandes
Sharon Ellefson
Katherine Elliott
Patricia Elliott
Kathy Ellis
Barbara Elsenbeck
Barbara Engro
Terri Erickson
Maurice Espinoza
Michael Estabillo
Wynell Estes
Jillene Fallis
Adolfo Famas
Sheila Farid
Pamela Farris
Joan Fatheree
Nina Faulkner
Joanne Feldman, 

MD
Daniel Felice
Lorraine Felker
Alona Fernandez
Nora Fields
Alice Finn
Mark Finnegan
Kelsey Firestine 

Rebert
Kathleen Fitzgerald

Wendy Fletcher
Dinah Flores Libang
Sandra Fombi
Kayleen Ford
Dana Foster
Paula Fraley
Connie Francioli
Bonita Frank
Terree Funesti
Theresa Gallardo
Maribel Galvan
Erin Garber Free-
man
Patricia Garcez
Sheila Garcia
Alicia Garcia
Stephanie Gates
Melissa Gaydos
April Gentry Wright
Karen Gerrick
Lynne Gervasi
Candice Gilbert
Nona Giron
Paula Girouard
Jennifer Giwa
Carrie Glover
Ana Gonzalez
Natalie Goodman 

Correia, DO
Joni Gosser
Cristina Grapa
Constance Greco
Shantae Green
Sara Greer
Amy Groce
Donna Grochow
Kay Grond
Dallona Guincho
Donna Gulledge
Asha Gupta, MD
Ricardo Gutierrez
Roseana Hall
Patricia Halstead
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Susan Hanna
Roberta Hansell
Shannon Hanson
Letha Hanson
Josie Hanson 

Adams
Alison Harcum
Angela Harden
Theodise Harris
Marikia Harris
Shannon Harris
Jodi Harris
Annette Harrison 

Woods
Charlene Hart
Betsy Harth
Vickie Hartman 

Freitas
Stewart Harvey
Betty Hawkins-

Smith
Sheila Hawley
Pamela Heath
Debra Hecker
Susan Hedge
Ellen Hedrick
Judy Hensley
Cecilia Hernandez
H Kaye Herrin 

Stanley
Sherry Herring
Helen Herring
Lisa Herrington
Dan Hiben
Suzanne Higgins
Amy Hill
Crystal Hollis
Christine Holtz
Bryan Hooper
Judith Horn
Douglas Housel
Myra Howard
Katelyn Howell

Heather Huber
Alexa Huegel
Sandra Huff
Julie Hunn
Sara Hunt
Bobby Hurt
Carla Hutter
Violeta Ignatovska
Maurice Igwe
Judy Ingersoll
Melissa Ippolito
Sharon Irving
Joyce Jaeger
Kelli James
Rachel Jandera
Ivory Janes
Gertrude Janssen
Laurie Jansson-Didyk
Amorante Japitana
Steven Jeske
Kathryn Johnson
Kimberly Johnson
Michelle Johnson
Trevor Johnstun
Cheryl Jones
Rhonda Jones
Sarah Jones
Kathleen Jordan
Keshia Jordan
Yelena Kamoeva
Gabriel Kanes
Felicidad 

Kankelborg
Laurel Karcz
Mariamma 

Karithalackal
Jane Keating
Kelli Keiler
Joanne Keiss
Christina Kelley
Connie Kellner
Brenda Kentner
Julia Kibert

Sherri King
Karen Klaas
Connie Klobusnik
Catherine Knifke
Ava Koch
Kimberly Komoroski
Sandra Koontz
Janet Kovach
Tatyana Krasun
Saundra Kratzer
Mary Krotchen
Mary Kuehl
Katherine Kunkel
Tyler Lai
Nicolin Laine
Renee Lancaster
Robin Lane
Paige Laubach
Frankie Lawson
Wanda Leaman
Karen Learn
CarCynthia Lee
Jennifer Lessig
Yulonda Leverett
Benjamin Lewis
Carson Lewis
Robin Li, MD
Judy Lim
Ruth Lira
Lynnette Litchfield
Bessie Litton
Joseph Lively
Severin Liwag
Annabelle Llanes
Rena Logan
Kimberly Long
Laura Longoria
Michael Lopez
Beatrice Lopez
Linda Lorenzini
Linda Love
Melissa Lovelady
Shirley Lovell

Donna Lozano
Heide Lumawig 

Cagan
Kristina Lundquist
Wendy Lynch
Eric Lyons
Sharon Mabee
Sheila MacCollister
Diameshia Mack
Cynthia MacKay
Connie Maggard
Patricia Mahuro
Diane Maiorino
Mercy Malaluan-

Santos
Veronica Maldonado
Laurie Maldonado
Maria Manaig
Ma Theresa 

Manalansan
Luther Mangoba, 

MD
Melissa Mann
Janet Manoogian
Thomas Manyoki
Robin Margrave
Rosalind Mariano, 
MD

Molly Marshall
Valeska Martin
Mayra Martinez
Wilson Martinez
Jacinda Martinez
Fernando Martinez,

MD
Yadyra Martinez 

Mojica
Roberta Maruschock
Paula Massey
Amber Masterson
Jennifer Mata
Merlita Mateo
Sonia Mateo, MD
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Megan Mathews
Maryann Matros
Lilretha Matthews
Kathy Maurich
Maria Maurtua
Bridgette Mc Allister
Sarah McCann
Margaret McCarthy
Brian McCarthy
Karen McComas
Amy McConnell
Jessica McCray
Susan McCuistion
Mary McElligott
Lisa McGee
Marie McGowan
Leisa McGowan
Teresa McHone
Christine McIntyre
Richard McKelvey
Kimberly McKevitt
Evelyn McLaughlin
Susan Meichelbock
Cyd Mendoza
Carolyn Meritt
Shannon Meunier
Kathleen Meyer
Sandra Meyer
Norma Mia
Lisa Micenec
Nicole Middleton
Sivi Miguelena
Jennifer Miller
Cheryl Miller
Carri Miller
Tamara Miller
Karen Miller
Karen Miller
Shauna Mills
Larisa Mironov
Kiandra Mixon
Catherine Modlin
Moriah Moore

Nancy Morgan
Laura Moser
Nina Mungo
Daniel Munn
Diane Murphy
Jacob Myers
Alana Nandoo-

Sookoo
Hilary Navarro
Christopher Neal
Jessica Neff
Cathy Newsham
Tabitha Newton
Agnes Ngami
Gina Nguyen
Peter Nguyen
Liberty Niimoi
Julane Nisporic
Pamela Nordin
Kimberly Norton
Christina Nowatzke
Ian Nunnally
Maria Victoria Nuyad
Margaret Oesterreich
Elizabeth Ogoley
Heidi Ohman
Agnes Olaleye
Douglas O’Leary
Shannon Oliver
Adesuwa Omigie
Sandra Opersteny
Moses Owoso
Kim Page
Virginia Palfi
Glenda Palmer
Gail Papayanopolus
Samuel Parker
Vicky Parnell
Erica Parson
Judy Parsons
Deborah Patterson
Jody Patterson
Jenny Pawlewicz

Julie Payne
Paul Pedroza
Jessica Pemberton
Oriant Person
Mary Pesta
Barbara Petersen
Christine Peterson
Binh Pham
Howard Phillippi
Karen Phipps
Kathryn Pieper
Shannon Pike
Courtney Pohlen
Marcia Pokracki
Robin Poole
Linda Poterek 

Murphy
Lenard Powell
Diane Presser
Sheryl Preston
Cathleen Prinsen
Tammy Pruitt
Jamiu Raheem
Marta Ramos Rivera
Sydney Randall
Alicia Randt
Cindy Reese
Carey Reise
Karen Reisinger
Melita Reyes
Kelly Reynolds
Luis Reynoso, MD
Sandra Sue Rice
Charmaine Richards
Suzanne Richmond
Cynthia Ridgeway
Lisa Ridley
Auder Riley
Colleen Risner
Sara Ritsema
Marylou Rivera Marti
Rosalie Rizzo
Cheryl Robillard

Maria Robinson
Carlos Rodriguez, 

MD
Terra Roesch
Lisa Ross
Carol Ross
Alexander 

Rothenberg
Linda Rowe
Tammy Royall-

Johnston
Tracy Royston
Rachel Royston
Renan Ruaya
Terri Rufo
Aomi Ruiz
Stephanie Rundle
Courtney Ruple
Pamela Russell
Alice Russell
Francisca Ruvalcaba
Kerrie Safford
Angelica Salaiz
Norberto Salazar
John Salinas
Suann Samanns
Leigh-Andrew 

Sampson
Patricia Sanders
Aileen Sapian
Michelle Sapienza
Donna Sardina
Kevin Sarjeant
Karen Scales
Cindy Schiller
Brian Schmidt
Mathew Schmidt
Lynnette 

Schneekloth
Debra Schneider
Monica Schroeder
Dawn Schuele 

Baker
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Kathleen Scott
Terry Seaver
Abraham Sedaghati
Patty Seifried
Ann-Marie Serrano
Starr Shank
Lisa Sheffield
Connie Shupe
Michelle Silva
Michelle Skaggs
Darlene Skidmore
Linda Skinner
Ann Sleboda
Verlisa Sledge
Brenda Smith
Katherine Smith
Eileen Smith
Joyce Smith
Lisa Smith
Patrice Smith
Arlene Smith
Anaphine Socias
Becky Soergel
Omotayo Sosan
Abby Spolin
Jodie Stachowiak
Hope Stamp 

Cayasso
Erin Stapel
Judy Starkey
Chereece Steele
Patricia Steiniger
Candace Stephens
Janice Stevens
Tamis Stevens
Stacey Stewart
Beverley Strba
Heather Stuebinger
Aleksandr 

Sukhotskiy
Dilip Suryavanshi
Trena Sutherland 

Kneupper

Lori Swehla
Ernest Switzer
Arturo Taladriz
Casey Tebbs
Regina Tenner
Anna Teodoro
Diane Thim
Penny Thomas
Charles Thomas
Heidi Thompson
Deborah Thompson
Darla Thompson
Rebecca Thompson
Carol Thornburg
Margaret Thorne
Mahtab Thorson
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Body language 
can tell you all 
sorts of things. 
Like someone is 
having a stroke.  

strokeassociation.org

TIME TO CALL 911

SPEECH DIFFICULTYSPEECH DIFFICULTY

ARM WEAKNESS

FACE DROOPING

Spot a stroke F.A.S.T. 
Know the sudden signs. 

www.strokeassociation.org

