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Stacey Linger, RN, BN, ET (WOCN), is an Infection Prevention and Control Officer at Hillsborough Hospital and an ET nurse at the Queen
Elizabeth Hospital in Charlottetown, PEI. She is also a clinical educator with industry. She graduated from the University of New Brunswick in 1992
and began her career in Odessa, Texas, in gerontology and received a Certification in Gerontology from ANCC. She received Enterostomal Therapy
Nursing (WOCN) training at the MD Anderson Cancer Center in Houston, Texas, and worked at Medical Center Hospital in Odessa as the ET nurse
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for the wound-care clinic. In 2005, she started working in infection prevention and control and completed the Infection Prevention and Control
Course at Centennial College in Toronto, Ontario. She shares with us her clinical experience as it relates to wound care.
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