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Come join us at the WOW conference, appreciate being in the company of other wound care 
clinicians, and enjoy the inspiration and passion of colleagues and industry leaders.  

We can’t wait to see you there!
For more details call 1-888-318-8536 or visit us at www.woundseminar.com

National Wound Conference

Sept, 2-5
HOTEL
LAS VEGAS

Let’s face it, not everyone gets excited about wound care.  
Not everyone can look at graphic wound photos while eating lunch with friends. But for those of us who can—for those of us 
who want to learn and study the art of healing of wounds—well, we get each other. 

That’s why attending the Wild on Wounds (WOW) 2015 National Wound Conference in Las Vegas, Sept. 2-5, is so valuable to 
all clinicians interested in wound care. It is the place to be to enhance your knowledge and learn about all the new products 
and technologies.  

1  Catch THE buzz.  
 Find out what’s hot in wound care, including new  
 products, guidelines, resources and tools. 

2  Improve those mad skills.  
 Amaze yourself with how elevated your clinical skills  
 will be, thanks to a powerful lineup of interactive and  
 advanced how-to sessions, along with plenty of hands- 
 on workshops.  

3  Meet your people.  
 WOW provides the kind of networking opportunities  
 that allow you to truly engage with others in a  
 meaningful way. 

4  Be the best you can be.  
 All of us in health care need to maintain a competitive  
 edge – for your organization, and for your patients.  
 At the WOW conference you’ll be able to do amazing  
 things, like review challenging wound cases through  
 dramatic, interactive mock court trials.

5  Have fun!  
 Wound care is serious business. Give yourself the gift  
 of this conference as a way to revitalize, reenergize  

 
 time to laugh, meet new people and enjoy each other  
 in an unparalleled way. 

Top
reasons
you should
attend
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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 and
a 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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Consider writing an article!
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From the
EDITOR

Pressure ulcers have been a health
concern for a long time—since at
least 5,000 years ago, when evi-

dence of a pressure ulcer was found on
an ancient Egyptian mummy. But not un-
til 1975 did the staging classification sys-
tem we’re familiar with begin. This sys-
tem was designed to make things easier
by creating a universal way to describe
and communicate the various levels of
tissue destruction.           

In my travels and work as a wound
care educator, the questions I’m asked
most frequently relate to pressure ulcer
staging. How can this be, given that the
staging system was supposed to make it
easier for us? Most wound care clinicians
who live and breathe wound care
24/7 (the experts) can probably
stage a pressure ulcer in their
sleep. But the staging struggles of
nonexpert clinicians make staging
the wound experts’ problem. In
many facilities across the country,
staging is so challenging that
some wound care experts have
forbidden anyone else in their fa-
cility to document a pressure ul-
cer’s stage in the medical record.
As desirable as this may sound to
some of us, I don’t think this ap-
proach is practical. One person
can’t be everywhere at once. 

To stage a pressure ulcer accu-
rately, you need to understand
the anatomy and physiology of

tissue destruction and be able to interpret
what you see. I don’t have all the an-
swers to the staging problem, but I have
identified a few issues clinicians find
most confusing—differentiating stage II
and stage III pressure ulcers, suspected
deep tissue injury, and restaging and
downstaging. Here are a few tips that
may help. 
• Stage II pressure ulcers are pink and

partial thickness, without necrotic tis-
sue (yellow or black). Tissue destruc-
tion is seen through the epidermis and
into, but not through, the dermis. (See
Stages of pressure ulcers.) In contrast,
stage III pressure ulcers involve tissue
destruction through the dermis and into

Tips on staging pressure 
ulcers 
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the subcutaneous tissue. Of course,
there’s no dotted black line showing
where epidermis and dermis end, so
we have to rely on our knowledge of
anatomy: The epidermis is thinnest on
the eyelids (0.05 mm) and thickest on
the palms and soles (1.5 mm). The der-
mis is thinnest on the eyelids (0.3 mm)
and thickest on the back (3.0 mm). By
comparison, a single sheet of copy pa-
per is 0.1 mm thick, while a U.S. penny
is 1.5 mm thick.

• A deep tissue injury is a localized area
of intact, discolored skin (purple or
maroon) or a blood-filled blister. Intact
is the key word. Once the skin opens,
the wound must be reclassified as un-
stageable, stage III, or stage IV. Deep
tissue injury implies tissue damage at
the subcutaneous level or deeper, so it
can’t possibly be a stage II wound.

• Reverse or downstaging doesn’t accu-
rately characterize what’s occurring in
the ulcer. Stage III and IV pressure ul-
cers heal by filling in with granulation
(scar) tissue—not new dermis and sub-
cutaneous tissue. Therefore, the staging
system definitions can be used only 
one way—as the wound progresses—
and not in reverse, as the wound
heals. A stage IV pressure ulcer can’t
become a stage III, stage II, or subse-
quently stage I ulcer. When a stage IV
ulcer is healing or healed, it should be
classified as a healing or healed stage
IV pressure ulcer—not a stage I or
stage 0 pressure ulcer. 

• Progression (worsening) of tissue de-
struction follows an upward scale of
the staging system—from least to
worst: stage I, stage II, stage III, and
stage IV (the deepest level of tissue de-
struction). Unstageable and suspected

deep tissue injuries are categories, not
stages. Based on their definitions, they
would be equal to or greater than a
stage III ulcer. In other words, they
can’t be recategorized as stage I or II
ulcers. 

The staging system isn’t perfect and
still has many gray areas, but for now
this is the internationally accepted tool
we need to use. When staging gets con-
fusing or falls into a gray area, I find it’s
best not to overthink things. Instead, go
back and reread the basic definitions. For
answers to other staging questions, check
out the article “FAQs for pressure ulcer
staging”. 

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

Editor-in-Chief
Wound Care Advisor

Cofounder, Wound Care Education Institute
Plainfield, Illinois

Selected references
National Pressure Ulcer Advisory Panel. The Facts
about Reverse Staging in 2000: The NPUAP Position
Statement. http://iwa.joerns.com/docs/HTML/
education/documents/Facts_about_Reverse_Staging
_in_2000.pdf

National Pressure Ulcer Advisory Panel, European
Pressure Ulcer Advisory Panel, and Pan Pacific Pres-
sure Injury Alliance. Prevention and Treatment of
Pressure Ulcers: Clinical Practice Guideline. Haesler
E, ed. Osborne Park, Western Australia: Cambridge
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Leg revascularization fails to
improve outcomes in nursing
home patients

Lower-extremity revascularization often
fails to improve outcomes in nursing home
patients, according to an article in JAMA
Internal Medicine.    

“Functional outcomes after lower extremity
revascularization in nursing home residents:
A national cohort study” found that few pa-
tients are alive and ambulatory a year af-
ter surgery, and those who are alive have
little, if any, gain in function. The study,
which included 10,784 patients, was based
on data from nursing homes participating
in Medicare or Medicaid.

The results indicate that the decision to
have surgery should be made after consid-
ering several factors, including goals for
care, such as pain relief. However, the re-
searchers note that ambulation “may not
be the primary objective of treatment and
may be impossible to obtain.”   

Risk score for amputation
developed

Researchers have developed a risk score
for amputation that can be easily used in
clinical practice, according to an article in
Diabetes Care. The Eurodiale score ranges

from 0 to 4.5, with a higher score reflect-
ing a greater risk. 

“Predictors of lower-extremity amputation
in patients with an infected diabetic foot ul-
cer” notes that the new score may have
better prognostic accuracy than the Inter-
national Working Group on the Diabetic
Foot classification system, but more re-
search is needed.

Infection prevention guidance for
hospital visitors released

The Society for Healthcare Epidemiology
of America has published “Isolation pre-
cautions for visitors” in Infection Control &
Hospital Epidemiology. The guidance is in-
tended to reduce the potential for visitors
in healthcare facilities to spread infections.  

Recommendations include hand hygiene
before entering and after leaving a pa-
tient’s room and using surgical masks
when visiting patients under droplet or
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airborne precautions. Guidance based on
pathogen type is also provided. 

Weekend admission increases risk
of HACs

A study in BMJ reports that weekend ad-
mission to the hospital increases the likeli-
hood of hospital-acquired conditions
(HACs), cost, and length of stay.   

“Incidence of ‘never events’ among week-
end admissions versus weekday admissions
to US hospitals: National analysis” notes that
after adjusting for patient and hospital co-
factors, the probability of having one or
more HACs is more than 20% higher in
weekend admissions compared with
weekday admissions.

Position statement on diabetes
self-management education
released

“Diabetes self-management education and

support in type 2 diabetes: A joint position
statement of the American Diabetes Associa-
tion, the American Association of Diabetes
Educators, and the Academy of Nutrition and
Dietetics,” published in Diabetes Care, in-
cludes an education algorithm that defines
when, what, and how diabetes self-man-
agement education and support should be
provided for adults with type 2 diabetes.   

The algorithm notes four critical times
to “assess, provide, and adjust diabetes
self-management education and sup-
port”—diagnosis, annual assessment,
when new complicating factors occur, and
when transitions in care occur. It also con-
tains action steps and notes detailing
when the primary care provider or spe-
cialist should consider referral.

EPO may improve some outcomes
for SCI patients with pressure
ulcers

Recombinant human erythropoietin (EPO)
may improve outcomes for some patients
with spinal cord injuries (SCI) who have
chronic pressure ulcers, according to a pi-
lot study in Ostomy Wound Management. 

“The prevalence of anemia of chronic dis-
ease in patients with spinal cord injuries and
pressure ulcers and the impact of erythropoi-
etin supplementation on wound healing: A de-
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scriptive pilot study” reports that the preva-
lence of pressure ulcers in the SCI outpa-
tient population is at least 35%, and the
authors recommend greater vigilance of
patient nutrition.  

Cilostazol may prevent foot ulcers
in patients with diabetes

The International Wound Journal has
published “Cilostazol prevents foot ulcers in
diabetic patients with peripheral vascular
disease.”     

The study, which included 31 patients
without claudication who did not receive
cilostazol and 47 patients with claudica-
tion who received cilostazol for 24 weeks,
had a median follow-up of 16 months.
During the follow-up, 4% of the patients
who received cilostazol had the start of
foot ulceration, compared with 35% of
those who did not receive the drug.

Risk factors for surgical wound
dehiscence identified

“Determining risk factors for surgical wound
dehiscence (SWD): A literature review,” in
International Wound Journal, reports that

obesity and wound infection, particularly
in the case of abdominal surgery, are the
most common risk factors for surgical
wound dehiscence, based on an analysis
of 15 papers.    

However, the researchers found limited
reporting of variables associated with
SWD across other surgical domains, a lack
of risk assessment tools, and a lack of
clarity in the definition of SWD.

Tap water effect in reducing
colonization of skin wounds
studied

Skin wound irrigation with tap water leads
to further reduction of gram-positive bac-
teria compared with 0.9% sodium chloride
sterile solution, with no difference in colo-
nization of hemolytic bacteria, gram-nega-
tive bacteria, and fungi, according to a
study in International Wound Journal.     

“Tap water versus sterile saline solution in
the colonisation of skin wounds” also found
that the colony-forming unit count before
and after irrigation was similar in wounds
irrigated with tap water and wounds irri-
gated with 0.9% sodium chloride sterile
solution. 

Topical hemoglobin spray
effective for chronic venous leg
ulcers

The study “Expected outcomes from topical
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haemoglobin spray in non-healing and wors-
ening venous leg ulcers,” published in the
Journal of Wound Care, found that topical
hemoglobin spray is more effective than
standard treatment alone.     

The researchers created simulated data
for 25,000 “patients” based on analysis of
36 patients who received standard care
and 36 who received standard care and
the hemoglobin spray. They then used the
data to forecast healing outcomes over 12

months, with 85% of wounds that received
the spray expected to heal compared with
13% in the standard-care group.

Factors affecting closure of
temporary ileostomies identified

End ileostomy and intra-abdominal ab-
scess delay reversal of temporary
ileostomies, according to a study in the
International Journal of Colorectal Disease. 

“Factors affecting timing of closure and
non-reversal of temporary ileostomies” iden-
tified age, end ileostomy, higher body
mass index, and preoperative radiotherapy
as factors for nonreversal. 

Of the 485 ileostomies that were in-
tended to be temporary, 26% remained
permanent. ■

   Anasept® Antimicrobial Skin & Wound Gel
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Escherichia coli
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As wound care clinicians, we are
trained—and expected—to 
help heal wounds in patients
of any age and to achieve

positive outcomes. Basic wound-healing
principles apply to all patients, whatever
their age or size. The specific anatomy
and physiology of vulnerable pediatric
patients, however, requires detailed

wound care. Unfortunately, little evi-
dence-based research exists to support
and direct the care of pediatric patients
with pressure ulcers. This article de-
scribes efforts to reduce pressure ulcers
in pediatric patients at Driscoll Children’s
Hospital (DCH) in Corpus Christi, Texas.  

Making a change
DCH began tracking pressure-ulcer inci-

dence and prevalence in 2010. Data col-
lected by the hospital’s pressure-ulcer
prevention specialists showed a high rate
of pressure ulcers in the neonatal and
pediatric intensive care units. At that
time, the hospital lacked a specific pres-
sure-ulcer prevention plan. When it
joined the National Database of Nursing
Quality Indicators®, leaders decided to
create a time-specific measurable goal—
to decrease pressure ulcers by 50% with-
in 18 months of implementing a preven-
tion program. 

DCH recruited me as their skin-care
and wound-prevention specialist to assist
the wound care collaborative team in cre-
ating the prevention program. The core of
the program is a multidisciplinary team
approach. Team members include a nurs-
ing administrator, physician, certified
wound ostomy nurse, wound-care certi-
fied nurses, nurse educators, skin-care
champions, physical therapist, occupation-
al therapist, dietitian, and representatives
of the materials management, environmen-
tal services, and case management depart-
ments. Called the SKIN team (short for
“Saving Kids’ Integument Now”), its motto
is “Prevention is critical.” The team in-
volves the patient’s family member or
guardian in developing and implementing
the plan of care. The pressure-ulcer pre-
vention program includes a bundle of
components that have reduced pressure
ulcers in adult populations, along with

    Preventing pressure 
    ulcers in pediatric 
    patients
      At one hospital, a multidisciplinary pressure-ulcer 
          prevention program has reduced incidence by 
          two-thirds.
                    By Roxana Reyna, BSN, RNC-NIC, WCC, CWOCN
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recommendations from the pediatric sec-
tions of the 2014 guidelines of the Nation-
al Pressure Ulcer Advisory Panel (NPUAP).

Assessment
As in adults, many factors contribute to
skin breakdown and pressure ulcers in
pediatric patients—duration and amount
of pressure, friction, shear, moisture, per-
fusion, malnutrition, infection, anemia,
and immobility. The 2014 NPUAP guide-
lines describe risk factors to assess for in
pediatric patients. (See Assessing risk in
pediatric patients.)   

Management  
The DCH pressure-ulcer prevention pro-
gram addresses physician, staff nurse,
and nurse-technician education; skin-care
regimen; nutritional optimization; appro-
priate support surfaces and patient repo-
sitioning; moisture management; and
guidelines for implementing care.  

Education
Pressure-ulcer prevention education is a
mandatory yearly competency for all
nursing and clinical staff. Physicians also
receive education on pressure-ulcer stag-
ing and proper documentation and cod-
ing of pressure ulcers. Quarterly skin-
care fairs teach staff about skin- and
wound-care products used at DCH, in-
cluding product selection. Staff can view
demonstrations on how to apply these
products and learn how to document
skin care in the electronic health record.
Also, they can get troubleshooting tips on
stoma care, gastrostomy-tube sites, and
diaper care. Home health agencies are in-
vited to attend the fairs as part of an out-
reach to promote continuity of care. 

Skin-care regimen
DCH has standardized its skin-care line
for use with patients ranging from the
smallest, most fragile neonates in the
neonatal intensive care unit to young

adults. Product evaluation on our neona-
tal patients found no adverse reactions
over thousands of applications. The skin-
care products we use are made for sensi-
tive skin and contain natural oils and
botanicals that provide cleansing, nour-
ishment, and moisture.   

Optimizing nutrition
Patients at risk for pressure ulcers require
adequate nutrition and hydration; the plan
of care must address these needs. Nutri-
tional supplements, including parenteral
and enteral supplements, are used as
needed to meet children’s nutritional goals. 

Appropriate support surfaces
As part of our pressure-ulcer prevention
program, we assessed all mattresses and
surfaces in warmers, isolettes, cribs,
bassinettes, and standard hospital beds.
We found the mattresses in our pediatric
intensive care unit (PICU) were years old-
er than manufacturers’ recommendations. 

In light of the limited sizes available
and minimal literature on neonatal and

To evaluate pressure-ulcer risk in pediatric patients,
guidelines from the National Pressure Ulcer
Advisory Panel (NPUAP) recommend clinicians
perform an age-appropriate assessment that
includes: 
• activity and mobility levels
• body mass index, birth weight, or both
• skin maturity
• ambient temperature and humidity
• nutritional indicators
• perfusion and oxygenation
• presence of an external device
• duration of hospital stay.

NPUAP also recommends assessing the patient’s
skin at least daily and after procedures for changes
related to pressure, friction, shear, and moisture. Be
sure to examine the skin under and around medical
devices at least twice daily for signs of pressure
injury.

Assessing risk in pediatric patients 
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pediatric support surfaces, we asked a
company to make prototypes for neonate
and infant surfaces. Before finalizing our
purchase decision, we conducted a small
study to evaluate the pressure redistribu-
tion of support surfaces and outcomes by
performing pressure mapping on multiple
pressure-redistribution surfaces—standard
foam, high-resiliency multilayered pres-
sure redistribution foam, and viscoelastic
multilayered pressure-redistribution foam.
To determine the effectiveness of each
surface, we used pressure mapping with
an X3 sensor. A comparison of average
pressures (mm Hg) found viscoelastic
multilayered surfaces provided the great-
est pressure redistribution and had lower
average interface pressures. 

Based on these results, we chose a
true pressure-redistribution mattress for
our special populations. All PICU mat-
tresses have been upgraded to a non-
powered pressure-redistribution mattress
replacement system with self-adjusting
technology. Remaining standard beds
have been converted to an innovative
mattress replacement system. Although
the mattresses are made from the best
performance materials, repositioning pa-
tients every 2 hours and as needed re-
mains an important nursing intervention
in preventing pressure ulcers.

Moisture management
DCH replaced cloth pads with disposable
underpads manufactured with a new
tech nology that keeps the patient dry by
wicking away moisture. Barrier creams

are used for the diaper area to help pro-
tect skin integrity.

Getting results 
Data show that since DCH implemented
its pressure-ulcer prevention program,
our pressure-ulcer incidence has fallen
66%. These results show pressure ulcers
can be prevented by identifying patients
at risk and implementing appropriate
prevention strategies. At DCH, our ulti-
mate goal is zero hospital-acquired pres-
sure ulcers.                                        ■

Roxana Reyna is a skin and wound care spe-
cialist at Driscoll Children’s Hospital in Corpus
Christi, Texas.
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Comprehensive
skin assessment  
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.
Here’s an overview of performing a com-
prehensive skin assessment.  

In the healthcare
setting, a com-
prehensive skin

assessment is a
process in which the
entire skin of a patient
is examined for abnormal-
ities. It requires looking at and touching
the skin from head to toe, with a particular
emphasis on bony prominences and skin
folds. Comprehensive skin assessment is
repeated on a regular basis to determine
whether changes in the skin’s condition
have occurred. The goal of a skin assess-
ment is to identify problem areas promptly
for treatment and prevention.

The answers to the questions below will
help ensure your skin assessments are truly
comprehensive.

When and how often should I
perform a comprehensive skin
assessment? 
• As soon as possible but within 8 hours

of admission (or first visit in community
settings)

• Ongoing based on the clinical setting
and the patient’s degree of risk

• More frequently in response to any 
deterioration in the patient’s overall
condition

• Before the patient’s discharge

What are key points I should
remember?
• Take advantage of every patient en-

counter to evaluate part of the skin.
Each time the patient is repositioned is
an opportunity to conduct a brief skin
assessment.

• Ensure adequate light. Use natural or
halogen light, not fluorescent. Fluores-
cent light imparts a bluish tone to dark
skin, making it harder to see skin
changes. 

• Use an additional light source, such as
a penlight, to illuminate hard-to-see
skin areas, such as the heels or sacrum.

• Inspect the skin under and around med-
ical devices (e.g., tubing, splints, com-
pression stockings) at least twice daily
for signs of pressure-related injury on the
surrounding tissue. Conduct more fre-
quent assessments in patients vulnerable
to fluid shifts and in those exhibiting
signs of localized or generalized edema.

• Remember that you can combine the
skin inspection with other assessments.

How do I do the assessment?
• Explain to the patient and family that
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you will be looking at his or her entire
skin and explain the purpose—to iden-
tify potential problems.

• Perform the assessment in private. 
• Minimize exposure of body parts during

the skin assessment.
• Conduct a systematic, head-to-toe as-

sessment, with particular focus on skin
overlying bony prominences, such as
the sacrum, ischial tuberosities, greater
trochanters, and heels. Check skin
folds, between fingers and toes, and
under and around medical devices for
skin integrity. 
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A comprehensive skin assess-
ment should include the fol-
lowing:

Skin color
• Know the patient’s normal

skin tone so that you can
evaluate changes.

• Look for differences in col-
or between comparable
body parts, such as left
and right legs.

• Depress discolored areas
to see if they blanch.

• Check for redness or hy-
perpigmentation (areas of
skin that are darker than
surrounding areas), which
may indicate infection or
increased pressure.

• Look for paleness, flushing,
and cyanosis.

• Remember that changes in
coloration may be particu-
larly difficult to see in dark-
ly pigmented skin. It’s not
always possible to identify
redness on darkly pigment-
ed skin, so localized heat,
edema, and change in tis-
sue consistency in relation
to surrounding tissue (e.g.,
induration [hardness]) are
important indicators of ear-
ly pressure damage to the
skin in patients with darker
skin. 

Skin temperature
• Use the back of your hand

to assess skin temperature
for coolness or warmth. 

• Compare symmetrical

body parts for differences
in temperature.

Edema 
• Determine if edema is uni-

lateral or bilateral.
• Grade pitting edema by

firmly applying pressure in
the edematous area for 5
seconds, then releasing the
pressure. The grade is
based on the indentation
that remains in tissues:
1+ (mild): 2-mm depres-

sion, 
barely detectable; 
immediate rebound

2+ (moderate): 4-mm deep 
pit; a few seconds to 
rebound

3+ (severe): 6-mm deep
pit; 
10 to 12 seconds to
rebound

4+ (very severe): 8-mm 
very deep pit; more 
than 20 seconds to 
rebound.

Turgor
• Keep in mind that poor

skin turgor is sometimes
found in patients who are
older, dehydrated, or ede-
matous or who have con-
nective tissue disease. 

• To assess skin turgor, pinch
the skin near the clavicle or
forearm so the skin lifts up
from the underlying struc-
ture; then let the skin go. 

• If the skin quickly returns
to place, skin turgor is 

normal. 
• If the skin does not return

to place but stays up, it’s
referred to as “tenting,”
which is abnormal. 

Moisture
• Touch the skin to see if it’s

wet or dry, or has the right
balance of moisture. 

• Check if the skin is oily.
• Look for water droplets on

the skin and check if the
skin is clammy.

• Determine whether these
characteristics are localized
or generalized.

• Note any odors.

Skin integrity
• Look to see if the skin is in-

tact, without cracks or
openings.

• Determine whether the
skin is thick or thin.

• Look for bruising and signs
of pruritus (itching) such as
excoriations from scratch-
ing.

• Check for lesions and, if
present, whether they’re
raised or flat.

• Note disruptions in the
skin. If a skin disruption is
found, identify the type of
skin injury. 

• Assess for change in tissue
consistency in relation to
surrounding tissue.

• Ask the patient if he or she
is experiencing discomfort,
pain, itching, tingling, or
numbness.

What to include in every skin assessment



• Include the factors detailed in What to
include in every skin assessment.

• Document the findings of all skin as-
sessments for communication and track-
ing. You can download a Weekly skin
assessment form here. (See Weekly skin
assessment.)  

Protecting your patients
A comprehensive skin assessment is essen-
tial to detecting early signs of skin break-
down. By using the techniques in this arti-
cle, you can protect your patients from
harm and ensure they receive prompt
treatment for identified problems. ■
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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), © 2015.
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CASE STUDY: 

Early detection
and treatment
quickly resolves a
deep tissue injury   
By Todd Zortman, RN, WCC, and James Malec, PhD

Pressure ulcers are a chronic health-
care burden for both patients and

pro viders. Over 2.5 million patients in the
United States are affected annually by
pressure ulcers, with nearly 60,000 of
those cases directly resulting in death.
From a provider’s perspective, the cost of
individual care ranges anywhere from
$500 to $70,000 per pressure ulcer, which
translates to annual costs in the U.S. ap-
proaching $11 billion.  

Many of the complications caused by
pressure ulcers occur with the most seri-
ous types—those in the stage III and IV
category, which includes full-thickness
skin and tissue loss. Frequently, stage
III/IV pressure ulcers are a direct result
of deep tissue injuries (DTIs). DTIs are
caused by damage of subcutaneous tissue
under intact skin due to pressure or
shear that compromises tissue perfusion.
The deeper the tissue injury, the more
likely it will progress to a stage III/IV
pressure ulcer. 

Since DTIs commonly present superfi-
cially and progress rapidly, early identifica-
tion and treatment are important to reduce
risk of complications. But early identifica-
tion is challenging because of the delay
between occurrence of a DTI and its ap-
pearance on the skin’s surface. And until

recently, early interventions have been lim-
ited to off-loading and good skin care. 

This case study demonstrates how two
new technologies (infrared scanning with
the WoundVision Scout™ and noncontact
low-frequency ultrasound provided by
MIST Therapy®) can be used to identify
and resolve DTIs even in high-risk patients.

A challenging patient
Mr. Johnson*, a 57-year-old male who had
experienced a spinal cord injury and verte-
bral artery dissection when he fell from a
scaffold at work, was admitted to the Reha-
bilitation Hospital of Indiana (RHI) in Indi-
anapolis about 8 months after his fall. His
injuries resulted in tetraplegia, neurogenic
bowel and bladder, frequent urinary tract
infections, and orthostatic hypotension.      

Mr. Johnson’s admission to inpatient re-
habilitation was delayed by his multiple
medical problems. He was initially dis-
charged from acute care to a skilled nurs-
ing facility, but required several acute-care
rehospitalizations during the first 8 months
after his injury. During his last hospitaliza-
tion, he also developed a large stage IV
sacral pressure ulcer, which was treated
with negative pressure therapy. The ulcer
was 90% healed when Mr. Johnson was
transferred.    
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Rehabilitation admission 
assessment  
During the admission assessment, the clini-
cian inspected Mr. Johnson’s skin closely,
paying particular attention to the ulcer as
well as areas at high risk for further injury.
In addition to inspection and palpation, the
clinician used the Scout device to scan
high-risk areas, such as heels, ischial tu -
berosities, sacrum, and hips, to potentially
identify other problem areas. The Scout de-
vice provides digital and infrared images.
(See Scouting out problems.)  

Infrared imaging revealed a “cold” spot
(relative to adjacent tissue) on the right up-
per buttock, although no changes on the
skin surface were visible to the naked eye.
(See Detecting a change.) A repeat scan
confirmed the results, identifying a new
suspected DTI (sDTI), which the clinician
could palpate. The area of induration on
the right upper buttock was 3 × 3 cm, and
the location matched the infrared-imaged
sDTI. The sDTI correlated to where the
bend in a cardiac chair used during hospi-
talization would cause pressure to Mr.
Johnson’s skin, so a DTI was confirmed. 

Taking action
MIST Therapy is an evidence-based treat-
ment for DTI that combines stimulation
with noncontact low-frequency ultrasound
(NLFU) and simultaneous application of a
saline mist. Studies indicate that MIST Ther-
apy removes barriers to healing by disrupt-
ing biofilm and reducing bacteria, inflam-
mation, and matrix metallopeptidase 9.
Treatment with MIST Therapy also en-
hances blood flow through vasodilation and
angiogenesis, increases collagen deposition,
and stimulates the release of growth factors.

Mr. Johnson had daily noncontact treat-
ments with MIST Therapy. Therapy was
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The Scout™, manufactured
by WoundVision, is a
noninvasive, nonradi-
ating device that pro-
vides digital imaging
for measuring wound size
(length, width, surface area,
and perimeter) as well as
long-wave infrared scanning
for measuring the thermal in-
tensity (temperature) of an
area on the body. Digital and
infrared images are captured
simultaneously to provide
congruent anatomic and physiologic views. The
images and associated data (for example,
wound dimensions and temperature) can be
stored in a secure online database for examina-
tion over time. 

The infrared image of the wound or
suspected area of damage obtained with the
Scout device is compared to adjacent healthy
tissue. Because the temperature of injured or
infected tissue differs from that of healthy
tissue, this comparison provides an index of the
healing status of the wound. The infrared image
may show injured tissue below the skin surface
before it’s apparent on visual inspection. 

Scouting out problems  

Note that the skin appears intact in the left
photograph, but infrared imaging (right) reveals
a suspected deep tissue injury.

         Visual image              Infrared image
   (early identification)   (early identification)

Detecting a change  



limited to 2 hours two times per day, and
was done in a tilt-in-space wheelchair
with a ROHO cushion. Each treatment ses-
sion lasted 6 minutes, with the MIST de-
vice set at 30 to 90 cm2. 

A barrier ointment containing balsam of
Peru was applied twice daily to the but-
tocks and peri areas, and the patient’s
time in a wheelchair was limited. Mr.
Johnson also got out of bed for showers
and to use the bathroom as part of his
bowel program. 

After 3 days, repeat infrared imaging
found no signs of DTI, suggesting com-
plete resolution. (See Resolution of deep
tissue injury.) Before discharge, Mr. John-
son completed SCI Family Training with
his wife, daughter, and son-in-law. He
was discharged home with family and
home health care to provide respite for
his working wife.

Looking to the future
In this case, the combination of early identi-
fication provided by a camera with ad-
vanced infrared technology and early treat-
ment with NLFU allowed for quick res olu-
 tion of a DTI before evidence of the problem
was visible on the skin surface. This quick

action prevented an open pressure ulcer. 
The discovery of Mr. Johnson’s DTI il-

lustrates that infrared scanning technology
offers the possibility of routine examina-
tion of high-risk body areas in patients at
high risk for occult DTIs. Early identifica-
tion supports early intervention with state-
of-the-science treatment technologies be-
fore the DTI becomes visible.

At RHI, we are in the process of devel-
oping a protocol for routine infrared scan-
ning of high-risk areas in patients with
mobility impairments. The goal is to iden-
tify DTIs as early as possible to limit exac-
erbation and shorten required treatment
time. This type of protocol should also
help determine the frequency of occult
DTIs and whether, with early intervention,
rates of pressure ulcers and rehospitaliza-
tion due to DTI can be reduced over a
consecutive series of patients. ■

Todd Zortman is a wound care RN/WCC and
James Malec is research director at Rehabilita-
tion Hospital of Indiana in Indianapolis. 

*Patient’s name is fictitious.
Images provided by WoundVision.
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Note that neither visual inspection nor infrared
imaging shows signs of deep tissue injury.

         Visual image              Infrared image
       (posttreatment)           (posttreatment)

Resolution of deep tissue injury  



CASE STUDY: 

Working under a
time crunch in a
short-stay facility   
By Janet Wolfson, PT, CWS, CLT-LANA

After landing my dream job as the
wound care coordinator at an inpa-

tient rehabilitation facility (IRF), I found
myself trying to determine how much heal-
ing could be achieved for our more chal-
lenging patients, given the constraints of
reimbursement and what can be done in
the typical 10 to 14 days of a patient stay.  

Here’s an example of how I worked
with our team to help one of these chal-
lenging patients.

Mr. B arrives
Mr. B was a Medicare patient admitted to
the IRF after months of hospitalization for
bilateral diabetic foot ulcers (DFUs) on the
plantar surfaces, diabetic neuropathy, bi-
lateral lower extremity lymphedema ele-
phantiasis, gangrene, bilateral fungal infec-
tion with thick fungal scale and callus
from the toes to the upper calves, end-
stage renal disease (ESRD), heart failure
(HF), coronary artery disease, a stage IV
pressure ulcer in the sacral area, acquired
polymyopathy, and methicillin-resistant
Staphylococcus aureus (MRSA).       

If I had high-tech ultrasonic debriders,
skin substitutes, growth factors, and 4
hours to dedicate to Mr. B each day, I
knew I could have a significant impact.
But a reality check focused me to think
about what I could do in a few short
weeks to accelerate the healing journey of

this man: What were realistic short-term
goals?

Closure of his complicated wounds
couldn’t be the goal, so I decided that I
could reduce or remove necrotic tissue or
biofilm from his DFUs; disinfect and
bluntly remove the thick scale and callus
on his lower legs and feet that was com-
posed of fungus, dead tissue, and other
debris; prevent worsening of the pressure
ulcer; and increase granulation tissue and
epithelialization in his wounds. 

Edema was present bilaterally, but with
HF, MRSA, ESRD, and only 3 weeks be-
fore Mr. B’s expected discharge, I knew I
wasn’t going to be able to significantly ad-
dress this. After reflecting on previous
successful regimens used for similar pa-
tients and consulting colleagues who are
experts in wound care and lymphedema, I
embarked on a plan that included patient
education on lymphedema, pressure relief,
diabetic foot care, and skin care. I opti-
mized Mr. B’s treatment by reviewing
wound products available in our facility
and adding more as needed, promoting
good communication among staff stake-
holders, and reaching out to the commu-
nity for discharge planning. 

Stakeholders step up
I knew that I alone couldn’t provide
everything this patient needed. I identified
and sought to involve many members of
our facility’s wound team to maximize the
benefit of Mr. B’s rehab stay. Each of us
had an important contribution to make.      

As a certified wound and lymphedema
specialist, I was the cornerstone to opti-
mize Mr. B’s wound and lymphedema
care. My credentials and experience en-
abled me to determine the cause of his
pressure ulcer and DFUs, stage them, and
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know the phase of wound healing for
each. I removed necrotic and nonviable
tissue through a series of sharp debride-
ment of his DFUs and blunt debridement
via tongue blade on the leg scales. Mr. B’s
wounds progressed from the inflammatory
towards the proliferative phase, which in-
creased the healing rate. 

Our physicians and pharmacists ad-
dressed Mr. B’s MRSA with I.V. antibiotics.
The nephrologist and internist advised me
that because of Mr. B’s ESRD and HF, he
wasn’t a candidate for leg compression.
The dietitian maximized Mr. B’s nutritional

wound support within his disease-related
dietary restrictions. The nursing staff
tracked his blood glucose level and deliv-
ered medications to support wound heal-
ing; they also provided dressing changes. 

All staff, from certified nursing assistants
to therapists, promoted pressure relief and
provided direct hygiene and skin care
while teaching Mr. B so he could eventu-
ally take over his own care. The dialysis
nurse positioned Mr. B on a low-air-loss
mattress for pressure relief during dialysis. 

The RN admission assessment had pro-
vided me with Braden scores and a body
mass index so that I could order the prop-
er durable medical equipment (DME)
needed to relieve Mr. B’s pressure areas.
Our purchasing clerk provided the sup-
port surfaces and the appropriate bandage
supplies. Timely ordering and delivery of
supplies that were being used faster than
normal ensured Mr. B received the treat-
ment he needed. Access to the manufac-
turer’s catalog allowed me to request
wound cleansers, antimicrobial dressings,
and high-absorbency foams to enhance
Mr. B’s treatment and decrease frequency
of changes. Off-loading shoes allowed Mr.
B. to improve his mobility while protect-
ing his plantar ulcers. 

Ready for discharge
After a bit over 3 weeks, Mr. B was ready
for discharge. The short-term goals of re-
moving necrotic tissue, reducing biobur-
den, and increasing granulation had been
met. (See Wound improvement.) Because
complicated wounds can take much longer
to heal than a short inpatient stay allows,
knowledge of local resources to keep Mr.
B on a healing continuum was vital.      

Mr. B left our IRF knowing his expecta-
tions for wound healing and ongoing
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These photos show Mr. B’s right heel condition
on admission and before discharge. 

Wound improvement  

Note that on admission, Mr. B right heel had
eschar, as well as a thick layer of callus and

scale on the periwound skin. 

Note the epithelial progression and removal
of nearly all eschar, in addition to the healthy

periwound skin.



care. Printed instructions and predischarge
teaching were part of this. Communicating
his needs to case managers helped ensure
he was put in touch with community re-
sources. Community partners included
family members, nongovernment organiza-
tions for DME funding, diabetic educators,
podiatrists, wound centers, hyperbaric
technicians, lymphedema therapists, infec-
tious disease physicians, home care agen-
cies, and support groups. 

Making a difference
Because the Centers for Medicare & Medi-
caid Services constricts reimbursement and
incentivizes quality care, facilities maximiz-
ing patient benefits while being cost effec-
tive will have the edge in the marketplace,
particularly in the case of patients like Mr.
B. Now is the time for each IRF facility to
assess its wound care product inventory,
reflect on the facility’s team for provision
of wound care, and expand its network in
the community. Tracking readmissions
within 30 days back to the acute referral
source enables a facility to monitor prog -
ress. These actions can help ensure the fa-
cility can maximize patient outcomes and
be a leader in the community. ■

Janet Wolfson is a wound care coordinator at
HealthSouth Ocala in Florida.
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Have you seen legs like these in your
practice?    

These legs show lymphedema and
chronic wounds before treatment (left im-
age) and after treatment (right image)

with complex decongestive therapy
(CDT)—the gold standard of lymphede-
ma care. The patient benefited from mul-
tidisciplinary collaboration between
wound care and lymphedema therapists.  

Part 1 of this series (published in the
May-June edition) began a discussion of
the importance of multidisciplinary collab-
oration when treating lymphedema and
chronic wounds, explained how the anato-
my and physiology of the venous and
lymphatic systems support this concept,
and discussed the global impact of venous
stasis ulcers and lymphedema. In this arti-
cle, I revisit the goals common to lym-
phedema therapists and wound care 
clinicians, discuss how collaboration in
multidisciplinary treatment centers can en-
hance patient outcomes, and describe CDT
as an example of collaborative treatment. 

Benefits of a collaborative
treatment approach 
In 2012, Birkballe et al. published a study
describing the establishment, function,
and results of a multidisciplinary lym-
phedema center in Copenhagen, Den-
mark. The center serves as a university
hospital unit connected to the dermatol-
ogy and wound-healing departments.
Based on data analysis, the authors con-
cluded the center improves lymphedema

  A collaborative approach 
  to wound care and 
  lymphedema therapy: 
  Part 2
   A multidisciplinary approach can enhance your 
      practice and improve your patients’ quality of life.    
            By Erin Fazzari, MPT, CLT, CWS, DWC

before after
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management, knowledge, and awareness.
Its staff consists of:
• two full-time nurses trained as lym-

phedema therapists
• two part-time physicians with exten-

sive knowledge of dermatology and
lymphedema

• hospital-based part-time staff, including
dermatologists, surgeons specializing in
wound care, podiatrists who treat foot
and nail problems and customize
footwear, orthotists, laboratory techni-
cians, dietitians, physiologists, social
workers, occupational therapists, and
administration personnel.

During their first visit to the center, all
patients were seen by an experienced
nurse and physician. Based on the pa-
tient’s individual needs and condition,
other healthcare practitioners conducted
additional assessments. Data analysis
found all patients needed at least one ad-
ditional assessment and 92% needed at
least two. Patients with severe lymphede-
ma, complications, or uncertain diag-
noses received CDT in the outpatient
clinic or inpatient ward. When maximal
edema reduction and therapeutic benefit
were achieved, patients transitioned to
the second CDT phase and entered an
individual follow-up program.  

Birkballe et al. assert that the multidis-
ciplinary treatment center offers these ad-
vantages:
• multidisciplinary assessment at the first

visit
• easy access to relevant standardized di-

agnostic procedures carried out by ex-
perienced staff

• collaborative standardized treatment
plans for lymphedema and complica-
tions

• better continuity of care 
• improved lymphedema management,

knowledge, and awareness
• greater patient adherence and satisfaction
• increased possibilities for education and

training of all healthcare professionals 
• more opportunities for research and

quality assurance
• increased awareness and improved

care of patients. 

Role of CDT in addressing
common goals 
CDT was developed by German physi-
cians Michael and Ethel Foldi in the early
1980s to address the goals common to
wound care and lymphedema therapy: 
• reducing and stabilizing edema
• achieving ulcer healing
• preventing recurrence
• preventing infection
• maximizing tissue healing. 

CDT should be performed by a practi-
tioner who has had at least 135 hours of
advanced training in lymphedema, accord-
ing to the National Lymphedema Network.
(See NLN: A crucial resource.) CDT con-
sists of two phases. Phase 1, an intensive
treatment phase, aims to improve skin in-
tegrity and tissue texture, reduce edema,
and prevent infection. Phase 2, a mainte-
nance phase, aims to prevent wound and
edema recurrence, prevent long-term in-
fection, and improve quality of life.  

Phase 1 
This phase has four components: skin
and wound care, exercise, manual lym-
phatic drainage (MLD), and compression
bandaging with multi-layered, short-

The National Lymphedema Network (NLN)
provides “education and guidance to lymphedema
patients, healthcare professionals, and the general
public by disseminating information about risk
reduction and the management of primary and
secondary lymphedema.” NLN has published
position papers on lymphedema treatment and
training of healthcare practitioners. For more
information, visit www.lymphnet.org.

NLN: A crucial resource
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stretch bandages with foam.
When the patient’s edema reduction

plateaus, tissue texture improves, and
wounds heal, as assessed by frequent
volumetric measurements, tissue texture
assessments, and regular wound assess-
ment. Clinicians measure the affected
limbs and fit them for appropriate com-
pression garments for both daytime and
nighttime compression. Compression gar-
ments may include flat-knit compression
stockings, bandage alternative devices, or
both. This treatment transitions the pa-
tient to phase 2.

Phase 2
During this phase, the patient receives ed-
ucation on edema self-management, skin
care, and exercise. In some cases, as deter-

mined by the practitioner, the patient
learns how to perform MLD and uses an
intermittent pneumatic compression device
(IPC) at home. In about 6 months, patients
should visit the clinician for reassessment
and new compression garments.   

A systematic review of the literature
supports bundled CDT components as an
effective lymphedema treatment. Multi -
layered compression bandaging with
foam is a strong component of CDT for
edema reduction. A study by Partsch et
al. (2008) found a multilayered compres-
sion-bandage pressure of 38 mm Hg or
higher increased blood perfusion in the
normal limb. How this translates to pa-
tients with subcutaneous fibrosis with

combined venous and lymphatic edema
(phlebolymphedema) isn’t clear. However,
the authors concluded that in the stand-
ing position, higher pressures more effec-
tively narrow leg veins, reduce venous re-
flux, and enhance the venous pump.
Higher pressures suggest materials with
greater stiffness should be used, such as
short-stretch, multilayered compression
bandaging, custom flat-knit compression
garments, and bandage alternative de-
vices. Another study by Pawel et al.
(2013) concluded that IPC devices, stock-
ings, and multilayered bandaging are use-
ful and effective in treating venous leg ul-
cers, whereas two-layer, short-stretch
bandages and Unna boots are ineffective. 

A model for the future 
Literature on collaboration between lym-
phedema therapists and wound care cli-
nicians is minimal. Lymphedema manage-
ment has never belonged to any medical
specialty, and only recently have U.S. cli-

Compression bandaging for patient with 
lymphedema

Lymphedema
management has 

never belonged to any

medical specialty.



nicians become more aware of this disor-
der and its management. 

But that’s changing. If you Google
“lymphedema and wound care clinics in
the U.S.,” you’ll find more of these clinics
are being developed throughout the
country. Multidisciplinary centers with
collaborative teams have a place in the
future of health care. Consider how a
multidisciplinary setting for lymphedema
and wound care could enhance your
practice and improve your patients’ quali-
ty of life.  ■

Erin Fazzari is a physical therapist at Good
Shepherd Penn Partners: Penn Therapy and Fit-
ness, in Philadelphia, Pennsylvania. 
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Immobility as the
root cause of
pressure ulcers  
By Jeri Lundgren, BSN, RN, PHN, CWS, CWCN

Many factors can contribute to the
formation of a pressure ulcer, but

it’s rare that one develops in an active,
mobile patient. As the National Pressure
Ulcer Advisory Panel 2014 guidelines
state, “Pressure ulcers cannot form without
loading, or pressure on the tissue. Extend-
ed periods of lying or sitting on a particu-
lar body part and failure to redistribute
the pressure can lead to ischemia and
therefore tissue damage.” Thus, immobility
is frequently the root cause of pressure ul-
cer development.   

As clinicians, we need to assess all pa-
tients for immobility and address the
source. The goal is to modify, stabilize, or
eliminate the cause of the immobility. 

Going beyond the basics
Clinicians typically respond to immobility
with interventions designed to minimize
the pressure. Interventions might include
pressure redistribution products for the
bed and wheelchair, elevation of the heels
off the bed, and an aggressive turning and

repositioning program for the patient.      
Although these interventions are appro-

priate and consistent with standards of
practice, we must take the next step by
ensuring our patients are moving as much
as possible. We need to consult with oc-
cupational and physical therapists and tap
into restorative nursing programs to help
keep patients more active. Strategies in-
clude an exercise program that promotes
strengthening, balance, stability, and en-
durance through such activities as lifting
weights, tai chi, agility courses, pre-Pi-
lates, boxing, walking, and kayaking. 

Here are some tips for encouraging
mobility.   

Have patience.
Allow patients to
do tasks for them-
selves, even if the
task takes time.
Even the simplest
task such as brush-
ing teeth gets the
patient moving. 

Monitor wheelchair
use.
Encourage patients
who can walk to use a
wheelchair only when
absolutely necessary.

For those who are wheelchair bound, en-
courage them to propel themselves as
much as possible.

Create a mobile-friendly
environment.
An environment that pro-
vides safety for mobile
patients includes unclut-
tered hallways; handrails;
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adequate lighting; nonslip, nonglare floor-
ing that is even; and contrasting colors
from floor to walls to highlight depth.

Use equipment as needed to promote
mobility.

Grab bars on the
bed help promote
movement in the
bed as well as safe
egress and transfers.
Keep the height of

the bed at the point where the patient’s
feet can touch the floor when he or she is
sitting on the side of the bed and the
bend at the knee is just slightly higher
than 90 degrees. Use sit-to-stand or ceiling
lifts to promote mobility. And remember
the basics, such as properly fitted walkers
and canes, grab bars in the bathroom, and
an appropriate toilet seat height. 

Keep patients
active during 
the day.
Plan activity pro-
grams throughout
the day. Limit nap-
ping to once a day
for no more than 20 to 30 minutes.

Promote adequate sleep at night.
Limit noise at night.
Use amber lighting in
the evening and
throughout the night
to stimulate mela-
tonin production. Im-
plement interven-

tions, such as pressure redistribution
mattress, overnight incontinence products,
and heel-lift devices, to prevent pressure
ulcers, which can interrupt sleep.

Ensure
appropriate
footwear at all
times.
Be sure socks and shoes fit properly.
Socks shouldn’t be too tight or too loose,
which could lead to slipping and subse-
quent friction, causing skin injury. Ensure
that shoe soles aren’t slippery. If the pa-
tient shuffles when he or she walks, soles
need to accommodate this characteristic
without excessive slipperiness.

Encourage facility staff  and family
members to participate.
Encourage staff and family members to
participate in the exercise programs, so
everyone benefits.

Going the distance
By keeping patients mobile, we can help
reduce the risk of pressure ulcer forma-
tion and help our patients achieve better
outcomes.   ■
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Jeri Lundgren is president of Senior Providers
Resource, LLC, in Cape Coral, Florida. She has
been specializing in wound prevention and
management since 1990.
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Motivational
interviewing: 
A collaborative
path to change    
This client-centered
counseling technique
helps people “talk
themselves into change.”   
By Sharon Morrison, MAT, RN

Michael had diabetes and a histo-
ry of elevated blood glucose
levels. A long-time drinker, he

seemed to have no interest in giving up
the habit. I met him while working as a
diabetes nurse educator for the Boston
Health Care for the Homeless Program,
traveling from shelter to shelter to help
persons with diabetes set goals to im-
prove their health. 

If our meeting had taken place a
decade earlier, I might have given
Michael information about diabetes and
talked with him about his alcohol use. I
would have encouraged him to stop
drinking by explaining the problems al-
cohol can cause for people with diabetes. 

Instead, I asked him to talk about his
alcohol use, including what he liked
about drinking. I assured him I wouldn’t
tell him to stop drinking. He explained
he was shy and alcohol served as a so-
cial lubricant. Also, it kept him warm on
cold nights when he slept outdoors. Then
I asked if there was anything he didn’t
like about drinking. He said his drinking
hurt his mother, and his sister wouldn’t
allow him to sleep in her home if he’d

been drinking. Had I not asked these
open-ended questions, I may not have
been able to ferret out this important in-
formation about Michael’s strong connec-
tion to his family. I knew the relationship
I was establishing with him could serve
as an important motivation for change—
once he was ready.

When I asked Michael how much he
drank each week, he said he had no
idea. I told him this was important infor-
mation for us to have as we worked to-
gether to gain control of his blood sugar.
He was still incredulous that I wasn’t go-
ing to simply tell him to stop. I asked
him if he could record how much he
drank in a notebook for 1 week, and
then return for another meeting with me.
He agreed. But he didn’t come back the
next week.
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However, he did return a few months
later. He told me that once he started
keeping a record of his drinking, he was
shocked by the amounts and got himself
into a detoxification program. He’d been
sober for 3 months.  

Understanding this approach
I attribute the outcome of my interaction
with Michael to motivational interview-
ing, a counseling approach developed
largely by clinical psychologists William
R. Miller, PhD, and Stephen Rollnick,
PhD. Its origins lie in the treatment of al-
coholics, although today it’s used with
patients struggling to quit smoking, lose
weight, or manage such chronic diseases
as high blood pressure and diabetes.
Wound care clinicians may find motiva-
tional interviewing a valuable tool to use
with their patients.  

Miller and Rollnick describe motiva-
tional interviewing as “a directive, client-
centered counseling style for eliciting 
behavior change by helping clients to 
explore and resolve ambivalence.” The
technique often is referred to as a way 
of “helping people talk themselves into
change.” 

I’ve found motivational interviewing to
be a powerful way to interact with them,
helping them make important changes
leading to healthier lives. It also has al-
lowed me to get to know clients on a
much deeper level. 

Using the OARS mnemonic 
Motivational interviewing has four central
tenets, known by the mnemonic OARS:

Open-ended questions. Open-ended
questions invite people to tell their sto-
ries in their own way. What unfolds is
often far more—and far richer—informa-

tion than one could imagine. Examples
of open-ended questions include, “How
would you like things to be different?”
and “What will you lose if you give up
this behavior?”

This can be quite empowering for
homeless persons, who may have had
precious few experiences where their in-
put was solicited or valued. Listening
carefully can help clinicians tailor the 
solution to a client’s values and lifestyle,
increasing the likelihood of behavioral
change. 

Here’s an example of how to use
open-ended questions: A patient strug-
gling with weight loss for better diabetes
control doesn’t need to hear from me
that certain foods are forbidden; such a
direct instruction is a set-up for failure.
Instead, I might ask the patient to tell me
what she eats in a typical day. I would
focus my questioning to bring out the
significance of food as a means of com-
fort and try to find out what kinds of
food are available in the shelter. Then I’d
work to come up with a plan to change
portions or gradually move the patient
toward foods that could improve her
blood glucose control. 

Affirmation. Affirmations are state-
ments that affirm people’s experiences
and help them see their own strengths.
They must be genuine and proportional
to the person’s accomplishment. Exam-
ples include: “You showed a lot of re-
silience when you resisted the urge to
_______” and 

“I wonder how you found the strength
to _______.” An affirmation differs from
praise; the latter implies judgment. 

Reflective listening. When clinicians
listen reflectively and then paraphrase for
the patient what they think they’ve

Wound Care Advisor • July/August 2015 • Volume 4, Number 4                 www.WoundCareAdvisor.com      33



heard, they get a chance to prevent mis-
understandings. In some cases, this might
require them to interpret the implicit
emotions behind the patient’s statements.
The expectation is that the client will cor-
rect significant misinterpretations.

Summarizing. At the end of a session,
the clinician summarizes what has taken
place. Besides letting the patient know
the clinician has been listening, summa-
rizing can be an opportunity to include
information from other sources, such as
clinical knowledge or research. It may be

a good time to restate what the patient
hopes to do before the next session, if
one will occur. (I always strive to sched-
ule another sesssion. Motivational inter-
viewing is about building a relationship,
and its effect often is cumulative.)

A spirit that informs every 
interaction 
Breaking down a complex communica-
tion model into four basic tenets such as
OARS runs the risk of reducing it to a
formulaic tool. And motivational inter-
viewing is anything but formulaic. Being
trained in the technique is important, but
beyond the technique and the OARS
mnemonic is a spirit that needs to inform
every interaction. 

With motivational interviewing, pa-

tients are the experts. They know them-
selves and their lives better than anyone
else, so they must play a large role in fig-
uring out how to effect change. The clin-
ician’s role is to help steer the conversa-
tion in certain directions, remembering
that the patient is ultimately the driver.  

I’ve found motivational interviewing
effective and powerful with the homeless
because it gives these largely voiceless,
powerless, invisible people a voice, pow-
er, and visibility. It invites them to tell
their own stories and feel listened to and
empowered. It’s conversational and col-
laborative, not prescriptive and hierarchi-
cal. If you’re genuine with patients and
their struggles, you build a relationship
that guides you through difficult times—
even when the patient is resistant or
seems to have lost hope. 

Widening the focus 
One of the beauties of motivational inter-
viewing is that it encourages clinicians to
engage their patients in a more holistic
examination of their lives and health. If
I’d addressed Michael’s elevated blood
glucose levels only from the perspective
of what he needed to do to lower them,
he may not have done the introspection
that ultimately led him to quit alcohol.
Over and over, I’ve found motivational
interviewing leads to changes for my pa-
tients that surprise and delight even an
old veteran like me. ■

Sharon Morrison works for Boston Health Care
for the Homeless Program (BHCHP) in Boston,
Massachusetts, where she has provided care in
settings ranging from shelter clinics to the
streets. She currently works at BHCHP’s clinic
at the New England Center for Homeless Veter-
ans in Boston.
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The Essence
of Nursing

Advancing the Art and
Science of Patient Care,

Quality, and Safety

To a large degree, the future of
healthcare delivery hinges on our ability to optimize the
work of nurses and enable them to practice the essence of
nursing. The essence of nursing encompasses a fundamen-
tal set of ingredients that serves as the “recipe” for suc-
cess at many levels—the individual patient and family ex-
perience, an organization’s success as measured in
outcomes and costs, and the health of our nation and the
global community. Read this special supplement to the
May, 2015 issue of American Nurse Today to access
tools you need to achieve practice optimization and the
power that comes with it.

AND. . .COMING SOON!
Look for Part II of the Essence of Nursing in the November,
2015 issue of the journal!
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Don’t let your heart quit on you. If you are living with high blood pressure, just knowing and doing 
the minimum isn’t enough. Uncontrolled high blood pressure could lead to stroke, heart attack or death.

Get yours to a healthy range before it’s too late. Find out how at heart.org/BloodPressure

Check. Change. Control.™

Dear Sam, 

The pressure you’re putting me under is too much.  

I QUIT!  
Sincerely,

 

Your Heart

I QUIT!
Sincerely,

Your Heart



Check out these resources for your 
practice.

Be a nutrition champion 

One in three patients enters a hospital
malnourished. Fight malnutrition by view-
ing six short videos from the Alliance to
Advance Patient Nutrition, including
“Rapidly Implement Nutrition Interven-
tions” and “Recognize and Diagnose All
Patients at Risk of Malnutrition.” The
videos show how to collaborate with the
care team to become champions of nutri-
tion and help improve patient outcomes.
Watch the videos online or download
them for later viewing.  

Wound care treatment algorithms

Algorithms on managing arterial leg and
foot ulcers, neuropathic ulcers, pressure
ulcers, skin at risk, and venous ulcers can
help in mapping a plan of action for pa-

tients. The algorithms from ConnectEd can
be downloaded as PDFs.

Pressure ulcer prevention in 
nursing homes

Pressure ulcers remain a serious problem
in nursing homes. “On-Time Pressure Ulcer
Prevention,” from the Agency for Health-
care Research and Quality, is designed to
help nursing homes with electronic med-
ical records reduce the incidence of pres-
sure ulcers. The program includes imple-
mentation and facilitator training materials,
such as handouts, slides, and instructor
guides. 

Wound assessment resource

Assessment is key for proper management
of wounds. To facilitate assessment,
download “Triangle of Wound Assessment
Made Easy,” from Wounds International.
The Triangle of Wound Assessment is a
new tool that divides assessment into
wound bed, wound edge, and periwound
skin. ■
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Note from Executive Director

By Cindy Broadus, RN, BSHA, LNHA,
CLNC, CLNI, CHCRM, WCC, DWC, OMS 

In the previous issues of Wound Care
Advisor, I introduced you to four mem-
bers of the National Alliance of Wound

Care and Ostomy (NAWCO) Board of Di-
rectors. In this issue, I’ll introduce you to
three more. As you will see, the board is
made up of professionals from many disci-
plines, making it a diverse and knowledge-
able group. 

Rosalyn “Roz” S. Jordan, RN, BSN, MSC,
CWOCN, WCC, OMS
Roz has practiced as a registered nurse for
more than 30 years. Her wide range of ex-
perience includes home health, acute care,
and long-term care. 

Currently, Roz provides education, re-
search, and clinical problem solving in
wound care. She has published many arti-
cles related to pressure ulcer management
and its treatment, support surface design
and technology, ostomy care, continence
treatment, and bariatric management. 

Roz graduated with a research degree in
wound healing and tissue repair from the
University of Wales in 2005. She was intro-
duced to the Wound Care Education Insti-
tute training program and then to NAWCO
by her daughter, who was following in her
footsteps as a wound care nurse. 

Roz’s extensive experience is an asset to
the NAWCO Board of Directors. She knows
her membership allows her to serve the
clinical community as a resource, giving her
the opportunity to mentor other WCCs in
their professional development. “Being a

member of this board has not only been re-
warding, but an honor and privilege,” Roz
says. “I have witnessed the growth of well-
prepared certified nurses and other health-
care professionals across the nation.” 

Michael Richardson, RN, WCC
Michael has been a registered nurse for
more than 20 years and has traveled around
the country working in various nursing spe-
cialties from the emergency department to
hospice care.   

His involvement in telemedicine wound
care ignited Michael’s passion for wound
care, and he became a “proud WCC” in
2004. “In 2005 I was pleased to join the
credentialing committee of NAWCO and
helped to format the questions used in the
WCC certification examination,” Michael
says. “It has been a pleasure to watch the
WCC family grow in strength, allowing
practitioners in varied settings the opportu-
nity to become wound care certified and
enhance their careers.” 

In 2014, Michael joined the NAWCO Board
of Directors and hopes to spend his term
promoting the inclusive ideology of NAWCO,
which, in turn, promotes excellence in
wound care and, ultimately, patient care. 

Clive Horrocks, RN, WCC
Clive has been a registered nurse since 1992,
working in varied nursing specialties across
the United States, including pediatrics, on-
cology, and renal transplantation. His focus
was in the acute-care arena, working with
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patients and staff in the treatment and pre-
vention of pressure ulcers. As part of his
work, he implemented a variety of success-
ful educational and prevention programs to
assist in the reduction of pressure ulcers.    

In 2005, Clive became a founding mem-
ber of the NAWCO certification committee,
working closely with wound care practition-
ers from across the United States in structur-
ing the national examination. He joined the
Board of Directors in 2013. 

“It is always an honor to give back to an
organization whose primary purpose is to
enhance patient safety and promote clinical
excellence in wound care,” Clive says.
“Over the years, I have had the honor to
meet many wonderful WCCs who are im-

pacting patient safety by reducing harm and
promoting healing on a daily basis.”

Below is the complete list of board
members:

Debbie Dvorachek—president
Kathryn Pieper—vice president
Carol Krueger—board member
Ottamissiah Moore—board member
Cheryl Robillard—board member
Rosalyn Jordan—board member
Andrew Joiner—board member
Clive Horrocks—board member
Michael Richardson—board member

I look forward to rounding out the board
member introductions in the next issue of
Wound Care Advisor.

Christine Abbate
Donna Abele
Robard Abraham
Kelli Addison
Amarilis Alba
Anisha Alexander
Melissa Altom
Mercy Ameyaw
Rosemarie 

Amodeo
Pamela Angeles
Akwa Angwafo
Mylene Arboleda
Sandy Arrant
Chamarie Atkinson
Grant Avikainen
Shelly Babin
Rene Babis

Lindsay Baldo
Lisa Ballard
Christine Bangay
Rebecca Barker
Emma Barnes
Sunshine Barron
Amber Bartlett
Cody Barton
Phillip Bass
Marivic Bautista
Judy Bazilio
Audrey Beard
Denise Bell
Bjarke Bennedsen
Wanalee Betts
Melissa Biamonte
Rhea Blanchard
Susan Blizzard

Kenneth Blocher, 
DPM

Diane Borchelt
Sabrina Bowen
Jaime Brady
Oshaugnessye 

Brown
Christina Brown
Sara Browning
Nicole Buller
Cynthia Burke
Evanna Burkett
Lori Buzzard
Traci Caddell
Jennifer Cain
Kacey Campbell
Shannon Canne
Kirk Carlos
Tina Carlson
Pamela Castle
Hyacinth Charles
Michele Chase
Brenda Chiappetta
Matthew Chigas

Mai Chin
Iwona Chute
RoseAnne Cockett-

Fontanilla
Melinda Conner
Emberlyn Coston
Ann Cronin
Terry Crosby
Jenny Cruz Padilla
Carol Danehy
Jina Davidson
Wendy Davis
Rhonda Davis-Begay
Christine Dayton
Amy Deal
Mark Dean
Heather Decker
Laura Di Grazia
Jason DiVillacci
Sandra Dunlop
Christina Dunn
Connie Eickhoff
Dalal Eid
Jill Elders

New certificants 

Below are WCC, DWC, and OMS certifi-
cants who were certified from April to
May 2015.
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Lisa Elliott
Susannah 
Evangelista
Robly Evans Jr.
Penni Exton
Brittney Farmer
Michael Farnham
Tasha Farris
Carlos Figari, MD
Bille Fikes
Ann Fish
Gia Fite
Darryl Ford
Anthony Forsberg
Lisa Freeman
Allison Frieden
Melissa Gambini
Mary Gardner
Irma Gehrung
Joanne Gellner
Josephine Gleason
Teresa Golec
Robin Gooding
Celia Goughenour
Michele Gramens
Joann Grant
Amber Green
Sandra Green
Suzanne Greenwood
Jill Griffin
Jennifer Griffith
Carol Grinnell
Diane Guarini
Amethyst Guillermo-

Malacas
Jessica Hamilton
Sonya Hancock
Sonya Hancock
Joseph Harmes
Julie Harris
Recel Harris
Selena Haslacker
Gina Heckman

Bahiyyih Henderson
Anna Hertel
Kenneth Hinkleman
Amy Hoch
Olivia Hoffman
Pamela Hook
Debra Hopkins
Michele Hornbake
Mary Ruth Hunt
Jennifer Hutchinson
Agnes Iannazzo
Monica Immordino
Adele Inoue
Shari Jackson
Katie Jackson
Michelle James
Jessica Jannette
DeAnn Jensen
Sally Jewell
Allison Jimenez
Alison Johns
Jill Johnson
Kara Johnson
Cathleen Johnson
Gilberto Juarez
Ewa Kaady
Anabony Katsikakis
Frank Kaydo
Jessica Kelley
Patti Kelly
Jennifer Kennedy
Maram Khabbaz, MD
Samuella King
Shelly King
Pamela King
Amanda Kittle
Christina Klawinski
Lacey Knight
Denise Kreuzer
Naveen Kumar, MD
Lauren Kurtz
Elizabeth Ladiana
Jennifer Larson

Terri Lauer
Susan Lauseng
Angela Laws
Mark Lechner
Hannah Ledlow
Christina Legrande
Claire Lemere
Kathy Lewis
Linda Libretti
Christina Liptak
Kimberly Long
Elvia Lothrop
Paul Luna
Rebecca Lusher
Ryan Jay Magpoc
Kristine Malcomson
Jessica Mangus
Tanya Margelowsky
Megan Marion
Cynthia Martin
Heather Martin
Melissa Martinez
Lieane McArdle
Alexis McDermott
Steve McGhee
Michelle McGraw
Tara McKenzie
Alisha Mcvay
Elaine Mercado
Brandi Minter
Rebecca Misner
Derric Montano
Gisela Moran
Mindy Morizumi
Tamara Moseman
Heather Mullenberg
Jennifer Muma
Erin Murrell
Pamela Nail
Joesette Nance
Abekyelesh Nebebe
Margaret Nechamkin
Victoria Nelson

Nadeen Nelson
Elizabeth Nesbitt
Deborah Newman
Terri Nicholson
Augusta Obimpeh
Joan O’Hare
Rachel Omema
Oluwatosin Omole
Ignatius 

Onyewadume
Georgia Orr
Jessica Overholser
Joyce Oyama
Aurora Pardo Yero
Alan Parker
Matthew Passalacqua
Jeffery Patajo
Sarah Pearce
Kristin Pearson
Maricon Pepingco
Tracy Permenter
Annette Plato
Barbara Podzielny
Melissa Pollard
Crystal Pound
Pamela Powell
Shawnna Prendergast
Kirsten Presby
Eleanor Price
Melissa Pruett
Susan Pryor
Mary Pugh
Viben Quizon
Kristie Rabideau
Brandy Radford
Jonathan Raynor
Kristi Reavis
Virginia Rehm
Danielle Reusch
Loretta Rhoades
Castor Ricana Jr.
Tina Richard
Abra Richardson
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Jamie Richardville
Carolyn Ripato
Jessica Rodriguez
Kristen Roller
Marielle Rone
Beth Ronning
Tracy Rosenbalm
Marie Roybal
Nancy Rupp
Patti Rygh
Jessica Salgado
Elvira Salva
Leah Sawyer
Meghan Scannell
Juliette Schales
Judith Schell
Angela Schneider
Romney Schubenski
Shawn Severson
Nicole Shatney
Jared Shippee
Leilani Silofau
Marivic Sims
Joy Sinel
Mala Singh
Brandi Smith
Mary Smith
Amanda Smith
Tina Snyder
Nataliya Sosnova
Benita Sparrow
Mary Springer
Joann Stahli
Erica Stapek
Vicki Stephens
Terri Stine
Lola Sue
Ramona Summers
Andrea Surette
Christy Tamoria
Jennie Tatsutani
Camille Theisen
Danielle Thompson

Cary Thompson
Troy Thorum
Valerie Tibbetts
Bertha Torres
William Torres-Perez
Brittany Trevino-

Gombar
Joan Upton
Robert Vadas
Kimberly Van 

Slavens
Dhanaraj Vanarasa
Regina Verdusco
Katie Verjinsky
Rowena Vertudes-

Escobar
Anca Voinov, MD
Debra Wagner
Jill Wahman
Caroline Wainaina
Donita Ward-Beam
Sarah Watkins
Cooper Watt
Deborah Webb
Laura Welch
Kelly West
Adriene Wheeler
Shelly-Ann 

Whittingham
Ryan Wieczerza
Cindy Willis
Whitney Wilson
Dannielle Wilson
Jennifer Wolfe
Derek Wood
Amanda Woodring
Autumn Workman
Joanna Young
Christopher Zimmer

Denise Abbott
Loreen Abbott
Irma Adams
Chrisha Agrawal
Hazel Almores
Anthony Amadeo
Donna Anatra
Shannon Arehart
Lourdes Argame
Nancy Awadallah, 

MD
Theresa Bain
Suzanne Barber
Patricia Barbieri
Karen Barsanti
Nancy Bates
Angela Baxley
Ma Deneb Bayani
Kelly Beams
Jamie Beauregard
Elizabeth Bennett
Dawn Bevando 

Mitchell
Joy Biebel
Kennette Bilyeu
Ajeetha Binu
Robin Boles
Carrie Boller
Faith Bomani
Carolyn Booker
Lynn Bosse
Brenda Brannon
Ashley Braun
Barbara Brewley

Marcia Britton
Janet Britton
Maureen Brohmer
Mary Ann Brown
Laura Brown
Dinah Burton
Michelle Cahill
Joanne Caldiero
Lori Carlson
Jacqueline Carpenter
Analiza Catahimican
El Sondra Chadwick
Kathleen Chaps
Veronica Christie
Hollie Chrusniak
Lisa Clark
J K Cline
Lee Colleton
Laura Conder-

Burton
Teresa Conner
Gail Connors
Renita Cook
Kimberly Cook
Karen Cooley
Sheree Corliss
Christina Costa
Valerie Crenshaw
Kellee Cropley
Maria Cummings
Candice Curtin
Brandy Dailey
Denise Dauzat
Brenda Davies
Luanne Davis
Hazel De Castro
Stacy Dean
Hillary Derbonne
Bradley DeWall, MD
Cammie Doiron
Lori Doucette
Mary Dubach
Tatia Dugger

Recertified  
certificants 
Below are WCC,
DWC, and OMS 
certificants who
were recertified
from April to May
2015.



Cheryl Eisley
Catherine Eitel
Trish Elliott
Alyce Engeran
Beth Erdman
Lidize Espinosa
Ronaldo Fabian
Jane Feng
Evonne Fillinger
Denell Flores
George Foley
Jennifer Francoeur
Deborah Frank
Jennifer Freeman
Grace Gatdula
Brenda Genthe
Tammy George
Tracy Gibson-Smith
Terra Glass
Kelly Glasser
Kristin Glover
Tiffany Gogets
Lori Gorenflo
Paula Gouveia
Teresa Greene
Valerie Grice
Shannon Gupton
Annette Haller
Delos Hansen, MD
Natalia Hantel
Jane Hassay
Amanda Hatzell
Jennifer Hawkins
Beverly Henderson
Verneasa Hendricks
Susan Holibaugh
Tamara House
Xing Huang
Any Itty
Megan Jacobs
Lie Jauw
Brenda Johns
Debra Johnson

Wendy Johnson
Yesenia Justiniano 

Rosario, MD
Irene Kauffmann
Julie Keever
Pamela Kirkland
Tina Kollath
Thomas Kopec
Margaret Kraemer
Terri Kraven
Thomas Kraven, MD
Shirley Lam
Kiya Lamphere
Linda Land
Kathleen Langlais
Ruth Lanoue
Diane LaRock
Carmen Liebelt
Julie Anne Lientz
Anna Maybelle 

Liquigan
Jean Lyman
Michael Makita
Stephani Manning
Leslie Mariorenzi
Doriedee Mark
Linh Mata
Kayla Matthis
Amber Mayberry
Karen McDonald
Maureen McGowan
Latifa McLeary
Donna McMannus
Ellie McMullen
Elinor Meredith
Celeste Miller-

Parish, DO
Stephanie Morgan
Donna Morgan
Patti Morrow
Cheryl Moses
Deborah Mullin
Debra Murphy

Amanda Murray
Karen Naglich
Susan Nelson
Peggy O’Brien
Maria O’Byrne
Lorena Ocampo
Shirley Oddy
Patricia Oliver
Shandi Oneal
Lorjane Palacio
Darla Pallow
Brenda Palmer
Stacey Powell
Susan Puleo
Nicole Quebedeaux
David Rabinowitsch
Elizabeth Racine
Lynette Ramirez
Deborah Rauh
Julie Ray
Maria Redman
Elizabeth Renner
Rachel Rhoten
Lori Riessen
Veronica Rocha
Tara Rock
Janet Rumble
Cassandra Rush
Sharon Rypel
Laura Sage
Terry Schaefer
Jasmine Schmidt
Jennifer Schneider
Susan Schrader
Edward Schweizer
Michelle Sears
Linafe Seblante
Priscilla Seith
Donna Sheahan
Sherry Sherman
Stacey Shriner
Darla Silver
Alice Silver

Valerie Smith
Melissa Sobel
Patricia St Martin
Mary Steele
Julie Stout
Sharon Susco
Jamila Suszek
Virginia Tan
Theresa Thompson
Becky Toups
Elizabeth Townley
Kristen Trepeck
Peggy Tressel
Kimberly Turbyfill
Leslie Wagner
Doreen Walker
Jacquelin Walker
Tonda Wells
Linda Wheeler-

Omiunu
Lauren Williams
Stephanie Woods
Bibi Yasin
Rebecca Yeager
Yu-Chen Yeh
Laurie Zarrella
Patricia Zerwinski
Madeline Zieger
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