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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, omss, 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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A resolution is a serious decision or
determination to do, or not to do,

something. Traditionally, most New Year’s
resolutions focus on self-improvement:
losing weight, giving up a bad habit, 
exercising more, being a better person.
Because most of us spend about half 
of our waking lives at work, perhaps
our work lives should be the subject 
of some of our resolutions. Here are a
few work-related resolutions I’ve come
up with:  
• If your patient’s condition doesn’t im-

prove after 2 weeks,
reassess the treatment
plan. Avoid weeks
and weeks of no
healing.

• Just say no to outdat-
ed treatment plans
(such as wet-to-dry
dressings, t.i.d. dress-
ing changes, and hy-
drogen peroxide).

• Meet with suppliers
and sales representa-
tives on a regular ba-
sis. Set aside 1 day
each week or month
to find out what’s
new.

• Avoid putting tape on
your patients’ skin.

• Provide additional
support for all dis-
charged wound and ostomy care pa-
tients by scheduling routine follow-up
via telephone calls, e-mails, letters, or
in-person visits.

• Create a “Mini Me” by training and ed-
ucating a colleague to cover for you
when you’re gone.

• Keep up with the social side of wound
care. Follow wound and ostomy care
pages on Facebook (including Wound
Care Advisor), track Twitter trends
through #woundcare and #ostomy, and
connect with wound and ostomy care
professionals on LinkedIn.

• Start a wound care team.
• Create or update wound and ostomy

patient education handouts.

• Clean out and organize wound and os-
tomy supply closets.

• Organize a free ostomy appliance well-
ness clinic quarterly.

From the
EDITOR

Have you made your 
New Year’s resolutions? 

https://www.facebook.com/WoundCareAdvisor
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• Educate, educate, educate yourself and
others through in-services, skill-of-the-
week posters, wound care newsletters,
skill fairs, webinars, national wound
conventions, and supplier-sponsored
training sessions. Share copies of
Wound Care Advisor with colleagues.

• Update relevant policies, procedures,
and protocols.

• Perform, obtain, or review ankle-
brachial index or toe-brachial index re-
sults for all patients before applying
venous compression wraps. 

• Start an ostomy support group by cre-
ating your own, or partner with the
United Ostomy Associations of America. 

• Design a quick “how to” checklist form
for non–wound care staff to follow.

• Play nice with others. Remember to

compliment, congratulate, appreciate,
and listen to other’s opinions.

“Start by doing what is necessary, 
then do what is possible, and suddenly
you are doing the impossible.” 

– Saint Francis of Assisi

From myself and the staff of Wound
Care Advisor, we wish you a beautiful,
magical, and prosperous New Year! 

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

Editor-in-Chief
Wound Care Advisor

Cofounder, Wound Care Education Institute
Plainfield, Illinois

mailto:info@dmsystems.com
www.ostomy.org/affiliation.shtml
http://woundcareadvisor.com/wp-content/uploads/2013/05/Ankle-brachial-index.pdf
http://woundcareadvisor.com/wp-content/uploads/2013/05/Ankle-brachial-index.pdf
https://woundcareadvisor.com/archives/
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Antibiotics and conservative
surgery yield similar outcomes in
patients with diabetic foot
osteomyelitis

A study in Diabetes Care finds that anti -
biotics and surgery have similar outcomes
related to rate of healing, time of healing,
and short-term complications in patients
who have neuropathic forefoot ulcers and

osteomyelitis, but no is-
chemia or necrotizing soft-
tissue infections.   

“Antibiotics versus conserva-
tive surgery for treating diabetic
foot osteomyelitis. A randomized
comparative trial” compared
two groups: an antibiotics
group and a surgery group.
Patients in the antibiotics
group received antibiotics for
90 days, and patients in the
surgery group received con-

servative surgery with postoperative an-
tibiotics for 10 days.  

BIA may help assess patients for
lymphedema

A study published in Lymphology reports
that bioelectrical impedance analysis (BIA)
ratios are useful for detecting lymphedema
in patients with breast cancer, giving clini-
cians more confidence in their assessment. 

“L-dex ratio in detecting breast cancer-related
lymphedema: Reliability, sensitivity, and speci-
ficity” analyzed data from 250 women, 
including healthy female adults, breast
cancer survivors with lymphedema, and
those at risk for lymphedema. The results
demonstrate that survivors with lymphe -
dema have significantly higher L-dex 
ratios, which shows the possibility of 

using BIA to discriminate between those
cohorts of women.

The researchers say that using a cutoff
of L-Dex ratio >+7.1 (as was done in the
study) “still misses 20% of true lymphede-
ma cases.” Therefore, clinicians should
“integrate other assessment methods (such
as self-report, clinical observation, or per-
ometry) to ensure the accurate detection
of lymphedema.” 

Offloading-improved custom-
made footwear doesn’t reduce
incidence of plantar
foot ulcer recurrence
in diabetes

Use of offloading-improved
custom-made footwear
doesn’t significantly reduce
recurrence of plantar foot
ulcers in patients with dia-
betes compared to nonim-
proved custom-made footwear, according
to a study in Diabetes Care. 

“Effect of custom-made footwear on foot ulcer
recurrence in diabetes: A multicenter randomized
controlled trial” included 171 patients with
diabetes and neuropathy who had a re-
cently healed foot ulcer. The patients
wore either nonimproved custom-made
footwear or custom-made footwear that
improved and subsequently preserved of-
floading (–20% peak pressure relief by
modifying the footwear).

However, the authors of the study note
that high adherence with wearing the of-
floading-improved custom-made footwear
reduced ulcer risk.

Clinical
NOTES

http://care.diabetesjournals.org/content/36/12/4109.abstract
http://care.diabetesjournals.org/content/36/12/4109.abstract
http://care.diabetesjournals.org/content/36/12/4109.abstract
https://journals.uair.arizona.edu/index.php/lymph/article/view/17406
https://journals.uair.arizona.edu/index.php/lymph/article/view/17406
https://journals.uair.arizona.edu/index.php/lymph/article/view/17406
http://care.diabetesjournals.org/content/early/2013/10/09/dc13-1526.abstract
http://care.diabetesjournals.org/content/early/2013/10/09/dc13-1526.abstract
http://care.diabetesjournals.org/content/early/2013/10/09/dc13-1526.abstract
http://care.diabetesjournals.org/content/early/2013/10/09/dc13-1526.abstract
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NPWTi may be helpful in infective
wounds

An analysis of studies related to the use 
of negative pressure wound therapy with
instillation (NPWTi) of antiseptics reports
that instillation may be helpful in some
patients with infected wounds, but more
research is needed.

The review article “Recommendations on
negative pressure wound therapy with instillation
and antimicrobial solutions—when, where and
how to use: What does the evidence show?” pub-
lished in the International Wound Journal
states, “some reports indicate an outstand-
ing benefit of NPWTi for patients, using
antiseptics such as polyhexanide and
acetic acid in acute and chronic infected
wounds and povidone-iodine as prophy-
laxis in contaminated wounds with poten-
tial viral infection.” The recommended
soaking time is 20 minutes for each of the
four to eight cycles a day.

The authors note that the prophylactic
use of NPWTi with the substances de-
scribed earlier “can be recommended in
contaminated wounds that cannot be closed
primarily with surgical means,” but empha-
size that more rigorous studies are needed. 

Simple compression bandages as
effective as massage for
lymphedema

A study that enrolled 103 women with
breast cancer, 95 of whom were able to

be evaluated, has
found that simple
compression band-
ages are as effec-
tive as massage in
the treatment of
lymphedema.

In the study, “Randomized trial of deconges-
tive lymphatic therapy for the treatment of lym-
phedema in women with breast cancer,” one
group wore elastic compression sleeve
and glove garments on the arm for 12
waking hours a day, while the other
group received an hour of lymphatic
drainage massage from trained therapists
each weekday for 4 weeks along with ex-
ercise and skin care. After the month of
treatment, patients in the massage group
also wore an elastic compression sleeve
and glove in the daytime.

No significant difference between the
two groups was found in arm function,
quality of life, or reduction of arm volume.

The authors of the study, published in
the Journal of Clinical Oncology, noted
that the failure to detect a difference “may
have been a result of the relatively small
size of the trial.” 

Ostomy bag sensor app released

11 Health, a company based in the United
Kingdom, has released Ostom-I Alert, a sensor
that attaches to an ostomy bag and notifies
the patient by sending an alert to an app on
a mobile device when it’s time to empty the
bag. Ostom-I, a single-use device, can last
up to 11 months and costs $79.99. 

The device captures information about
the volume of output over a time frame,
which the patient can email. Data is also
stored on a website, which also contains 
a list of FAQs.  

http://www.ibme.ucl.ac.uk/external/ostom-i-alert-uses-sensor-technology-to-alert-patients-to-empty-ostomy-bags/view/
http://www.ibme.ucl.ac.uk/external/ostom-i-alert-uses-sensor-technology-to-alert-patients-to-empty-ostomy-bags/view/
http://jco.ascopubs.org/content/early/2013/09/16/JCO.2012.45.7192.abstract
http://jco.ascopubs.org/content/early/2013/09/16/JCO.2012.45.7192.abstract
http://jco.ascopubs.org/content/early/2013/09/16/JCO.2012.45.7192.abstract
http://onlinelibrary.wiley.com/doi/10.1111/iwj.12183/full
http://onlinelibrary.wiley.com/doi/10.1111/iwj.12183/full
http://onlinelibrary.wiley.com/doi/10.1111/iwj.12183/full
http://onlinelibrary.wiley.com/doi/10.1111/iwj.12183/full


Internet valid tool for diabetes
self-management

Web-based strategies for self-management
in patients with diabetes are a “viable op-
tion,” according to “Internet interventions to
support lifestyle modification for diabetes man-
agement: A systematic review of the evidence.” 

The authors of the study, published in
the Journal of Diabetes and Its Complica-
tions, found nine studies that met their 
inclusion criteria. Two studies found im-
provements in diet and/or physical activity
and two studies found improvements in
glycemic control compared with a control.
Successful studies included interactive
components and opportunities for peer
support. Those studies that reported on
website utilization found that it decreased
over time. 

The authors note that future research is
needed on the use of Web-based interven-
tions in underserved communities.  

Periop steroids increase risk of
pressure ulcers in CV surgical
patients

A study published by the International
Wound Journal has found that administra-

tion of perioperative corticosteroids in pa-
tients undergoing cardiovascular (CV) sur-
gery increases the risk of pressure ulcers.

“Perioperative corticosteroids administration
as a risk factor for pressure ulcers in cardiovascu-
lar surgical patients: A retrospective study” 
analyzed 286 cardiac surgery patients; of
these, 47 patients developed 57 surgery-
related pressure ulcers, an incidence of
16.4%. The incidence of surgery-related
pressure ulcers was significantly higher in
patients who received corticosteroids com-
pared to those who didn’t receive corti-
costeroids.

The authors conclude that perioperative
corticosteroid administration is an inde-
pendent risk factor for pressure ulcers in
CV surgical patients and recommend that
corticosteroids be administered with cau-
tion in these patients.

Showers better than foot baths
for cleaning chronic limb ulcers

“Which cleansing care is better, foot bath or
shower? Analysis of 236 limb ulcers” finds that
showering is preferred over foot baths for
cleaning chronic limb ulcers. The re-
searchers found that the incidence of loss
of all toes or major amputation was signif-
icantly higher in the foot-bath group of
patients compared to the showering
group.
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The study in the International Wound
Journal concludes, “Clinicians should be
cautious that inappropriate cleansing may
cause ulcer infections to spread.”

SGAP flap feasible for
reconstruction of sacral pressure
ulcers

A study published in the Journal of
Wound Care has found that a superior
gluteal artery perforator (SGAP) flap for
the reconstruction of sacral pressure ulcers
has “good reliability and minimal compli-
cations” and is “highly recommended for
the reconstruction of sacral pressure ul-
cers.”

“Superior gluteal artery perforator flap: A reli-
able method for sacral pressure ulcer reconstruc-
tion” included 15 patients. Success was 
defined as a healed wound within 30 days
of the procedure. All of the wounds
healed within 30 days of surgery, wound
care, and culture-sensitive antibiotics. 
No recurrence of the pressure ulcer was
noted during the follow-up.

FDA proposes rule on
antibacterial soaps

The U.S. Food and Drug Administration
(FDA) has issued a proposed rule to require

manufacturers of antibacterial hand soaps
and body washes to demonstrate that their
products are safe for long-term daily use
and more effective than plain soap and
water in preventing illness and the spread
of certain infections. Under the proposal,
if companies don’t demonstrate such safe-
ty and effectiveness, these products would
need to be reformulated or relabeled to
remain on the market. The proposed rule
doesn’t affect hand sanitizers, wipes, or
antibacterial products used in healthcare
settings. 

The FDA notes that although consumers
generally view these products as effective
tools to help prevent the spread of germs,
there is currently no evidence that they
are any more effective at preventing ill-
ness than washing with plain soap and
water. In fact, some data suggest that
long-term exposure to certain active ingre-
dients used in antibacterial products—for
example, triclosan (liquid soaps) and tri-
clocarban (bar soaps)—could pose health
risks, such as bacterial resistance or hor-
monal effects. n
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Managing venous
stasis ulcers  
Compression therapy,
local wound care,
dressings, antibiotics,
surgery, and adjunctive
methods play a role in
management.
By Kulbir Dhillon, MSN, FNP, APNP, WCC

Venous disease, which encompasses
all conditions caused by or related

to diseased or abnormal veins, affects
about 15% of adults. When mild, it rarely
poses a problem, but as it worsens, it can
become crippling and chronic.

Chronic venous disease often is over-
looked by primary and cardiovascular
care providers, who underestimate its
magnitude and impact. Chronic venous
insufficiency (CVI) causes hypertension in
the venous system of the legs, leading to
various pathologies that involve pain,
swelling, edema, skin changes, stasis der-
matitis, and ulcers. An estimated 1% of
the U.S. population suffers from venous
stasis ulcers (VSUs). Causes of VSUs in-
clude inflammatory processes resulting in
leukocyte activation, endothelial damage,
platelet aggregation, and intracellular ede-
ma. Preventing VSUs is the most impor-
tant aspect of CVI management. 

Treatments for VSUs include compres-
sion therapy, local wound care (including
debridement), dressings, topical or sys-
temic antibiotics for infected wounds,
other pharmacologic agents, surgery, and
adjunctive therapy. Clinicians should be

able to recognize early CVI manifestations
and choose specific treatments based on
disease severity and the patient’s anatom-
ic and pathophysiologic features. Manage-
ment starts with a full history, physical
examination, and risk-factor identification.
Wound care clinicians should individual-
ize therapy as appropriate to manage
signs and symptoms.

Compression therapy 
Treatment focuses on preventing new ul-
cers, controlling edema, and reducing ve-
nous hypertension through compression
therapy. Compression therapy helps pre-
vent reflux, decreases release of inflamma-
tory cytokines, and reduces fluid leakage
from capillaries, thereby controlling lower
extremity edema and VSU recurrence.
Goals of compression therapy are to re-
duce symptoms, prevent secondary com-
plications, and slow disease progression.  

In patients with severe cellulitis, com-
pression therapy is delayed while infection
is treated. Contraindications for compres-
sion therapy include heart failure, recent
deep vein thrombosis (DVT), unstable
medical status, and risk factors that can
cause complications of compression thera-
py. Ultrasound screening should be done
to rule out recent DVT. Arterial disease

Best
PRACTICES
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must be ruled out by measuring the ankle-
brachial index (ABI). Compression is con-
traindicated if significant arterial disease is
present, because this condition may cause
necrosis or necessitate amputation.

High compression levels should be
used only if the patient’s ABI ranges from
0.6 to 1.0. With an ABI between 0.9 and
1.25, the patient likely can tolerate treat-
ment with four-layer compression or a
long-stretch compression wrap. For pa-
tients with an ABI between 0.75 and 0.9,
use single-layer compression with cast
padding and a Coban wrap in a spiral 
formation. 

Keep in mind that use of a compres-
sion wrap depends on the patient’s com-
fort level and degree of leg edema. In
patients who have mixed venous and ar-
terial insufficiency with an ABI between
0.5 and 0.8, monitor for complications of
arterial disease. Don’t apply sustained
high levels of compression in patients
with ABIs below 0.5. (See Comparing
compression levels.) 

Pneumatic compression 
The benefits of intermittent pneumatic
compression are less clear than those of
standard continuous compression. Pneu-
matic compression generally is reserved
for patients who can’t tolerate continuous
compression. 

Local wound care  
Wound debridement is essential in treat-
ing chronic VSUs. Removing necrotic 
tissue and bacterial burden through de-
bridement enhances wound healing.
Types of debridement include sharp 
(using a curette or scissors), enzymatic,
mechanical, biologic (for instance, using
larvae), and autolytic. Maintenance de-

bridement helps stimulate conversion of a
chronic static wound to an acute healing
wound.

Dressings  
Dressings are used under compression
bandages to promote healing, control ex-
udate, improve patient comfort, and pre-
vent the wound from adhering to the
bandage. Vacuum-assisted wound-closure
therapy can be used with compression
bandages.  

A wide range of dressings are avail-
able, including: 
• hydrofiber dressings
• acetic acid dressings
• silver-impregnated dressings, which

have become more useful than topical
silver sulfadiazine in treating VSUs

• calcium alginate dressings
• proteolytic enzyme agents
• synthetic occlusive dressings
• extracellular matrix dressing
• bioengineered skin substitutes. Several

human-skin equivalents created from

Compression stockings should exert a pressure
of at least 20 to 30 mm Hg at the ankle to be ef-
fective. Antiembolism stockings exert a pres-
sure of 8 to 10 mm Hg at the ankle, making
them inadequate and not recommended for
treating venous insufficiency. Use of graduated
compression stockings varies with patient fac-
tors, including signs and symptoms. For latex-
sensitive patients, compression stockings with-
out elastic are available.  

Description of pressure mm Hg (range)

Very light 7 to 15

Low 16 to 20 

Moderate 20 to 30 

High 30 and higher

Comparing compression levels 



human epidermal keratinocytes, human
dermal fibroblasts, and connective tis-
sue proteins are available for VSU
treatment. These grafts are applied in
outpatient settings. 

Antibiotics  
Common in patients with VSUs, bacterial
colonization and infection contribute to
poor wound healing. Oral antibiotics are
recommended only in cases of suspected
wound-bed infection and cellulitis. I.V.
antibiotics are indicated for patients with

one or more of the following signs and
symptoms of infection:
• increased erythema of surrounding skin
• increased pain, local heat, tenderness,

and leg swelling
• rapid increase in wound size 
• lymphangitis 
• fever.

Progressive signs and symptoms of in-
fection associated with fever and other
toxicity symptoms warrant broad-spectrum
I.V. antibiotics. Suspected osteo myelitis re-
quires an evaluation for arterial disease
and consideration of oral or I.V. antibiotics
to treat the underlying infection.

Other pharmacologic agents  
A wide range of other drugs also can be
used to treat VSUs. (See Other drugs
used to treat VSUs.) 

Surgery   
Surgery can reduce venous reflux, hasten
healing, and prevent ulcer recurrence.
Surgical options for treatment of venous
insufficiency include saphenous-vein ab-
lation, interruption of perforating veins
with subfascial endoscopic surgery, and
treatment of iliac-vein obstruction with
stenting and removal of incompetent su-
perficial veins by phlebectomy, stripping,
sclerotherapy, or laser therapy. 

Patients should be evaluated early for
possible surgery. An algorithm based on
a review of literature indicates that pa-
tients whose wounds don’t close at 4
weeks are unlikely to achieve complete
wound healing and may benefit from sur-
gery or other therapy. 

To help determine if surgery may be
warranted, assess venous reflux using du-
plex ultrasonography, which can reveal
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Besides antibiotics, pharmacologic agents used
to treat venous stasis ulcers (VSUs) include the
following:

• Pentoxifylline is a useful adjunct to compres-
sion bandaging and may be effective even
without compression. It works by reducing
platelet aggregation and thrombus forma-
tion. The drug also can be used as mono -
therapy in patients who can’t tolerate com-
pression bandaging. However, it’s not the
preferred treatment for VSUs. 

• Calcium-channel blockers, such as diltiazem,
nifedipine, and verapamil, are particularly 
effective against large-vessel stiffness and
venous hypertension. 

• Aspirin combined with compression therapy
speeds ulcer healing and reduces ulcer size,
compared to compression therapy alone.
Adding aspirin therapy to compression band-
aging generally is recommended in patients
with VSUs, unless contraindicated.

• Dermatologic topical corticosteroids, such
as triamcinolone, fluocinolone, and be-
tamethasone, may reduce erythema, inflam-
mation, pruritus, and vesicle formation. 

Be aware that oral zinc, a trace metal, has 
potential anti-inflammatory effects. But recent
studies found it has no benefit in treating VSUs.
Also, diuretics may be prescribed for patients
with other medical conditions that exacerbate
lower-extremity edema (such as heart failure).

Other drugs used to treat VSUs 
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CVI, assess physiologic dysfunction, and
identify abnormal venous dilation. Consid-
er a vascular consult for surgical manage-
ment of patients with superficial venous
reflux disease or perforator reflux disease. 

Surgery aims to correct valve incompe-
tence leading to increased intraluminal
pressures. (Venous valve injury or dys-
function may contribute to CVI develop-
ment and progression.) Surgical recon-
struction of deep vein valves may be
offered to selected patients with ad-
vanced severe and disabling CVI who
have recurrent VSUs. 

The literature shows that surgical vein
stripping isn’t superior to medical man-
agement. Endovenous laser ablation
(EVLA), a minimally invasive procedure,
yields greater benefits than vein stripping
and other types of surgery. 

Skin grafting 
Skin grafting may be done in patients
with large or refractory venous ulcers. It
may involve an autograft (skin or cells
taken from another site on the same pa-
tient), an allograft (skin or cells taken
from another person), or artificial skin (a
human skin equivalent). Skin grafting
generally isn’t effective if the patient has
persistent edema (common with venous
insufficiency) unless the underlying ve-
nous disease is addressed.

Adjunctive therapies  
Adjunctive therapies, such as ultrasound,
pulsed electromagnetic fields, and elec-
trical stimulation, can aid in treating
VSUs that fail to close despite good con-
ventional wound care and compression
therapy.

Patient education  
Be sure to teach patients with VSUs about
treatment and prevention to promote suc-
cessful management. Advise them to:
• elevate their legs above heart level for

30 minutes three to four times daily
(unless medically contraindicated), 
to minimize edema and reduce intra -
abdominal pressure. Increased intra -
abdominal pressure in severely and 
morbidly obese patients can increase
iliofemoral venous pressure, which
transmits via incompetent femoral veins,
causing venous stasis in the legs. 

• perform leg exercises regularly to
improve calf muscle function

• use graduated compression stockings
as ordered to prevent dilation of lower-
extremity veins, pain, and a heavy
sensation in the legs that typically
worsen as the day progresses 

• minimize stationary standing as much
as possible

• treat dry skin, itching, and eczematous
changes with moisturizers and topical
corticosteroids as prescribed. (See Skin
care for CVI patients.)

Also help patients identify risk factors
for CVI (such as smoking and over-
weight), which can affect management.
Teach them about therapeutic compres-
sion stockings, including their use, bene-
fits, and care instructions. Remind them

16 www.WoundCareAdvisor.com January/February 2014 • Volume 3, Number 1 • Wound Care Advisor 

Adequate skin care with emollients or barrier
preparations (such as petroleum jelly or zinc 
oxide cream, ointment, or paste) helps avoid
skin irritation and maintain intact skin. Teach pa-
tients to apply moisturizer to the affected skin
once or twice daily. However, caution them not
to use lanolin-based moisturizers. Be aware that
stasis dermatitis, an intense manifestation of ad-
vanced chronic venous insufficiency (CVI), can
cause blistering and skin irritation with oozing. 

Skin care for CVI patients 

(continued on page 19)



A case of missed
care  
By Lydia A. Meyers RN, MSN, CWCN

Missed care, a relatively new concept
in the medical community, refers to

any part of required patient care that is
omitted of delayed. It’s not the same as a
mistake or error, but like them, missed care
can negatively affect patient outcomes. 

I want to share the case of a patient ad-
mitted into home health care for wound
care. The case includes several areas of
missed care from many different different
sources. 

About Ms. Smith 
Ms. Smith (not her real name), an 83-
year-old woman, lives alone in a senior
apartment complex. She is alert, with no
signs of dementia.Two months before her
first home care visit, Ms. Smith hit her
right ankle on a table and subsequently
developd a non-healing arterial wound.
Her left leg showed scars from a previ-
ous wound that was diagnosed as pyo-
derma granulosum. 

Ms. Smith was referred to a wound clinic
for testing related to the non-healing right
ankle wound. The testing showed that arte-
rial flow was sufficent and there were no
signs of infection. (See Arterial and venous
wounds.) The clinic physician ordered com-
pression for both legs. When Ms. Smith
couldn’t tolerate a three-layer wrap, she
was switched to a gauze bandage roll and
ACT™ wraps and the wound began to heal.

When Ms. Smith’s regular home care
nurse could not make a visit, another was
sent. After removing the wrappings, the
nurse found a blister on the the left leg

and documented the new wound in the
patient’s medical record.

The original wound on the right leg
healed in the next 3 months, and the
wound on the left leg progressed to almost
complete healing. Ms. Smith didn’t feel com-
fortable with the wound center so her visits
were cancelled. Her current home care
nurse continued the treatment as ordered. 

The home healthcare agency continued
with the treatment as ordered by the
physician until the left leg wound progres-
sively increased in size. Ms. Smith was
then referred to another wound clinic,
where she received debridement and col-
lagenase as a wound dressing. The wound
increased in size after each debridement
unitl it covered more than half of the low-
er leg. The wound clinic physician told
Ms. Smith he would not continue her care
at the clinic. The physician said amputa-
tion was the only option and that the pa-
tient had dementia, making her unable to
make her own decisions. 

Ms. Smith was upset at the idea of
choices being made for her, as well as
how the wound looked, so she called me
to get advice. She accepted the recommen-
dation to contact another physician, who
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discontinued the collagenase. Subsequent-
ly, the wound started to slowly improve. 

The fear Ms. Smith felt about her
wound and how it looked was real. Left
to continue with the same dressing and
treatment, it would have continued to get
larger. She could have lost her leg and
then her independence. 

Missed opportunities 
The missed care in this situation was the
lack of the correct dressing, lack of com-
munication related to changes in the
wound, and lack of patient-centered care.
Worsening of the wound can be connected
to the healthcare system involved in Ms.
Smith’s care. Her history of pyoderma
granu losum meant the dressing should
never have included collagenase and the
wound should not have been debrided.
The home health nurses failed to commu-
nicate to the wound clinic and the primary
care physician about how the wound was
worsening. The wound clinic physician did
not discuss options with the patient. Part
of the reason for the missed care was the
agency required nurses to visit too many
patients. The visits had to be shortened
with the lack of time to do what was
needed for the patient. Too often in health
care, financial pressure takes priority over
patient care. 

So what can be done to avoid this type of
missed care? The agency should monitor the
nurses’ workload so adjustments can be
made as needed, particularly because over-
work can lead to errors. The nurses and
agency should collaborate to ensure patients’
wounds are properly evaluated and that a
healthy work environment is present. Kalisch
writes that nurses with higher job satisfaction
have fewer incidences of missed care. 

A wound care team, with a certified
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Wounds like Ms. Smith’s present challenges.
Undertanding the differences in signs and
symptoms between arterial and venous wounds
can help ensure the patient receives proper
care. Unfortunately, sometimes a wound can
have a combined origin. 

Venous stasis wounds Arterial wounds

Usually located on the Usually located at
calf and shin the ankle or below, 

particularly at the 
toes. These areas are 
vulnerable because 
of decreased blood 
flow and the damage 
often occurs as a 
result of trauma.

Tend to produce Tend not to produce
moderate to heavy drainage
drainage

Brown staining on legs Dry, hairless, pale, 
tight, shiny legs

Edema when legs left Pain and cramping
in dependent postion; with elevation of the
feeling of heaviness, legs, especially at 
throbbing, or aching in night
the legs

Erythema or redness There is an increased
occur with prolonged chance of infection
periods of dependence. related to the decreased

blood supply.

Wounds are irregular Wounds are round in
in shape; wound bed shape, with a pale, 
is red with granulation dry wound bed; 
and yellow slough is black eschar often 
present. occurs.

Note: The gold standard for treating venous stasis
wounds is three- or four-layer compression. The use
of Ace wraps or Unna boots is not appropiate com-
pression. Before applying compression, arterial stud-
ies must be done to ensure the wound is not of both
venous and arterial origin, which would make com-
pression contraindicated. 

Arterial and venous wounds 



wound care nurse at the head, would
help ensure proper asseement and inter-
ventions. The ideal team would include
representatives from physical therapy, 
occupational therapy, dietary therapy,
and nursing. 

Finally, any time a provider or agency
decides to no longer provide full care, the
patient must be given options for where
alternative care can be provided and a de-
tailed “handoff” of the patient to the new
provider needs to be made. 

Improved care 
Ultimately, Ms. Smith left the wound clinic
and was evaluated by other physicians.
Since leaving the clinic and no longer
having daily debridements, her wound has
decreased in size and new epithelial tissue
is forming at the wound base. Two of her

three specialists have agreed that the leg
can be saved, and Ms. Smith underwent a
skin graft to promote additional healing. n
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Fifty shades of
wound care at
home  
By Beth Hoffmire Heideman, MSN, BSN, RN, WCC,
DWC, OMS

Fifty shades of wound care at home
refers to treating the whole patient

and the patient’s caregiving supporters—
not just the wound. Only by understand-
ing the nuances, or shades, of a patient
and his or her environment can clinicians
best achieve desired outcomes. 

Wound healing in home care depends
on teamwork. Members of the team must

understand the unique situation of deliv-
ering care in the home and how to help
patients adhere to the plan of care. 

Differences between home and 
facility
Both a home and a facility create an en-
vironment that focuses on healing, but
how each accomplishes that task differs. 

In a facility such as a hospital, clini-
cians direct patient care, from the timing
of meals to the delivery of medications.
The expectation is that the patient/care-
giver relationship follows the established
plan of care in an environment that is
controlled 24 hours a day. Access to an-
cillary support such as pharmacy, radiol-
ogy, dietary, and laboratory is easy. All
equipment, products, and staff conform
to established standards, which promotes
consistency in care.

The home, on the other hand, is an
uncontrolled environment where care is
delivered on a short-term, intermittent
basis, as directed by the patient’s insurer
and based on Medicare guidelines. The
expectation is that either the patient or
caregiver will learn the treatment plan.
Clinicians are expected to be self-reliant
with the understanding that immediate
clinical support will be via a phone call.

The patient is living in his or her cho-
sen home environment, whether that is
an assisted-living apartment, under a
bridge, or in a mansion. This means that
clinical staff never know what they will
face at the patient’s home: Will there be
a large dog, running water, working
lights, feuding family members, or dur -
able medical equipment? In addition, the
patient or caregiver may or may not fol-
low the practitioner’s plan of care.

Another important difference is patient
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options. In a facility, healing is directed
by controlling the setting and patient op-
tions. If a patient chooses to ignore the
practitioner’s directions, that individual
can be asked to leave the facility. In the
home, the patient can choose to ask the
clinical staff to leave. That’s why it’s im-
portant to know that healing in the
home is directed by understanding how
the individual and caregiving constella-
tion—friends, community, and family—
function within the living situation. The
home care staff works within those pa-
rameters to promote healing.

Delivery of care in the home
How are 50 shades of wound healing
performed in home care? Care is provid-
ed based on the mandated Medicare/Med-
icaid Outcome and Assessment Informa-
tion Set (OASIS) and includes assessment,
evaluation, and observation. 

The first action taken by the clinician
is to assess the patient and caregiver’s
life skills. The clinician determines the
patient’s, family’s, and caregiver’s life
skills and how they handle change in
their lives. Next, the clinician evaluates
the patient’s understanding of the clini-
cian’s role in promoting wound healing.

The knowledge from these two steps
guides the clinician’s development of a
plan of care based on the patient’s cop-
ing mechanisms and personal goals. In
developing the plan of care, the clinician
observes the home setting and resources
available to the patient or caregiver, 
including both material (for example,
chairs and beds) and people (caregivers)
that will be helpful in implementing 
the plan. See Care delivery in the home
for a summary of clinician actions in de-
livering care in the home.

When the patient is nonadherent
Nonadherence occurs for multiple rea-
sons, including treatment costs; mobility
restrictions; diet limitations; mental health
issues, such as feeling depressed, help-
less, or hopeless; and inappropriate use
of wound treatment products. Reasons
for nonadherence that are specific to the
home setting include declining to adapt
the home to promote healing (such as 
offering a commode when the only bath-
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Here is a summary of key questions clinicians
should ask so they can deliver better care in the
home.

Assessment 

Does this patient or caregiver:

• run from problems

• accept changes and work through them

• expect others to take over 

• listen only to their own advice

• use drugs or alcohol

• procrastinate?

Evaluation of client understanding and 
relationship to healing

• How does patient or caregiver see their
relationship to wound healing?
• Are they dependent or independent

thinkers?

• Do they believe they are responsible or not
responsible for the success of their healing? 

Observation of home setting and resources

• What are the resources found within the
home setting, both material and human, that
could be used to promote wound healing?
For example:
• wood to make risers for bed/chair

• memory foam for offloading

• heavy chairs for bed rails

• friends, family, church members, or club
members who can assist with physical
care.

Care delivery in the home



room is not available to the client), refus-
ing to remove trash, and unwillingness to
use durable medical equipment to pro-
mote turning and repositioning because
of the effect of the equipment on home
décor.

The multidisciplinary team, with repre-
sentation from nursing, rehabilitation, so-
cial work, and nutrition, meet to uncover
reasons for nonadherence and develop
interventions to promote compliance. The
team also evaluates the wound assess-
ments, comorbidities, and lab results.

One of the primary interventions is to
promote empowerment. Empowered pa-
tients feel valued, and people who feel
valued become active in their lives. Phys-
ical activity increases nutrition, endorphin
release, oxygenation, and blood flow, all
of which promote wound healing at the
tissue and cellular level.

Techniques to promote empowerment
include:
• Teach the patient or caregiver how to

do the wound care.
• Deliver information in small packages;

don’t try to cover too much at once.
• Offer genuine praise.
• Restructure thoughts by rephrasing

negative statements. For example, a
patient says, “I’m not skilled enough 
to do the wound care.” You can say,
“You may feel that way, but look how
you have been helping me with the
care.”  Another example is the care -
giver who says, “I’m not good enough
to help my husband.” In this case, you
might reply, “You have been making
his bed, making sure he has nutritious
meals, and calling the nurse when
there is a problem. These things
demonstrate how worthy you are to
help him heal.”

• Let the patient and caregiver do what
they can.

• Help patients and caregivers to work
through any issues encountered and
learn skills to promote healing.

Encouraging patients
Fifty shades of wound healing will occur
when clinicians encourage patients to
maintain their individuality and when 
clinicians adapt wound care to fit an in-
dividual’s personality and caregiving sup-
port system. Clinicians should be non -
judgmental, use positive humor, and
promote independence. They should
continually seek methods to adapt the
plan of care as needed. Through this
process, the patient receives quality care
and healing time can be reduced. n
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Chronic wound infections are a
significant healthcare burden,
contributing to increased mor-
bidity and mortality, prolonged

hospitalization, limb loss, and higher med-
ical costs. What’s more, they pose a po-
tential sepsis risk for patients. For wound
care providers, the goal is to eliminate the
infection before these consequences arise.       

Most chronic wounds are colonized by
polymicrobial aerobic-anaerobic microflo-
ra. However, practitioners continue to de-
bate whether wound cultures are relevant.
Typically, chronic wounds aren’t cultured
unless the patient has signs and symptoms
of infection, which vary depending on
whether the wound is acute or chronic.
(See Differentiating acute and chronic
wounds.)

With chronic wounds, many clinicians
find it more practical to treat local signs
and symptoms, such as increased pain
and drainage, erythema, friable granula-
tion tissue, and edema. If these are pres-
ent, a culture is indicated. For a patient
with a suspected wound infection, cul-
tures are important in diagnosing the in-
fection, identifying the specific organism,
and determining the number of organisms
present. This information guides appropri-
ate antibiotic treatment and is crucial in
preventing antibiotic-resistant infections.   

Techniques for obtaining a wound
culture 
When a wound culture is deemed neces-
sary, what’s the best technique for obtain-

ing it? The current literature on laboratory
methods for diagnosing wound infections
doesn’t recommend a universal sampling
technique or protocol. Three techniques
can be used:
• deep-tissue or punch biopsy 
• needle aspiration
• swab culture. 

When and how to 
culture a chronic wound
A culture is a valuable tool in wound care if used 
correctly.  
By Marcia Spear, DNP, ACNP-BC, CWS, CPSN
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Deep-tissue biopsy  
A deep-tissue or punch biopsy for a quan-
titative culture (which determines the
colony counts per gram of tissue) is the
gold standard for identifying wound
bioburden and diagnosing clinical infec-
tion. A deep-tissue biopsy after initial 
debridement and cleaning of superficial
debris with normal saline solution is the
most useful way to detect invasive organ-
isms. But quantitative biopsies are hard to
perform, invasive, painful, expensive, and
not available in all settings. Also, they

must be done by qualified and trained
providers, who aren’t always available. 

Needle aspiration
Needle aspiration of wound fluid is a good
alternative when there’s little loss of skin,
as in puncture wounds or postsurgical
wounds with suspected abscess. Data from
needle aspirations are reported in terms of
colony-forming units per volume of fluid.
Although less invasive than tissue biopsy,
needle aspiration can be painful and results
may underestimate bacterial isolates. Also,
exudate must be present in the wound so
that aspirate can be collected. Before nee-
dle puncture, the area must be cleaned
thoroughly with normal saline solution.

Swab culture
In clinical settings, a swab culture is the
most common technique used because it’s
practical, noninvasive, and cost effective.
If done properly, it usually identifies the
bacterial species of the infection and helps
guide antibiotic therapy. The swab-culture
technique for quantifying bacterial burden
in burn patients, called Levine’s tech-
nique, requires the clinician to twirl the
end of the cotton-tipped applicator on 
a 1-cm2 area of the wound bed with

In acute wounds, classic signs
and symptoms are those of in-
flammation—erythema, pain, in-
creased exudate, and warmth.
These tend to persist beyond
the 3 to 4 days of the initial in-
flammatory response. They can
be masked or diminished by a
compromised immune system,
posing a challenge even for 
the most experienced clinicians.
If you suspect an infection, 
consider obtaining a wound 
culture. 

Chronic wounds, in contrast,

rarely cause classic signs and
symptoms of inflammation or
infection, so wound care
providers must be especially
vigilant. Be sure to obtain a
thorough history and assess-
ment, checking for:

• increased wound drainage
amount and odor 

• thick purulent or murky
drainage

• epithelial bridging at the
wound base

• discoloration and friability of
granulation tissue

• increased tenderness or sud-
den pain.

These findings suggest the
need to obtain a wound culture.
Also, suspect a subclinical in-
fection and consider obtaining
a culture if a chronic wound
doesn’t improve after 2 weeks
of treatment unless an explana-
tion exists, such as a change in
nutritional status or exacerba-
tion of an underlying medical
condition. 

Differentiating acute and chronic wounds 

A deep-tissue or 

punch biopsy for

quantitative culture is 

the gold standard
for identifying wound

bioburden and

diagnosing clinical

infection.
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enough pressure to cause minimal bleeding. 
The most commonly used alternative to

Levine technique is the z-track or 10-
point swab culture. This semi-quantitative
culture is quick and most useful in a clin-
ical setting. It’s also inexpensive and re-
producible. However, it may yield false-
positive results, especially if wound-bed
cleaning and preparation are inadequate
or when only a culture of surface bacteria
is obtained. A 2001 prospective study of
38 patients with chronic wounds from
various causes evaluated the correlation
between quantitative wound biopsies and
swab cultures; 27 (74%) of the biopsies
indicated infection. Simultaneous swab
cultures of these showed infection in 22
cases. The researchers concluded that a
quantitative swab culture is a valuable ad-
junct in managing chronic wounds. 

Basic principles for obtaining a
wound culture  
Although guidelines exist for obtaining a
wound culture, no single guideline is used
universally. Nonetheless, no matter what
technique you use, certain basic principles
apply:
• Always obtain the culture from properly

cleaned and prepared tissue to avoid
obtaining only a culture of surface con-
tamination.

• Collect the culture before topical or sys-
temic antibiotics are initiated. 

• Obtain a swab culture from a viable
wound bed, as recommended by the
Wound Ostomy and Continence Nursing
Society guideline. Don’t culture avascu-
lar tissue. 

Follow these basic steps:
1. Irrigate the tissue with normal saline 

solution.
2. Moisten a swab with normal saline 

solution.
3. Swab a 1-cm2 area of viable tissue for 

5 minutes with enough force to pro-
duce exudate. 

Wanted: A clinical practice guide-
line 
The technique used to obtain a wound
culture usually depends on the provider
and clinical setting. If a clinical practice
guideline existed, its use could yield more
accurate and complete diagnostic informa-
tion for true wound infections. The need
for a universal evidence-based guideline is
apparent. n
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How to apply a
spiral wrap  
By Nancy Morgan, RN, BSN, MBA, WOC, WCC,
DWC, OMS

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

Description
The spiral wrap is a technique used for
applying compression bandaging.  

Procedure
Here’s how to apply a spiral wrap to the
lower leg. Please note that commercial
compression wraps come with specific in-
structions for proper bandaging technique.
Be sure to follow these instructions to pro-
vide safe and effective compression.
1 With the foot flexed at 90 degrees, start

the bandage at the center of the ball of
the foot, with the lower edge of the
bandage at the base of the toes. 

2 Wrap either laterally or medially, using
two turns around the foot to anchor the
bandage. 

3 Once the bandage is secure, take it
across the foot towards the heel. Keep
the bandage low on the heel, just taking
in a small area of the sole of the foot.

4 Complete the turn around the heel,
coming back towards the foot.

5 Enclose the foot, sealing the gap at the
base of the heel.

6 Bring the bandage across the top of the
foot to the ankle.

7 Complete the turn around the ankle.
8 Stretch the bandage to 50% capacity

and wrap up the leg in a circular fash-
ion, with each turn overlapping the
previous layer by 50%. 

9 Avoid wrinkles and creases in the band-
age as this may cause skin breakdown
and uneven compression pressures.

10 Finish 1 inch below the knee.
11 Upon reaching the knee, cut off any

excess bandage and secure the bandage
with tape. Note: Do not wrap down the
leg with any remaining bandage as this
would result in a tourniquet effect,
pushing the blood flow back toward 
the foot instead of toward the heart.

12 If another application of the wrap is 
desired, cut the bandage and begin
reapplying from the base of the toes,
moving up the leg as before. 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. 

Information in Apple Bites is courtesy of the Wound
Care Education Institute (WCEI), copyright 2013.
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Avoid surprises
when connecting
between care
settings 
By Jeri Lundgren, BSN, RN, PHN, CWS, CWCN

As wound care clinicians, we know
that an interdisciplinary, holistic ap-
proach to prevention and manage-

ment of a wound is crucial to positive out-
comes, no matter where the patient is being
seen. Yet too often when a patient transfers
from one care setting to another, the only
wound information that’s communicated is
the current topical treatment. Most transfer
forms only include generic spaces for “any
skin concerns” and “treatments,” with no
prompts for obtaining additional information.
In fact, clinicians in many care settings fre-
quently report they had no idea the patient
had a wound until he or she was admitted.  

Here’s how you can get the information
you need to best care for the patient be-
ing transferred.   

Ask the right questions
The more information you can obtain be-
fore the patient is transferred to your set-
ting the more prepared and proactive you
can be. Many intake questionnaires only
ask if there is a “skin concern” and, unfor-
tunately, the nurse providing the transfer
information may not know that a wound
care clinician is managing the wound.
Even if the nurse states there are no skin
concerns, ask if the patient is receiving
any treatments—this question may reveal
that a clinician is managing a wound.   

If the patient has a wound or skin prob-

lem, ask more questions to determine the
current interventions and what has been
attempted in the past, so you don’t repeat
strategies that weren’t effective. It only
takes one “They already tried this and it
didn’t work” experience for the patient to
lose confidence and become frustrated.  

The essentials 
Whether you’re gathering information for
a patient to be admitted or providing in-
formation to someone in the next care set-
ting, you should obtain or provide at least
the following: 
• location and type of wound
• current description of the wound
• current topical treatment
• treatments previously tried and their results
• procedures or surgeries
• nutritional support
• type of support surface for the bed
• type of support surface for the wheel-

chair
• turning and repositioning program
• any positioning devices (for example,

heel-lift boots, foam wedges)
• incontinence management program.

Knowing this information will promote
continuity of care and help reduce the
number of “surprise” patients with wounds
you didn’t know about. n

Jeri Lundgren is director of clinical services at Path-
way Health in Minnesota. She has been specializing
in wound prevention and management since 1990.

Business
CONSULT

Information about wounds is just one part of 
a successful care transition. “Care Transition
Bundle: Seven Essential Intervention Categories”
is helpful for identifying key interventions for
care transitions.

Bundling for transition success

http://www.ntocc.org/Portals/0/PDF/Compendium/SevenEssentialElements.pdf
http://www.ntocc.org/Portals/0/PDF/Compendium/SevenEssentialElements.pdf
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Mastering the art
of meetings   
Find out how to make
meetings more effective
and productive.  
By Toni Ann Loftus, MBA, RN, MHA

Meetings are a powerful communi-
cation tool. They bring together
people who can look at an issue

from their own unique perspective and
contribute to a solution acceptable to many
disciplines. Generally, meetings are held to:   
• discuss common issues
• brainstorm ideas for solving specific

concerns
• make collaborative decisions about a

shared concern or problem.

As a clinician, you may attend meetings
as part of a group or committee tasked
with, for instance, improving the work en-
vironment or developing best practices. If
you’ve been asked to take on a group proj-
ect, you may be the one who leads the
meetings. Leading a meeting is a valuable
skill anyone can learn. This article gives
advice to help you get focused, stay on
track, and achieve optimal meeting results.

Planning the meeting
Planning is crucial. First, determine the goal
of the meeting. If group members will be
held responsible for the tasks needed to ac-
complish the goal, develop an action plan
that clearly states who’s responsible for what.  

Developing the agenda
A meeting agenda helps maintain the fo-
cus and structure for the meeting. The

purpose of the meeting should be the first
line item on the agenda. Typically, one or
two key people develop the agenda. If
you’re one of them, be sure to word the
agenda clearly, along with actions that
must occur or decisions that must be
made. Agenda items should start with an
action word, such as review, formulate, se-
lect, decide, or vote. Here are examples of
complete action items: 
• Decide on the best method for schedul-

ing staff. 
• Select an appropriate candidate to rep-

resent the group. 
• Review changes to the policy.

Scheduling the meeting
To establish an optimal meeting time,
identify the key people you think should
attend. This can be one of the trickiest as-
pects of planning, but various strategies
can make it easier. If possible, call these
people and tell them about the meeting,
its overall purpose, and why their atten-
dance is important. If the budget permits,
plan to serve lunch or light refreshments
at the meeting. 

Determining the meeting location
Once the meeting time has been decided,
determine the location. Choosing the right
location can go a long way toward making
the meeting a success. When scouting loca-



tions, make sure the space will enable at-
tendees to see and hear each other clearly. 

Distributing meeting materials
Circulate the agenda to invitees in ad-
vance so they know what to expect and
how to prepare for the meeting. If other
materials will be distributed at the meet-
ing, consider circulating these beforehand
as well, so attendees have time to review
them and formulate questions or prepare
for discussion. (Or, when possible, direct
them to an appropriate website instead of
distributing paper documents.) 

Provide enough information to give atten-
dees basic knowledge. Condense it into out-
line format to reduce the amount of reading
required. Be sure to explain how the materi-
als or documents relate to the agenda. Don’t
distribute overly complex or technical data
that require an expert’s explanation.  

The leader’s role during the meeting
The leader’s actions can make or break a
meeting. Start the meeting at the scheduled
time instead of waiting for everyone to ar-
rive. Once people realize you start your
meetings on time, they’ll arrive on time.  

First, welcome everyone. Allow for in-
troductions in case attendees don’t know
each other. Discuss the ground rules, in-
cluding those for conflict resolution. (See
Common ground rules.) 

Next, clearly state the purpose of the
meeting, including desired outcomes. Re-
view the agenda to keep attendees fo-
cused and help them understand what de-
cisions must be made or what actions
must be taken. Try not to stray from the
agenda. If the meeting goes off track,
redirect everyone back to the agenda top-
ic at hand. To capture off-topic ideas, you
can list them in a “parking lot” where they
can be planned for and discussed at sub-
sequent meetings. (See Solving common
meeting problems.) 

Arrange for someone to take notes dur-
ing the meeting. These notes can be con-
densed into meeting highlights, which
should be distributed to attendees as soon
as possible after the meeting. At the start
of the next meeting, review the highlights
to refresh everyone’s memory.

Getting everyone involved
For a productive meeting, all attendees
must participate. To get everyone involved,
open the meeting with a question everyone
can answer in turn, going around the room.
Make sure everyone has a chance to offer
an opinion on an idea or action. 

During brainstorming sessions, don’t
critique ideas as they’re offered, and dis-
courage others from doing this. The goal
of brainstorming is to generate ideas first,
and then discuss the options.

Before the discussion begins, make sure
everyone knows how a final decision will
be made—for instance, by a vote, majority
rule, or consensus. Once a decision is
made, summarize and restate it to the
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Stumped for ways to make more
connections? Here are some ideas.   
• Turn off cell phones.
• Treat other attendees with respect, even

if you disagree with them.
• Send a substitute if you’re unable to

attend the meeting.
• Arrive on time.

Be sure to spell out the rules for conflict
resolution. You might want to consider these:    
• Have one person speak at a time.
• Make a sincere effort to listen to one

another before responding.
• Agree to tackle the issues, not the person

with whom you disagree.

Common ground rules



group. This ensures everyone has heard and
understands it. Near the end of the meeting,
start planning for the next meeting by ask-
ing attendees to submit agenda items. 

Evaluating meeting results 
The final step is to evaluate the meeting
results, which is crucial for improving the
process. At the end of every meeting, take
a few minutes to elicit feedback—for in-
stance, by distributing written survey cards
or engaging group members to express
their comments verbally. You may want to
get feedback on how well the meeting
was planned, whether it met stated objec-
tives, how well the time was managed,
quality of interaction among participants,
and aspects of the meeting worth keep-
ing—or avoiding—in the future.  

Most of us have attended meetings that
were poorly organized, ran too long, or
made us wonder why we were invited.
The knowledge you’ve gained from this

article can help you ensure no one ever
leaves your meetings feeling like that. n
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This chart gives advice on how to solve or prevent problems related to meetings.

Problem Solution 

Key people don’t • Reach out to key people before the meeting. 
attend. Explain why you believe their participation is important.

• If possible, accommodate the schedules of key people when choosing
a meeting date and time.

Participation is low. • Some people are naturally quiet at meetings. Make sure everyone
has been introduced.

• Allow a few minutes of social time before the meeting begins. 
• If the group is large, break it into subgroups to discuss various 

aspects of agenda items before the general discussion.

Meetings don’t • Redirect the discussion back to agenda items.
adhere to the agenda. • If non-agenda topics arise, list them on a “parking lot” flip chart to

help plan for the next meeting. 
• Allow a few minutes at the end of the meeting to plan the next meeting.

Meetings don’t end • Appoint a timekeeper to let attendees know when time to discuss a 
on time. particular topic is almost up, and again when time has run out.

• Prioritize topics so the more important ones are discussed first.

Solving common meeting problems
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For surgical patients, operative
wound classification is crucial in
predicting postoperative surgical
site infections (SSIs) and associated

risks. Information about a patient’s wound
typically is collected by circulating regis-
tered nurses (RNs) and documented at the
end of every surgical procedure.      

Because of its predictive value, wound
classification plays a valuable role in driv-
ing quality-improvement (QI) initiatives
that incorporate risk-adjusted outcomes.
Incorrect classification can lead to inaccu-
rate outcome analyses and evaluation, pos-
sibly causing skewed results and invalid
conclusions. For example, if a hospital
consistently underclassifies surgical
wounds, this may suggest it has a higher
SSI incidence than expected based on pa-
tient risks. QI initiatives this hospital might
implement to address the increased SSI
rate may be invalid because the data
points were skewed and didn’t truly reflect
patient risk. For accurate documentation,
both surgeons and circulating RNs must
understand the definitions of each wound
class and the potential impact of inaccu-
rate wound-class assignment.  

Our QI initiative 
When our hospital participated in the
American College of Surgeons’ National

Surgical Quality Improvement Project
(NSQIP), we realized an opportunity exist-
ed to improve wound-classification docu-
mentation, because our documentation
didn’t accurately correspond with NSQIP
definitions. Quality assurance (QA) staff
and operative-services nursing leaders be-
gan to discuss this issue. Ultimately, the
discussion involved surgeons and served
as the foundation of our QI initiative on
wound classification.

Before starting the initiative, we had to
establish the prevalence of incorrect docu-
mentation. Through focused chart audits,
we found a 5% to 32% discrepancy rate
between the description of the detailed
surgical procedure in the surgeon’s dictat-
ed operative note and documentation of
wound-class assignment in the operative
record. This averaged to an 18% discrep-

Quality-improvement 
initiative: Classifying and 
documenting surgical 
wounds
Interprofessional collaboration promoted a successful 
initiative to improve wound classification. 
By Jennifer Zinn, MSN, RN, CNS-BC, CNOR, and Vangela Swofford, BSN, RN, ASQ-CSSBB 
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ancy rate. We realized the goal of accu-
rately capturing wound classification for
each surgical procedure would require a
collaborative effort by an interprofessional
team of engaged nursing staff, surgeons,
and QA staff. So we began our QI project
by forming a team and mapping out a
plan for success. 

Recruiting a surgeon champion 
When implementing a QI initiative that
crosses professions, champions for each
discipline involved should be identified
and included. We quickly identified and
recruited a surgeon champion to provide
feedback and input from a physician per-
spective. He fully supported nursing’s role
in this initiative and interceded as an advo-
cate for the project, patients, and nurses
when disconnects with other physicians
occurred. 

As our interprofessional team discussed
inaccurate wound classification and its po-
tential impact on outcomes and initiatives,
we realized this issue was multifocal and
would require education of the entire sur-
gical team. We also established a vision
and goal for our initiative: 
• Vision: At the end of every surgical pro-

cedure, the circulating RN would verbal-
ly confirm the appropriate wound classi-
fication with the surgeon.

• Goal: No more than a 5% discrepancy
between the dictated operative note and
documentation in the operative record
system-wide by the end of the fiscal
year.

To reach our goal, we committed to
randomly auditing 20% of surgical proce-
dures for each specialty at operating room
(OR) sites in our health system monthly
and reporting this information to stake-
holders every quarter.

Implementation tools and
resources  
We knew intensive education supported

with tools and the resources to understand
and assign wound classification would be
essential. So we divided our efforts into
two prongs: staff education and surgeon
education. 

Surgeon education prong
One of our first steps was engaging and
providing detailed information to physi-
cians and physician leaders about the in-
tent, purpose, and goal of our initiative.
After gaining support from the chief of
surgery, our surgeon champion sent mem-
os to all surgeons explaining the signifi-
cance of wound classification, describing
our QI project, and emphasizing the im-
portance of their participation. 

A laminated pocket guide attached to
this memo presented the four wound clas-
sifications, their definitions, and examples
of common procedures performed in the
OR for each class. This gave physicians a
consistent and clear definition of each
wound class. The surgeon champion at-
tended surgical services and infection-
prevention meetings to continue the
wound-classification dialogue with his
peers. Posters describing our initiative
were placed in all physician OR lounges.

Staff education prong
At an educational in-service, staff members
at all seven OR sites received detailed defi-
nitions and descriptions of the four wound
classes. To promote information retention,
education occurred within the month be-
fore project implementation. An in-service
also was provided to staff from other de-
partments that deal with SSIs, such as in-
fection prevention and QA. All staff, in-
cluding circulating RNs and surgical
technologists, received the same wound-
classification pocket guide given to sur-
geons. In addition, the pocket guide was
enlarged and posted as a laminated wall
chart in all 54 ORs to ensure consistent
wound-class definitions. (See Surgical
wound classifications.)
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The classification system shown here was developed to help clinicians identify and describe the
degree of bacterial contamination of surgical wounds at the time of surgery. It was developed
initially by the American College of Surgeons and adapted in 1985 by the Centers for Disease 
Control and Prevention. 

Surgical wound classifications

Class I: Clean

• Uninfected operative
wound where no in-
flammation is encoun-
tered and respiratory,
GI, genital, and urinary
tracts aren’t entered. 

• Wounds are primarily
closed, and a drain (if
needed) is connected
to a closed system.

• Risk of infection: 2% or
lower

• Examples of clean sur-
gical procedures:
lumpectomy; mastecto-
my; axillary node dis-
section; vascular bypass
graft; exploratory la-
parotomy; exploratory
or diagnostic laparo -
scopy; adhesion lysis;
ventral, inguinal,
femoral, or incisional
hernia repair; thyroidec-
tomy; parathyroidecto-
my; total hip or knee re-
placement; laparoscopic
gastric banding; Nissen
fundoplication; abdomi-
nal aortic aneurysm re-
pair; carotid endarterec-
tomy; Port-a-Cath® in-
sertion; splenectomy;
MammoSite procedure;
endovascular stent
graft; vena cava filter in-
sertion; false aneurysm
repair; splenectomy;
lumbar laminectomy;
craniotomy for tumor;
rotator-cuff repair; tem-
poral artery biopsy;
carpal tunnel repair;
coronary artery bypass
grafting; transverse rec-
tus abdominis myocuta-
neous breast recon-
struction; stereotactic
biopsy; ventriculoperi-
toneal shunting

Class II: Clean/contaminated

• Operative wound that
enters the respiratory,
GI, genital, or urinary
tract under controlled
conditions without un-
usual contamination
when no infection or
major break in tech-
nique has occurred

• Risk of infection: 5% to
15%

• Examples of clean/
contaminated surgical
procedures:
cholecystectomy with
chronic inflammation,
colectomy, colostomy
reversal, bowel resec-
tion for ischemic bow-
el, roux-en-Y gastric
bypass, laryngectomy,
incidental or routine
appendectomy, small-
bowel resection,
transurethral resection
of prostate, Whipple
pancreaticoduodenec-
tomy, abdominal per-
ineal resection, gas-
trostomy tube
placement, vaginal
hysterectomy, dental
extractions, alveolo-
plasty

Class III: Contaminated

• Open, fresh, accidental
wound from surgery
with a major break in
sterile technique or
gross spillage from GI
tract; incision in which
acute, nonpurulent in-
flammation is encoun-
tered (including necrot-
ic tissue without
evidence of purulent
drainage, such as dry
gangrene). 

• Risk of infection:
greater than 15%

• Examples of contami-
nated surgical proce-
dures:
cholecystectomy or ap-
pendectomy for acute
inflammation, bile
spillage during chole-
cystectomy, cholecys-
tectomy for acute in-
flammation, open
cardiac massage, bow-
el resection for infarct-
ed or necrotic bowel

Class IV: Dirty/infected

• Old traumatic wounds
with retained devital-
ized tissue; procedures
with existing clinical
infection (purulence al-
ready present in
wound) or perforated
viscera. 

• Risk of infection:
greater than 30%

• Examples of dirty/
infected surgical proce-
dures or conditions:
incision and drainage
of perirectal abscess,
perforated bowel re-
pair, peritonitis, appen-
dectomy with perfora-
tion and/or pus noted,
perforated gastric ul-
cer, ruptured appen-
dectomy, open fracture
with prolonged time in
the field before treat-
ment, dental extrac-
tions with abscess
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Creating an audit tool  
An audit tool that would capture and
record data and run and produce mean-
ingful reports to stakeholders was vital to
our project’s success. Our QA analyst cre-
ated a tool that can:
• randomly select 20% of procedures for

each specialty for audit at all seven OR
sites

• automatically populate critical data
points for further drilldowns and feed-
back (such as patient name, medical
record number, surgery date, or sur-
geon) or record the circulating RN’s
documentation of wound classification 

• enter important data points for focused
drilldowns and feedback, including
wound classification from the dictated
operative note, comment section for ad-
ditional notes, and name of staff mem-
ber completing the OR record

• run meaningful reports with valuable
feedback to stakeholders that would
promote continuing focus for improved
outcomes. One type of report was the
OR record with a wound-class mismatch
between the surgeon’s dictated opera-
tive note and the circulating RN’s docu-
mentation. Another was the wound-
classification audit summary, which pro-
vided system-wide, site, and specialty
data.

Continuing efforts 
Our efforts to improve wound-classification
documentation didn’t stop with implemen-
tation of this QI initiative. We’ve maintained
a continuous effort to identify and improve
the tools and resources clinicians need to
succeed. Nursing leaders sought solutions
from staff on how to correct deficiencies.
After the project launched, staff nurses were
asked to give their perspectives on how it
was progressing. Their feedback, which has
been pivotal to our success, provided two
crucial pieces of information:   
• The nurses didn’t believe all surgeons

supported this effort. Some were frustrat-
ed by pushback from surgeons when

trying to engage them in a wound-classi-
fication conversation at the end of a pro-
cedure. So our surgeon champion met
with his surgeon peers and asked each
one, “Are circulating nurses verifying
wound classification with you at the end
of every procedure?” To our nurses’
credit, the surgeons’ response was “yes.”
When surgeons admitted they had ques-
tions of their own, our surgeon champi-
on addressed their questions and con-
cerns directly.

• Nurses expressed uncertainty as to how
to lead a conversation with surgeons
about wound classification, and request-
ed a script or set of leading questions to
use at the end of every procedure. To
guide the discussion, an algorithm with
talking points was created. (See Wound-
classification algorithm.)
Nurses also received additional educa-

tional in-services on wound classification.
Some involved a Jeopardy-like game, criti-
cal-thinking activities, Q & A worksheets,
and quarterly questions. (See Quarterly
questions below.)

Quarterly questions
Quarterly questions allow nurses to partici-

pate in a self-assessment exercise as they

think about their practice critically. Each 

Nurses expressed
uncertainty as to how to
lead a conversation with
surgeons about wound
classification, and
requested a script or set
of leading questions to
use at the end of every
procedure.
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quarter, a new question is distributed.

Questions come in various formats, from

those requiring short answers to crossword

puzzles and riddles. Staff are encouraged

to discuss the questions with their peers.

In each case, the operating room (OR)

record showed a different wound classifica-

tion than the surgeon’s dictated operative

note indicated. The nurse’s wound-classifica-

tion documentation appears next to each case

number. Read each case through the dictated

operative note. Before reading the section 

titled “Correct wound classification and ra-

tionale,” provide your own classification

Two versions of an algorithm were created for the quality-improvement project on wound
classification at Cone Health in North Carolina. The one currently used (shown here) arose
from continued surgeon engagement and emphasizes the importance of interprofessional
collaboration. Wound classification has been incorporated into our surgical checklist as a
trigger to initiate this conversation between staff and surgeons. 

Wound-classification algorithm

What wound class is it?

Note:
Chronic inflammation only
doesn’t change the classification.
Gross spillage is any spillage
you can see with the naked eye.

No

No

No

Yes

Yes

Yes

Did you encounter:
Purulence/existing clinical infection?

Perforated viscera?

Open traumatic wounds > 4 hours?

Retained devitalized tissue?

Penetrating injuries > 4 hours?

Did you encounter:
Acute, nonpurulent inflammation?

Gross (any) spillage from the GI tract (bile)?

Infarcted or necrotic bowel?

Other necrotic tissue?

Major break in sterile technique?

Did you encounter:
The respiratory, GI, or genitourinary tracts?

Class I

Clean

Class IV

Dirty/infected

Class III

Contaminated

Class II

Clean/contaminated
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and rationale based on what you've

learned in this article. Then read that sec-

tion to see if you were right. 

Case #1: OR record indicated a class II wound. 

Preoperative diagnosis: Acute appendicitis

Postoperative diagnosis: 

1. Acute appendicitis

2. Right ovarian cyst measuring 5 cm

Dictated operative note: The patient is a fe-

male found to have acute appendicitis on

workup tonight in the emergency depart-

ment (ED) after being sent by Dr. D for ab-

dominal pain…The stump was hemostatic.

Appendage was placed in an EndoCatch

bag and extracted. 

Correct wound classification and rationale:

Class III

Appendectomy for acute appendicitis is a

class III wound related to acute nonpuru-

lent inflammation. Key clues from the dic-

tated operative note: postoperative diagno-

sis of acute appendicitis and the patient’s

ED admission.

Case #2: OR record indicated a class II wound. 

Preoperative diagnosis: Perforated sigmoid

colon

Postoperative diagnosis: Perforated sig-

moid colon

Dictated operative note: The correct pa-

tient and procedure were verified. A mid-

line incision in the lower abdomen just

skirting the umbilicus was used, and dis-

section was carried down through subcuta-

neous tissue and midline fascia…There

was a lot of edema of the anterior abdomi-

nal wall. The peritoneum was entered un-

der direct vision. There was grossly fecu-

lent, foul-smelling fluid free in the

peritoneal cavity, which was suctioned.

There was marked diffuse peritonitis. Small

bowel loops were distended and matted

with fibrinous exudates. The dissection

was carefully carried down in the pelvis

with blunt dissection, dividing inflammatory 

adhesions. Several large pockets of 

grossly purulent and feculent material were

entered and broken up; these were cul-

tured. All loculations were completely bro-

ken up, suctioned, and irrigated.  

Correct wound classification and rationale:

Class IV

Perforated viscera and stool in the wound

indicate a class IV wound related to perfo-

rated viscera/ stool, which suggest the or-

ganisms causing potential infection were

present in the operative field before surgery.

Key clues from the dictated operative note:

grossly feculent, foul-smelling fluid, marked

diffuse peritonitis, grossly purulent and

feculent material, cultures, and postopera-

tive diagnosis of perforated sigmoid colon.

Case #3: OR record indicated a class II wound. 

Preoperative diagnosis: Tonsillitis

Postoperative diagnosis: Tonsillitis

Dictated operative note: The patient was

placed in the supine position and, under

general endotracheal anesthesia, the ton-

sils were removed using blunt and Bovie

electrocoagulation dissection. They were

exudative. There was a considerable

amount of purulent material, and the pa-

tient was placed on antibiotics again (I.V.)

as well as Decadron. Once this was com-

pleted, the stomach was suctioned and the

tonsillar beds were clear of bleeding.  

Correct wound classification and rationale:

Class IV

Purulent material in the wound suggests the

organisms causing a potential infection were

present in the operative field before surgery.

Key clues from the dictated operative note:

exudate present, considerable amount of pu-

rulent material, the need for antibiotics, and

postoperative diagnosis of tonsillitis.

Project outcome 
Our initiative to accurately capture the cor-
rect wound classification met the goal of 
a discrepancy rate of 5% or less for fiscal
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year (FY) 2009—a rate we maintained for
FY 2010 and 2011. Some of our OR sites
exceeded that goal, demonstrating a 0%
discrepancy rate. (See System-wide wound-
classification discrepancy rate, 2008-2011.) 

During this time, almost 14,000 dictated
operative notes were audited. Other success-
ful project outcomes included enhanced
communication among OR team members,
national recognition through podium presen-
tations at national conferences, and selection
as one of the five best practices by the Amer-
ican College of Surgeons’ NSQIP in 2011.

Our project demonstrated the power of
interprofessional teamwork, which strength -
ened collegial relationships among staff.
We encourage all clinicians to engage in
important conversations with peers and
ask crucial questions that help transform
practices in your setting. n
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Before the quality improvement (QI) project, the discrepancy rate between the surgeon’s
dictated operative note and documentation of wound-class assignment in the operative
record ranged from 5% to 32%. This averaged to an 18% discrepancy rate.

After the QI project was implemented, we met the goal of a discrepancy rate of 5% or 
less (fiscal years 2009, 2010, and 2011). Some of our OR sites exceeded that goal and
consistently demonstrated a 0% discrepancy rate.
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Greet the new year by tapping into some
new resources.

Free app for patients with Crohn’s
Disease

GI Buddy is a free tool
from the Crohn’s & Coli-
tis Foundation of America
that patients can use to
stay on top of managing
their Crohn’s Disease or
ulcerative colitis symp-
toms. Patients can record what they eat,
track their treatment and well-being, and
access detailed reports. Patients also can
access a video of tips for using GI Buddy,
which is available online and as an
iPhone app. 

Toolkit on diabetes and coronary
artery disease

People with diabetes have heart disease
death rates about two to four times higher
than those without diabetes. Use the “Dia-
betes and Coronary Artery Disease ‘Make the Link’
Toolkit,” from the American Diabetes Asso-
ciation, to help your patients understand
the connection between diabetes and
coronary artery disease (CAD). 

Patient education information is avail-
able on the following topics:
• Diabetes and CAD
• Understanding CAD
• CAD symptoms, diagnosis, and treatment
• Taking care of type 2 diabetes
• Taking care of your heart
• Getting the very best care for your 

diabetes
• Know the warning signs of a heart attack
• Protect your heart: Make smart food

choices

• Learning how to change habits.

You can download each PDF or the
entire toolkit. 

Pressure ulcer posters

The National Pressure Ulcer Advisory Pan-
el has created four posters that cover Best
Practices for Prevention of Medical De-
vice-Related Pressure Ulcers. In addition
to the general poster, you can download
versions for long-term care, critical care,
and pediatric populations. 

Discharge toolkit

The Agency for Healthcare Research and
Quality is seeing red, but in a good way.
Its “Re-Engineered Discharge (RED) Toolkit” is
designed to help hospitals develop effec-
tive processes for discharging patients. 

RED consists of 12 mutually reinforcing
actions, including expediting transmission of
the discharge summary to clinicians accept-
ing care of the patient and providing tele-
phone reinforcement of the discharge plan.

In addition to a training program to help
with implementation, the toolkit includes
“Taking Care of Myself: A Guide for When I Leave
the Hospital,” a PDF booklet for patients. n
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Clinician
RESOURCES

http://www.ahrq.gov/patients-consumers/diagnosis-treatment/hospitals-clinics/goinghome/index.html
http://www.ahrq.gov/patients-consumers/diagnosis-treatment/hospitals-clinics/goinghome/index.html
http://www.ahrq.gov/professionals/systems/hospital/red/index.html
http://www.ahrq.gov/professionals/systems/hospital/toolkit/index.html
http://www.npuap.org/resources/educational-and-clinical-resources/best-practices-for-prevention-of-medical-device-related-pressure-ulcers/
http://professional.diabetes.org/ResourcesForProfessionals.aspx?cid=92209
http://professional.diabetes.org/ResourcesForProfessionals.aspx?cid=92209
http://professional.diabetes.org/ResourcesForProfessionals.aspx?cid=92209
https://gibuddy.ibdetermined.org/


Take advantage of NAWCO
professional resources

The festivities of the holidays are just a
wonderful memory. Now it’s January—a
great time to start planning your wound
care and ostomy adventures for the new
year. Is it time to advance your career with
a new certification or career opportunity?
Here are a few ideas that can help you.   

Expand your expertise to the next level
with an additional certification

National Alliance of Wound Care and Osto-
my (NAWCO) offers four highly recognized
certifications that can help you expand your
expertise: 
• DWC® Diabetic Wound Certified
• LLEsm Lymphedema Lower Extremity
• OMS™ Ostomy Management Specialist

(the industry’s leading wound care certi-
fication)

• WCC® wound care certified. 

We encourage you to consider pursuing
an additional certification and, if it’s time, to
recertify your WCC. 

Build your arsenal with more
continuing education

NAWCO and our education partner, Wound
Care Education Institute (WCEI), are offer-
ing several venues for continuing education in
2014. You can attend 1-day live seminars,
online webinars, and, of course, the annual
Wild on Wounds (WOW) conference. WOW
is the official WCC wound conference.      

Tap into career resources  

If 2014 is the time for you to pursue a new

career, access resources from NAWCO to help
you prepare for the challenge. We feature
“Wound Care Careers,” our exclusive wound
care job board. We’ve partnered with more
than 250 other healthcare associations from
around the country to drive dozens of wound
care opportunities to our job board monthly.
The service is free to use. We encourage you
to register and post your résumé (anonymous-
ly if you choose) for employers to review.
You can even enhance your résumé with
some optional services for added exposure.
Additionally, through the NAWCO member as-
sociation login page, you can use other free re-
sources, such as résumé and cover-letter tem-
plates, interviewing presentations, and more. 

Build awareness for your credential
and wear your certification with pride

We invite you to
shop our online
clothing store. You
can choose from
shirts, sweaters,
scrubs, and lab
coats. For a limited time, you will receive a
free gift with your order.

To help promote your credentials, we of-
fer professional business cards and note
cards through our online print shop. It’s easy
to place an order for high-quality, personal-
ized business materials. 

Consider helping with a 1-day wound
seminar

Are you interested in helping NAWCO host
a local 1-day wound care seminar? Contact us
to learn how you can become involved. 
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NOTES

mailto:information@nawccb.org
http://www.nawccb.org/page.asp?id=129
http://store.nawccb.org/
http://store.nawccb.org/
http://www.nawccb.org/members/
http://woundcare.careers.nawccb.org/
http://www.nawccb.org/continuing-education
http://www.nawccb.org/default.asp
http://www.nawccb.org/default.asp
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Ana Abellard
Achamma Abraham
Whitney Abrokwa
Cary Acopiado
Diana Adams
Margaret Adler
Melissa Agrimanakis
Tita Aguilar-Niere
Christina Albright
Suzette Alison
Debora Allen
Jaqueline Alvarez
Julie Alvez
Nasmath 

Amegankpoe
Vicky Amon-

Perpetua
Tracey Anderson
Cheryl Anderson
Kathie Anderson
Gabriela Andrade-

Lopez
Maria Anoche
Grace Arce
Stephanie Ardis
Adriana Arias
Celida Arroyo-

Terrana
Ashley Atkinson
Kelly Aurand
Marissa Aurellano
Katherine Bagan
Janeen Bair
Richard Baisley
Hattie Baker
Sharon Baker
Janeen Ball

Laura Banike
Sharon Barber
Lori Barkhaus
Kaprice Barkley
Rebekah Barrette
Michael Bascon
Janice Bates-Garcia
Shelly Batts
Laura Bauer
Mary Baur
Hailey Bechtel
Daniel Beecher
Mariamma Bellamy
Jennifer Bellantese
Karen Beneway
Jamie Bennett
Stephanie Benton
Stacy Benton-

Robinson
Michelle Berentsen
Laura Berger
Gail Bernard
Elena Bertolino
Juli Betterton
Connie Betts
Dana Beyers
Katherine Bickel
Karen Bierlein
Jowana Billingly
Heather Bills
Averyl Blake-Fraites
Kimberly Blum
Tammy Bobbitt
Debi Boehme
Deborah Boehning
Colleen Bonsack
Stephanie Bonte

New certificants 
Below are WCC, DWC, and OMS certifi-
cants who were certified in October and
November 2013.

Sally Borzick
Kelley Boss
Patricia Boudo
Pamela Bowman
Joan Braasch
Debra Bracken
Wendy Braithwaite
Bernice Bramble
Re’Jane Branch
Mary Bray
Andrea Brennan
Helen Brennen
Maria Brewer
Anelsa Brooks
Jamilia Broussard
Rebecca Brown
Doris Brown
Paula Brown
Maureen Browne
Tracy Brunkow
Sheila Buchanan
Jana Budde-Lang
Hector Buison
Monica Burger
Marlene Burgos 

Stewart 
Tobi Burie
Mary Burnette
Tandy Burton
Lindsay Cabras
Janice Callahan
Victoria Camacho
Simone Campbell
Jean Cannon, MD
Arlene Caparruva
Efren Capistrano
Kary Cappaert
Tammy Cardella
Cheryl Cardwell
Josephine Carrillo
Lee Carroll
Susie Carter
Ivy Carty

Laura Cassidy
Virginia 

Castrogiovanni
Michelle Caswell
Olga Catarino
Mary Caverly
Wai Chan
Angela Chaney-

Grant
Peter Chaskes
Susan Checki
Dawna Cheshire
Anita Chinapen
Erica Christen
Bogdan Ciobotaru
Roslyn Cipriano
Jennifer Clarin
Sara Clark
Neisha Clarke
Carolyn Collins
Scott Colombo
Nicole Combs
Melinda Conner
Ashley Consalvi
Isabel Contreras
Barbara Contri
Tina Cook
Jillian Coolidge
Mark Cooper
Patricia Coppola
Bertha Corral
Kate Corriero
Laura Cortes
Lorrie Cottrell
Marie Coupet
Ashley Cox
Shelly Cox
Mary Craven
Amy Creason
Erin Creedy
Lisa Crouse
Tracie Crowe
Carmela Cruz
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Andrea Cruz
Carmela Cruz
Toni Cruz-Capule
Ermalinda Cuellar
Lisa Cummer
Annette Dale
Cortney D’Angelo
Mark Danza
Crystal Davies
Ginger Davies
Ashley Davis
Crystal De Luna
Larissa Deats
Susan Degear
Sandra Dejesus
Ariarna Del Villar
Patricia Dellenbach
Caprice Delong
Snizhana 

Demchenko
Sarah Denton
Katherine DeRossett
Mari Derouaux
Kathleen Deschamp
Susan Destefano
Tyler Dewhurst
Rena Diem
Sheryl Dixon
Kyle Doerges
Maria Dolom
Patricia Donahue
Cindy Donas
Marcia Donley
Misty Donnelly
Patricia Doran
Patricia Dosso
Kristina Douglas
Shirley Drake
Nancy Drallmeier
Phonechaleun 

Drievold
Lynn Duffy
Christopher Duiker

Danielle Dulaney
Mariel Dumaguin-

Velarde
Paul Dunlap
Erin Dunton
Cynthia Dupes
Suzanne Dupont
Mumtaz Duymun
Bridget Dwyer-

Bruno
Marie Dyer
Yvonne Dyer-Crewe
Jan Eddleman
Jan Eddleman
Edlbeck Edlbeck
William Edwards
Deotta Edwards
Rhonda Edwards
Catherine Eichhorn
Misty Elder
Lisa Ellis
Stephanie Engdahl
Rochelle Enriquez
Tristan Espina
Michael Estabillo
Melissa Estain
Sunshine Estoesta
Laurie Etherington
Cheryl-Ann Ettienne
Pauline Evans
Adessa Fairley
Dorothy Falconer
Bridget Falk
Remalou Famorca
Nina Faulkner
Minerva Favorito
Kimberly Fehling
Daniel Felice
Tracey Ferber
Michelle Fillion
Jennifer Finegold
Virginia Fitz
Kathleen Fitzgerald

Craig Fockler
Joyce Fowler
Elaine Framberg
Paula Franzi Moeckli
Christina Frazier
Cara Frederick
Christine Frederick
Michelle Frink
Misty Fry
Centennia Fry
Deborah Fuger
Terree Funesti
Shelley Garcia
Alicia Garcia
Lauri Garrett
Donna Gartman 

Hooper
Amy Gavinski
Charles Gaylor
Eileen Gemmell
Geocia George
Tara Gerken
Joy Gibbs
Angela Gill
Kimblyn Gilyard
Jessica Giuseppi
Raney Glasgow
Rebecca Glenn
Gerta Glenn
Carrie Glover
Maria Go
Christa Goeb
Susan Goldman
Ashley Gomez
Celia Gomez
Maria Gonzalez
Martha Gonzalez
Valerie Gonzalez
Chelsea Goodman
Shanon Gose
Andrew Gottheardt
Jane Grabowski
Kari Graceland Ritter

Shannon Graham 
Reid

Miranda Gray
Ashlee Greber
Kathleen Green
Shirley Green
Andrea Gregory
Beth Griffith
Keri Grimmett
Mary Groeschen
Andrew Grossman
Mirian Guevara
Summit Gupta
Teresa Hagerty
Shannon Hamel
Kelli Hamilton
Monica Hannon
Cynthia Hargrave
Marcella Harper
Lisa Harris
Cara Harris
Jodi Harris
Charlene Hart
Julie Hartman
Lisa Hasenbank
Robin Haugh
Tiffany Heilman
Carol Heimerl
Kelly Heinbuch
Georgette Helou
Zeronie Helps
Cheryl Henderschedt
Susan Henriquez
Sarah Henry
Shelley Henry
Jennifer Heon
Carrie Herek
Annette Hernandez
Hannah Heron
Dinah Herrick
Melissa Herrington
Trisha Hewes
Dori Hiatt
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Patricia Hiles
Brent Hilgeman
Lisa Hill
Amanda Hill
Betty Hill
Mary Hillyer
Gayatri Hingwala
Kelvin Hinton
Susan Hofstetter
Susan Homewood
Katie Hood
Alicia Horne
Kristi Hornsby
Charlotte Hough
Lorene Hulion
Felecia Humphrey
Christina Hurry
Daphne Hurst Rivers
Bobby Hurt
Christina Huston
Patricia Hutchcroft
Carla Hutter
Eileen Irish
Amanda Iverson
Leshia Ivy
Barbara Jach
Catherine Jackson
Paulette Jackson
Jolly Jacob
Laure Jacobsen
Lynn Jacquard
Kelli James
Kathy January
Michelle Jarchow
Eromi Jayasingha, 

MD
Whitney Jenkins
Julie Jenson
Carrie Jessen
Wendy Jobe
Jeanine Johnson
Kathryn Johnson
Lori Johnson

Heather Johnson
Cindy Johnson
Joyce Johnson
Melveena Johnson 

Bolden
Juliet Jones
Katherine Joven
Connie Jubitz
Tanya Kailath
Sumintra Kalicharan
Jeffrey Kaplan
William Kauffman
Harpreet Kaur
Brooke Kemnitzer
Christine Kerchefski
Mary 

Keungmanivong
Bonnie Kim
Seon Kim
Leslie King
Ruth Kinnison
Terry Kiskaden
Jennie Klassa
Andrea Kleess
Jillian Kline
Patricia Klingen
Laurencia Klipfel
Debbi Koch
Bonnie Koepp
Laura Kollross
Kimberly Kope
Ann Korenchan
Tracy Kosanke
Laurie Kostka
Helena Kowalczyk
James Kristoff
Lisa Krom
Sree Devi Kumaravel
Terrance Kusserow
Susan Kyzer
Nancy Labarge
Camille Lachica
Christine Lada

Lannette Ladwig
Serena Lahey
Lisa Lamb
Victoria Lamborn
Arwa Landivar
Theresa Lang
Joan Lantz
Joyce Larson
Stacy Laskey
Debra Lathrop
Pamela Lauer
Lori Lawrence
Jacqueline Lawson
Pamela Leach
Susan Leach
Patricia Lee
In Jin Lee
Keith Leffers
Sulpecia Legaspi
Sara Leighton
Michelle Lepsesty
Emily Leverentz
Alla Levin
Chelza Leviner
Janet Levy-Robinson
Shari Lewis
Andrea Liming
Kathi Ling
Marjorie Linton
Lisa Lisante
Lynnette Litchfield
Penny Littleton
John Logan
Mary Logan
Barbara Long
Charles Longwell Jr,

MD
Isabell Lopane-

Ingoglia
Jaime Lopez
Virginia Lopez
Donna Lopez
Susan Lowe

Chasity Lucas
Stephanie Ludke
Carrie Lukins
Paul Luna
Amanda Lundblade
Phyllis Lupisella
Barb Lupo
Kathy Lutz
Francisco Ly III
Olga Lylyk-Donalds
Wendy Lynch
Kelly Lyons
Ronald Mabrey
Joseph Avelino
Macalinao
Teresa Magness
Diane Maiorino
Taryn Mallamo
Elizabeth Maloney
Allyson Malzahn
Richelle Manalo
Melissa Mann
Peter Marchant
Susan Marek
Deborah Markowitz,

MD
Natalie Marks
Roxanne Martin
Michelle Martinez
Velma Mata
Melissa Mathiesen
Sharon Mathis
Leonie Maxwell
Brenda Mayer
Stephanie Mayle
Jennifer Maynard
Esther Mayz
Karen McCarthy
Martha Mccarty
Kathy McCormick
Susan McCuistion
Leonie McFarlane
Mavis Mckenna
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Roxanne Merkes
Liana Meskhi
Kathleen Meyer
Paula Miller
Jennifer Miller
Joanne Miller
Jim Miller
Karen Miller
Cynthia Mintun
Laura Mita
Christine Miterko
Valerie Monthie
Johnathan Moody
Elizabeth Moore
Melanie Moore
Leah Moran
Arlene Morin
Kathleen Morris
Ann Morrison
Kathleen Mullaney
Carolyn Mulrooney
Katherine Mulvey
Bryan Munger
Tabita Murza
Stephanie 

Nachreiner
Iram Nadeem
Theresia Napitupulu
Maria Navarra
Tracey Neal
Barbara Nehmer
Vayola Nelson
Ruth Nelson
Jonelle Nemeth
Grace Nespoli
Amy Ness
Sarah Newton
Hong-Xuan Nguyen
Nina Nguyen
Julane Nisporic
Shelley Nixon 

Shepherd
Ann Noonan

Jeanie Nowak
Anna Nunez
Jayne Oberle
JoAnne Ochowicz
Maryann OConnell
Julie Oermann
Diane Oesterreich
Encarnacion 

Olavides
Kristin Olson
Melissa Olson
Tayla Osborne
Deborah Oyenik
Karen Pallagrosi
Carol Palmer
Kristina Pamperin
Amada Parsons
Wanda Payne
Kimberlee 

Pemberton
Laurie Peniska
Nancy Perez
Moussa Perou
Betty Perrault
Mary Pesnell
Barbara Petersen
Gail Peterson
Sylvia Petrone, MD
Karen Petrosino
Roxanne Pfarr
Stacy Phelps
Amy Phillips
Susan Phipps
Paula Picardy
Sueann Picca
Jaime Pilar, MD
Lakshmi Pirez
Che Plang
Bradley Plantin
Sheila Platt
Janine Plott
Andrea Polson
Erika Ponce

Angela Poole
Dawn Poole
Melissa Pooler-

Sherrill
Ryan Pope
Kay Pope
Ana Popovic
Ana Popovic
Maria Posa
Lisa Potter
Shannon Potter
Ruth Powell
Dana Powell
Kerrie Powell 

Thomas
Amy Powers
Tyla Pratt-Wildman
Sheryl Preston
Michael Price
Elaine Price
Stephanie Price-

Smith
Leonard Prlesi
Bridget Pruitt
Krysta Pryatel
Patti Purser
Terri Puzycki
Tiffany Queeney
Iola Radtke
Brian Railsback
Cecelia Ralls
Umadai Rampersad
Kimberly Rank
Stephanie Rapisarda
June Ravetti
Lisa Reed
Tammy Regitz
Catherine Reifer
Bridget Reilly
Melissa Reisz
Christy Resser
Sandra Sue Rice
Judy Richards

Nicola Richards
Marissa Richardson
William Richlen
Crystal Rivas
Kathy Rivera
Elizabeth Rivera-

Luciano
Kseniya Robenov
Tiffany Robertson
John Robertson
Angela Robinson
Lana Robinson
Kendall Rodgers
Kristen Rodman
Monica Rodriguez
Naila Rodriguez
Diandra Roman
Gerene Rose
Larissa Rosetsky
Gwen Ross
Melanie Ruiz
Jose Ruiz
Aomi Ruiz
Carol Rustebakke
Jenica Rusu
Lydia Rutherford
Yamine Saddouk,

DO
Melissa Saenz
Brian Sager
Kayla Salazar
Kristina Salm
William Salter
Sarah Salzsieder
Brooke Samuelson
Priscilla Sanchez
Alice Sanchez
Aida SantaMaria-Rios
Terryl Santkuyl
Jennifer Santos
Leslie Scheid
William Scheig, MD
Doriann Schell
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Linda Schendel
LeAnn Schlamb
Tina Schneider
Jeanie Schnitzler
Carol Schoenfelder
Lisa Schreiber
Kimberly Schroeder
Meredith Schuette
Judith Schultz
Cindy Schultz
Ann Schulz
Mark Schumaker
Penny Schutz
Julie Schwake
Tina Seymour
Veronica Shaffer
Ekta Shah
Charlene Shane
Teresa Shoup
Scott Siemsen
Brittany Simonton
Angela Sinon
Linda Skilton
Esther Skinner
Linda Skinner
Wanda Smith
Loretta Smith
Valerie Smith
Wanda Smith
Brandon Smith
Cynthia Smith
Alexander
Jill Smoode
Joy Snyder
Kathleen Sokulski
Omotayo Sosan
Jeanette Spencer
Georgette Spiecker
Barbara Springer
Vickilea Spruill
Niti Sripath
Jill Stafford
Emmala Stamm

Hope Stamp 
Cayasso

Judy Stanley
Kimaley Stapleton
Karen Statom-

Anderson
Gwen Stein
Sara Steinman
Cynthia Stevenson
Andrea Stillion
Susan Stokes
Azra Stracuzzi
Cynthia Strait
Andrea Strait
Charles Strode
Lauri Strohecker
Madonna Stroud
Amber Stuckey
Yudelkys Suarez
Blessy Subhash
Jennifer Suchla
Judith Sullivan
Linda Swanson
Myrna Swanson
Alice Sy
Christopher Syntilas
Rebecca Tatum
Teresa Taylor
Kimberlee Taylor
Janzon Teng
Raenell Thomas
Jessy Thomas
Kelli Thompson
Rosemarie 

Thompson
Cathy Thornton
Lori Thyssen
Kathryn Tipping
Teresa Toland
Rizaldo Toledo
Cornelia Toma
Debra Tomlinson
Denise Torgeson

Chastity Tornero
Tina Torricellas
Stephen Tracy, MD
Kimyen Tran
Lynn Tristan
Teresita Troncoso
Ramona Tucker
John Tuitele
Erical Tyler
Obiageli Ubakanma
Gladys Umoelin
Jennifer Underwood
Sandra Unger
Karen Van Dien
Jennifer Vega
Samantha Vialpando
Patti Vigness
Benilda Villasan-

Escobar
Brian Virgin
Susan Vlock
Jill Voegel
Michele Voelker
Johanna Volm
Christine Volnick
Michele Voytilla
Amanda Wade
Monessa Wadford
Lynne Wagner
Christin Waldburger
Jane Walters
Britni Walton
Swann Waterhouse
Sally Waterman
Kathryn Watford
Jane Watters
Joanne Weakland
Cynthia Weaver
Katherine Webb
Jacqueline Weber
Annette Webster
Sharon Weddel
Marina Weis

Rebecca Weix
Katja Weix
Janet Welch
J Steven Welch, DO
Mary Welesko
Robin Wells
Tamara Wernham
Katie Whitacre
Nora Whitney
Stacy Whyte
Chanda Wiedrick
Brigid Wiley
Regina Williams
Ebony Williams
Margaret Williams
Jameie Williams
Meredith Williams
Deborah Williamson
Jennifer Wimmer
Taylor Winchell
Fay Winchell
Louisemary Witcher-
Schoonmaker
Alison Wolff
Carol Wood
Sarah Wood
Diana Woods
Christa Woods
Catherine Wortmann
Debra Wright
Renee Wurstner
Yvonne Wustrack
Janice Wynter
Dorcas Yates
Laurie Yorke
Aubrey Young
Catherine Zamora
Xoana Zampieri
Brandy Zatlo
Patti Zeitler
Tracy Zeller
Jennifer Zingo
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Cary Acopiado
Margaret Adler
Kathie Anderson
Grace Arce
Ashley Atkinson
Sharon Baker
Kathy Baker
Janeen Ball
Mary Baoku
Sharon Barber
Merlene Barton
Laura Bauer
Mary Baur
Elmer Bautista
Laura Berger
Lora Bierce
Tammy Bobbitt
Colleen Bonsack
Deborah Boucher
Sarah Bradley
Re’Jane Branch
Lisa Brening
Helen Brennen
Diana Briggs
Crystal Brocksmith
Glenn Buckner
Marlene Burgos
Stewart
Tobi Burie
Carole Burke
Loretta Bushnell
Lindsay Cabras
Fides Capuyan
Dawn Cash
Olga Catarino
Susan Checki
Karen Chesbro

Dawna Cheshire
Carmen Chill
Mary Cohen
Susan Cole
Charlotte Coleman
Isabel Contreras
Barbara Contri
Carrie Crandall
Mary Craven
Amy Creason
Lisa Crouse
Tracie Crowe
Lisa Cummer
Cortney D’Angelo
Susan Degear
Katherine DeRossett
Rena Diem
Karen Dilley-Dunn
Helen Dolan
Patricia Donahue
Eileen Donatelli
Misty Donnelly
Nancy Drallmeier
Richelle Duplanitis
Suzanne Dupont
Adrienne Dykeman
Titus Egbejimi
Melissa Estain
Laurie Etherington
Bridget Falk
Tricia Feenstra
Theresa Ferrante
Michelle Fillion
Jenna Finney
Roxanna Fiore
Craig Fockler
Christine Frederick

Michelle Frink
Amy Gavinski
Eileen Gemmell
Lauretta Gifford
Barbara Gilliam
Maria Gonzalez
Kari Graceland Ritter
Miranda Gray
Andrea Gregory
Mary Groeschen
Sheila Groves
Shannon Hamel
Marcella Harper
Julie Hartman
Lisa Hasenbank
Diane Heasley
Kelly Heinbuch
Shelley Henry
Ma Hermoso
Dinah Herrick
Melissa Herrington
Patricia Hiles
Brent Hilgeman
Mary Hillyer
Barbara Jach
Laure Jacobsen
Lynn Jacquard
Gertrude Janssen
Kathy January
Julie Jenson
Heather Johnson
Cindy Johnson
Jeffrey Kaplan
Bonnie Kim
Terry Kiskaden
Jennie Klassa
Patricia Klingen
Laurencia Klipfel
Tracy Kosanke
Wendy Kujawa
Ann Kurka
Terrance Kusserow
Lannette Ladwig

Theresa Lang
Joan Lantz
Stacy Laskey
Debra Lathrop
Kristie Latka
Susan Leach
Lisa Lewandowski
Lindsey Lindsey
Glauce Lira
Lisa Lisante
Penny Littleton
Sophia Livaditis
Barb Lupo
Debra Manahan
Victoria Marcus
Barbara Matheson
Brenda Mayer
Lana Meeks
Carla Miller
Amy Mitchum
Kathleen Montini
Melanie Moore
Kimberly Morgan
Kathleen Morris
Kathleen Mullaney
Holly Murray
Stephanie Nachreiner
Maria Navarra
Nina Nguyen
Mark Nylund
Diane Oesterreich
Kristin Olson
Fatemeh Osouli
Maria Palasz
Llena Perez
Carolyn Pesko
Alice Peterson
Gail Peterson
Karen Petrosino
Jaime Pilar MD
Lakshmi Pirez
Angela Poole
Dawn Poole

Recertified  certificants 
Below are WCC, DWC, and OMS certifi-
cants who were recertified in October
and November 2013.



Melissa Pooler-
Sherrill

Ana Popovic
Maria Posa
Isaias Prieto
Amy Race
Donna Reich-

Woolley
Bridget Reilly
William Richlen
Carol Rustebakke
Rose Sainz
Kristina Salm
Alice Sanchez
Cynthia Sanchez
Terryl Santkuyl
Linda Schaffter
Huda Scheidelman
Doriann Schell

Layla Schlageck
LeAnn Schlamb
Lisa Schreiber
Cindy Schultz
Ann Schulz
Mark Schumaker
Julie Schwake
Charlene Shane
Sondra Shore
Colette Simon
Brittany Simonton
Lisa Smith
Patricia Spino
Jill Stafford
Judy Stanley
Kimaley Stapleton
Karen Statom-

Anderson
Cynthia Stevenson

Allen Stevenson
Jennifer Suchla
Shannon Sullivan
Myrna Swanson
Linda Swanson
Beny Tadina-Himes
Teresa Taylor
Carol Taylor
Kimberlee Taylor
Raenell Thomas
Cathy Thornton
Debra Tomlinson
Kathryn Tynan
Karen Van Dien
Bo Vang-Yang
Patti Vigness
Michele Voelker
Christin Waldburger
Jane Watters

Annette Webster
Sharon Weddel
Janet Welch
Mary Welesko
Allison Wetzel
Brigid Wiley
Jennifer Wimmer
April Wolleson
Elizabeth Wright
Anthony Wright
Yvonne Wustrack
Laurie Yorke
Xoana Zampieri

n

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.



“Mom, I miss you so much…”
Type 2 diabetes steals the lives we cherish most.

You have a lot to live for.  Stop Diabetes®.  For yourself, and the people you love.

http://www.diabetes.org/diabetes-basics/prevention/checkup-america/?utm_source=Offline&utm_medium=Print&utm_content=checkupamericaorg&utm_campaign=CUA/
http://www.diabetes.org/diabetes-basics/prevention/checkup-america/?utm_source=Offline&utm_medium=Print&utm_content=checkupamericaorg&utm_campaign=CUA/
www.strokeassociation.org

