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The CAWC Gets a New Home

Earlier this year, the CAWC moved into new offices to
accommodate our recent expansion. As a result, the CAWC
has a new mailing address. Please update your contact list

SO you can stay in touch!

45 Charles Street East, Suite 300, Toronto, ON M4Y 1S2
Phone: 416-485-2292 (CAWC)

Fax: 416-485-2291

Wound Care Canada

3



NEWS

Canadian Association
of Wound Care

NEWYA

Two New Members Join the CAWC Board of Directors
We are pleased to announce the following new members of the CAWC board of directors.

Dr. Greg Archibald

As a volunteer board member for CAWC, Dr. Archibald hopes to draw from his experience in academic family
medicine procedural curriculum development to influence the provision of enhanced wound care by family physi-
cians and primary care providers through working with various interprofessional academic environments. He also
hopes to stimulate research in community practice, particularly in the nursing home sector, to improve wound care

outcomes and develop outcomes research initiatives.

The development of team-based care practice standards also interests Dr. Archibald, from the perspective of creating leaming
environments for future clinicians. As a family physician educator, he recognizes the need to refocus leamer experiences to garner
enhanced wound management knowledge as a core skill development from undergraduate to postgraduate training. “Our patients and
the public we serve deserve attention to this often neglected area of medical care, especially in the face of advanced wound manage-
ment and the need to further engage in more rigorous research to refine best practices,” he says.

Dr. Richard Belley

Wound management is an important part of a first-line physician practice. In the emergency room, Dr. Richard Belley
often meets patients afflicted by wounds. These patients can present challenges that are not fully understood by
healthcare providers because of a lack of scientific knowledge about chronic wound care in the medical community
and a lack of awareness from healthcare policy-makers. Bridging this gap in knowledge requires wound care educa-

tion for medical and nursing students throughout the country, and an understanding of the socioeconomic aspects
of chronic wounds for healthcare providers and policy-makers so that more resources will be allotted to wound prevention and treatment.
"I sincerely believe that | can contribute to these goals, and to the making of a better world for patients afflicted with chronic wounds
as a volunteer board member for the CAWC," says Dr. Belley.

June is Wound Management and Prevention Awareness Month
Starting this year, June is officially Wound Management and Prevention Awareness Month in Canada. In line with this, the CAWC is launch-
ing a campaign promoting greater awareness among Canadians about the importance of effective wound management and prevention.
Evidence shows that avoiding preventable wounds is best, but we also know that healing as quickly as possible improves the lives
of Canadians suffering from wounds. Each year, June will be our month to acknowledge the dedication and hard work of wound care
professionals in caring for Canadians. Join us in facilitating awareness activities throughout the month of June.
Stay tuned to find out how you can participate in and support our efforts. For more information on Wound Management and Prevention
Awareness Month, please visit www.cawc.net in the weeks to come.

continued on page 6
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CAWC goes to Queen’s Park

In March, the CAWC led a group of wound care volunteers to
meet with MPPs at Queen’s Park in Toronto to ask for a wound
management and prevention plan for Ontario.

The CAWC told Ministers and MPPs about the needs of
more than two million Ontarians at high risk of developing
ulcers, wounds and infections.

"Wound care is the most easily preventable medical cost,”
said Patricia Coutts, President of the CAWC. “At a time when
healthcare spending is under pressure, effective wound
prevention and management strategies provide quite possibly
the quickest return on investment for all governments,
with potential savings of over $1 billion to reallocate for
better health outcomes for all patients in Ontario."

“Last year 75,000 Ontarians were diagnosed with a diabet-
ic foot ulcer,” added Karen Philp, Chief Executive Officer of
CAWC. “Of those diagnosed, 1,500 people had a limb
amputated as a direct result. The majority of these amputa-
tions were preventable if the foot ulcer had been prevented
or treated effectively.’

Christine Elliott, MPP Whitby-Oshawa and Progressive
Conservative Party of Ontario Health Critic, and Michael Prue,
MPP Beaches-East York and NDP Critic for Disabilities, and
Community and Social Services, both congratulated the
CAWC and the more than 35 volunteers for raising awareness
of the importance of effective wound management and
prevention in Ontario.

Wound Care Canada Welcomes Fiona Hendry, Editor

CAWC Calls on Healthcare Professionals

to Support Relief Effort in Haiti

The CAWC urges Canadian healthcare professionals to help Haiti in
the aftermath of the January earthquake. Approximately 300,000
Haitians were injured and thousands continue to suffer from
wounds related to amputation, surgery and acute injuries.

The CAWC encourages Canadian wound care experts to donate
time or money to Canadian-based international healthcare charities
working in Haiti. In February, CAWC announced its donation of
$2,500CAD to the Canadian arm of Doctors Without Borders. The
donation is eligible for matching government funds.

“The majority of injuries affecting Haiti's citizens are wound-relat-
ed, and the country's lack of infrastructure is seriously affecting
the recovery of patients,” said Patricia Coutts, President of CAWC.
“Our donation to Doctors Without Borders will help recruit medical
personnel, including wound care specialists like Dr. Alavi, to treat
injured people in Haiti"

Dr. Afsaneh Alavi, a CAWC volunteer, travelled to Haiti's capital,
Port-au-Prince, on 2 February to provide wound care to Haitians
suffering from injuries.

“The need for proper wound care in Haiti is mounting” said
Dr. Alavi. “Due to a lack of proper hygiene, inaccessibility to clean
water, and habitation in shelters and tents, wounds are rapidly
becoming infected and difficult to treat. Poor nutrition, especially
in Haitian children, also delays wound healing. Many nations are
providing resources, but supplies and personnel are limited, and
they need to keep coming’

"I 'urge CAWC members to go online and volunteer to help the
people of Haiti," said Coutts. “The need for effective wound care
grows daily”

For more information and to donate to Haiti, please visit the
following websites:

M Doctors Without Borders/Médecins Sans Frontiéres

(www.msf.ca)

M Canadian Medical Assistance Teams
(www.canadianmedicalteams.org)

M Health Partners International Canada (www.hpicanada.ca)

M Health Care Volunteer (www.healthcarevolunteer.com)

The CAWC is pleased to welcome Fiona Hendry as editor of Wound Care Canada. Fiona, a freelance writer and editor since mid-2008,

was previously director of publications with the Canadian Diabetes Association. Her extensive writing, editing and project management

experience in the healthcare sector will be imperative to enhancing Wound Care Canada as it transitions to four issues a year

with new authors, more ground-breaking research and even more of the latest news and best practices in wound management and

prevention. Please join us in welcoming Fiona to the CAWC!

Wound Care Canada
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New Diabetic Foot Ulcer Tools for Patients
The CAWC is delighted to introduce Diabetes, Healthy Feet and You,
a brochure and interactive web tool for people living with diabetes.
Available in English and French, these tools were developed in
collaboration with a patient focus group and an expert advisory
group. These tools were funded by the Public Health Agency
of Canada and is designed to help educate people living with
diabetes about proper foot care practices and empower them to
be proactive in managing their care. In addition, the project aims to
expand the capacity of health professionals and organizations
to apply best practices to screen, educate and counsel Canadians
living with type 1 or type 2 diabetes on proper foot care procedures.
Patients with diabetes can use these tools to identify the risk
factors associated with foot ulcers and develop habits for daily foot
care. The brochure captures the key points related to foot care,

2010 CAWC Annual Professional Conference

Please join us for the CAWC's 2010 Annual

Professional Conference on 4—7 November, 2010,

in Calgary, Alberta. The theme of this year's confer-
ence is "Wounds, Neuropathy and Diabetic Foot Care!” More than
800 healthcare professionals, clinicians, patients, institution and
government administrators, researchers and academics are
expected to attend. A preliminary agenda and early-bird registra-
tion will be available online soon. Visit www.cawc.net for further
information.

while the website offers visitors the opportunity to take an interac-
tive questionnaire, search for a foot care professional in their region,
build their understanding of proper foot care, develop a personal
plan for increasing their foot health, read and share personal
stories regarding foot care, review a lengthy list of frequently asked
questions and more.

Combining the personal experiences, opinions and concerns
of patient focus-group members with the professional expertise
of our skilled advisory group, the brochure and online tool represent
a fusion of thought, perspective and need. Patients speak passion-
ately about the concerns they face and the need for educational
materials that are easy to access and understand.

For more information regarding these tools, contact us at

info@cawc.net.

CAWC Institute L-Series Wound Care Workshops
The CAWC Institute L-Series wound care workshops were
launched in early 2010 in response to the need across Canada

for practical wound management and prevention education.

The CAWC built the 2010
program on the former
three-event S-Series to
deliver L-Series wound

care workshops from

coast to coast to coast.

The workshops are extremely interactive, hands-on leaming
sessions led by an interprofessional team of wound care experts,
supported by regional wound care leaders who volunteer their
time to educate other health professionals about the best in
wound care.

Please contact us at info@cawc.net or 416-485-2292 for
more information and to register for upcoming workshops.

“This course is very well-organized, informative
and interactive. There is nothing | can think to change.”
- Farticipant at Toronto L1, L2

“Presenters are enthusiastic, informed and empowering.”
- Farticipant at Toronto L1, L2

‘I can’t wait for the L3!"
- Participant at Toronto L1, L2

“Met a wonderful array of people with knowledge and
expertise in this area.”
- Farticipant at Toronto L3

“Excellent and empowering.”
- Farticipant at Toronto L3

“I am very impressed with the increased knowledge
that | have gained over the past three days. | will be
able to take this back and provide my clients with better
assessments and mobility.”

- Farticipant at Niagara Falls L1, L2

Volume 8, Number 2, 2010
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Bilateral Lower Limb Lymphedema
Secondary to Morbid Obesity:

BArrers 1o

Optimad

BY
Rebecca Cofttrill,
RN

Rebecca Cottrill, RN,
is a nurse in the
dermatology program
at Women's College
Hospital where she
works in the wound
care clinic and is a
faculty member of
the International
Interprofessional
Wound Care Course.
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Introduction
his paper addresses the need for increased
T awareness of bilateral lower limb lymph-
edema (BLLL) and the benefits of BLLL

education for both patients and wound care practitioners.

To understand lymphedema, it is important to under-
stand the lymphatic system. Lymphatic structures
throughout the body run parallel to the venous and
arterial systems. The circulatory system pumps blood
around the body. In the capillaries, fluid, nutrients,
by-products and oxygen pass from the blood to the
tissues, while by-products of metabolism are
exchanged from the tissues into the blood. Even
when this exchange is working optimally, more fluid
stays outside of the circulatory system than returns
to the circulatory system. This means there is a net
accumulation of fluids, proteins and wastes outside of
the circulatory system, resulting in a small increase
in fluid pressure. This elevated tissue pressure pushes
fluids into the lymphatic vessels, which act as a collec-
tion system for this excess fluid to other wastes.

The lymphatic system contains heart-like structures
called lymphangions, which pump fluid along the
system. Lymphatic vessels have thin walls that rely
on movement from the surrounding muscles to pump
fluids along the lymphatic system to the thoracic duct
and back into the circulatory system. A healthy lym-

Care and
to Overcome Them

HOW

phatic system will reabsorb up to eight litres of fluid per
day, as well as 240 g of protein.!

As the forces that propel the lymphatic system are
weak and lymphatic structures are quite delicate, the
flow of lymphatic fluids can easily become obstructed.
When sufficient fluids accumulate in superficial tissues,
swelling is visible and palpable. This accumulation can
lead to inflammation, which eventually causes the skin
to become fibrotic and fragile. The protein-filled fluids
may also leak from the skin and cause weeping.” When
the body becomes overwhelmed with adipose tissue, it
can press against the fine structures of the lymphatic
system, thus occluding fluid movement and decreasing
tissue oxygenation, exacerbating the stagnation of fluids
managed by the lymphatic system.

The causes of lymphedema vary greatly. First, some
patients develop lymphedema secondary to surgery.
For example, breast cancer surgery and other related
therapies sometimes damage the lymphatic system,
causing unilateral arm edema on the affected side.
Second, some patients develop lymphedema from
parasitic infection; this is mostly seen in endemic
regions. Third, lymphedema can be congenital. In this
case, it often presents in childhood or during the
teenage years. Fourth, BLLL is secondary to morbid
obesity and is assumed to be increasing in prevalence

Volume 8, Number 2, 2010



as obesity rates around the world rise. These increased
obesity rates have been attributed to factors such as
decreased activity and an abundance of inexpensive,
calorie-dense food.

Regardless of the cause, early diagnosis and treatment
are crucial for the prevention of late-stage disease (Table
1).>* Education brings the hope of earlier diagnosis and
treatment of patients. This is paramount, as late-stage
lymphedema can be very difficult to manage and has
a profound negative impact on patient well-being.

The Need for Education

Helping patients with BLLL due to morbid obesity is a
challenge that must be addressed by wound care prac-
titioners. BLLL patients often have complicated histories
and complex problems. The link between obesity and
BLLL has not been well described in the literature.
Some theories postulate that the sheer volume of
fluid found in the morbidly obese state overwhelms
the lymphatic system, causing increased fluid volumes
in tissues.* Both the low overall activity that is common
in morbidly obese patients and gait changes that decrease
the efficacy of the calf muscle pump cause fluids to
stagnate in extracellular tissues, leading to a chronic
inflammatory state and fibrosis.* It is also assumed that
morbid obesity itself may cause an inflammatory state
that damages the delicate lymphatic system.”

Patients with BLLL can present to the wound care
practitioner with either a history of varied treatments or
a complete lack of treatment. Some patients will have
been told that nothing can be done to help them.
Others may have been told that surgery is an option;
however, simple debulking surgeries may injure or
remove the delicate lymphatic vessels remaining in the
patient’s tissues.® Some patients may be taking diuret-
ics to treat their lymphedema. Unfortunately, diuretics
may exacerbate the negative symptoms of lymphede-
ma by increasing the osmolarity of the lymph fluid.
Indeed, diuretics can draw excessive lymph fluid away,
leaving behind proteins that then become concentrat-
ed. The concentration of these osmotically active mole-
cules only serves to draw more fluid out of the circula-
tory system to equilibrate pressures in the tissues, thus
perpetuating the problem.® Many patients are not
aware that morbid obesity can cause lymphedema and
that weight reduction may improve their symptoms.

Patients suffering from BLLL are particularly difficult to
treat due to the complexity of their medical conditions.

Volume 8, Number 2, 2010

TABLE 1

The International Society of Lymphology

Staging for Lymphedema*

Stage Description

Stage 1 Mild pitting edema, at which point lymphedema is reversible
Stage 2 Pitting is often absent and fibrotic changes are noticeable
Stage 3 Characterized by elephantiasis

Morbidly obese patients often present with comorbidi-
ties such as type 2 diabetes, hypertension, hyperlipid-
emia, coronary artery disease and osteoarthritis. Social
factors related to morbid obesity, such as higher rates
of depression, lower income and decreased mobility,*”
can also complicate treatment.

With the dramatic increase in morbid obesity in
Canada and around the world,” it is highly likely that the
wound care community will see many more cases of
BLLL. It is therefore now more important than ever that
the wound care community understands BLLL.

Barriers to Optimal Care

Ideal wound care for these patients should focus
on shifting fluid from the limbs. The cornerstone
of treatment, as described by the European Wound
the
Lymphedema Network (Table 2), is multilayer com-

Management  Association  and National
pression bandages, with an intensive initial course of
manual lymph drainage by a qualified therapist.
Maintaining excellent skin hygiene and exercise therapy
are also important to prevent further deterioration.

The treatment regimen suggested in Table 2 is
comprehensive and requires a great deal of patient
"buy-in" to be successful. Treatment regimens can also
be difficult to follow if patients do not fully understand
their benefits. These regimens require patients to
devote a great deal of time to their condition. Home
visits by nurses usually occur three times a week for
bandage application, and patients must also visit other
healthcare professionals. Bandages can be itchy and
uncomfortable and frequent trips to see therapists can
be taxing and expensive. In addition, finding manual
drainage help for patients with BLLL can be difficult and
the costs are often prohibitive. A great deal of patient
education is needed in order to achieve patient buy-in
to such a laborious treatment plan.?

continued on page 12
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TABLE 2

Some barriers to optimal treatment for patients
suffering from BLLL can be attributed to clinicians.
Lymphedema can often run its course undiagnosed,
particularly in North America where there is low aware-
ness of the condition. This lack of awareness can be
attributed to a number of interrelated factors. For exam-
ple, many family physicians do not receive extensive

training on the diagnosis and treatment of lymphede-
ma. Some healthcare professionals believe there is no
benefit to treating BLLL, as negative sequelae seem
unavoidable. Moreover, some healthcare professionals
believe that treating BLLL is an exercise in futility
because morbidly obese people rarely lose weight in
a healthy way or achieve long-term weight loss.’ In

Treatment suggestions from the European Wound Management Association (EWMA)
and the National Lymphedema Network (NLN)

Recommendations for the treatment of lower limb lymphedema

EWMA NLN

Identify and treat the cause

. Assess the type and severity of lymphedema, as well as social and psychological factors that influence treatment X

2. Assess ability to tolerate compression therapy:

Patients with a reduced ABPI (0.5—0.8) should not receive compression >25 mmHg

Untreated cardiac failure or hypertension

Acute infection with local or systemic symptoms

Untreated deep venous thrombosis

Untreated genital edema

XX | X | X | X

3. Discontinue use of diuretics as they may be harmful

4. Initiate complete decongestive therapy:

Manual lymph drainage

Multilayer, short-stretch compression bandaging applied daily if appropriate, or hosiery and bandaging X X

Remedial exercises

5. Consider adjunctive therapies:

Surgical treatment of lymphedema (debulking, liposuction, lymphatic reconstruction)

Pressotherapy

Benzopyrones

Daflon 500

American horse chestnut seed extract

Bromalain 5

6. Once intensive treatment is complete, develop a maintenance plan including bandaging and hosiery X

X X | X | X | X | x| X

Address patient-centered concerns

7. Provide patient education in lymphedema self-management

Provide local wound care

8. Provide a skin care and hygiene regime

9. Choose appropriate dressings that account for exudates, pain and allergy issues

Provide organizational support

10. Gain access to a specialist practitioner to provide advice on how to modify treatments to suit individual patients X

ABPI = ankle-brachial pressure index

12 Wound Care Canada
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TABLE 3

Treatment Strategies and Barriers to Implementation

Recommendation

Barriers to implementation

Strategies for implementation

Skin care Decreased mobility Include during regular nursing visits
Heavy skin folds Two caregivers needed?
Heavy limbs
Exercise Heavy limbs Encourage group activities where social supports

Shortness of breath
Decreased stamina
Cardiac disease

No desire to be active

can be developed

Try different activities to find one that

the patient enjoys

Consult an occupational therapist/physiotherapist

Multilayer compression
>45 mmHg

Assistance required
Discomfort

Low self-esteem
Reminder of illness

Include during regular nursing visits

Manual lymph drainage

Cost
Significant time commitment
Lack of trained practitioners

The price is sometimes negotiable
Therapy should be delivered at the most
convenient location

Weight loss

Difficulty of changing a set

Group support

lifestyle
Insufficient support
Cost

Psychological support
Consultation with a dietitian

behavioural therapy

Consider a program that includes cognitive

Patient education

addition, healthcare professionals may be reluctant to
discuss weight issues with patients as this can be
embarrassing for both parties.’

Other barriers to optimal care for people with BLLL can
be attributed to the patients themselves. Many morbidly
obese people are embarrassed by their weight, isolating
themselves and retreating from the healthcare commu-
nity.'® Others are forced into isolation due to pain, fatigue
and limited mobility. Still others are unable or unwilling
to change their eating patterns, which are often heavily
dictated by complex emotional and social issues.
Indeed, many patients suffering from BLLL are unable
or unwilling to follow demanding treatment regimens.

Because both clinicians and patients neglect BLLL,
there is a desperate need for attention, research and
education into lymphedema and its management.

The Obesity Challenge
The need for research and education into BLLL is partially

caused by the difficulty of treating the disease. Morbid

Volume 8, Number 2, 2010

Requires a dedicated healthcare professional
Requires a motivated patient

obesity, the main cause of BLLL, is very challenging to
address. Obesity can be caused by many factors, includ-
ing lifestyle and environment issues, genetics, metabo-
lism, eating disorders and medical conditions such as
hypothyroidism.” The basic formula for weight loss is to
expend more calories than are consumed. Losing
weight is a slow and uncomfortable process for people
who are marginally overweight and is significantly more
difficult for those who are morbidly obese.

A great deal of behaviour modification is required
in order to achieve and maintain weight loss. Most
morbidly obese people attempt calorie-restriction
regimens; however, they often revert to past behaviours.
Since weight loss slows the metabolic process, morbidly
obese people regain weight very rapidly when they
abandon such regimens. This weight gain can be so
discouraging that patients will abandon future attempts
at weight loss.

Healthcare professionals can provide much-needed
support in these cases: cognitive behavioural therapy

Conduct engaging and ongoing education

Wound Care Canada
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has been shown to help long-term weight loss by
addressing many of the lifestyle and behaviour issues
that contribute to weight gain." Using this approach,
healthcare professionals can help patients identify their
desires, adopt healthy behaviours and modify
unhealthy thought and behaviour patterns. However,
clinicians should never underestimate the challenges of
embracing and adapting these behaviours.

Education is the Solution

It is evident that patients with chronic diseases benefit
from education. Patient education often leads to
increased adherence to treatment regimens and
better patient outcomes. Education also enables
patients to optimize the available treatment options.
Positive outcomes for patient education programs
include an increased sense of coherence, improved
health-related quality of life and decreased disability,
symptoms and mortality."

Patient education should be patient-driven. Adult
learning is motivated by internal drive and is concerned
with problem-centred (rather than subject-centred)
approaches.” Patients require encouragement and
structure to attain their goals. Providing positive feed-
back is important when helping patients adopt healthier
behaviours. However, empty praise should be avoided
as it can be construed as condescending and can
decrease self-efficacy. Feedback should begin on a
positive note and negative feedback should be followed
by more positive feedback. This approach prevents
patients from becoming defensive at the beginning of
the evaluation and leaves them with positive feelings.

Conclusion

The treatment of BLLL is challenging, particularly in
patients with morbid obesity (Table 3). Education is
the wound care provider's best weapon. Through
education, patients become active participants in
their treatment and gain a sense of control over their
regimen. Education also provides patients with a sense
of confidence when facing daily challenges.

Although patients suffering from BLLL are responsible
for adhering to their treatment regimen, the wound
care community is responsible for providing the neces-
sary tools to help patients make the right choices.

Addressing the needs of these patients can be a
great challenge for healthcare professionals. However, it
is the role of the wound care community to rise to
this challenge and create the awareness necessary
to promote positive outcomes for patients with BLLL. Y
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Introduction
I n today's healthcare environment, access to

education, communication and support are

essential to achieving and maintaining a
skilled workforce, best practice care and job satisfaction.
Delivering affordable, ongoing professional develop-
ment in wound care can be challenging in rural and
remote First Nations communities due to barriers such
as geography, isolation, costs and staff shortages.

Nurses working in rural and remote First Nations
communities function in a practice environment that is
unique and highly complex." They provide comprehen-
sive healthcare in an expanded scope of practice’ that
combines public health, community health, home care
and primary care. Furthermore, they work with a popu-
lation that experiences higher rates of morbidity and
mortality than any other segment of Canadian society.’
Nurses working in these settings are often the only
professional health resource in communities of several
hundred people, with inadequate human and financial
resources and insufficient (and geographically isolated)
management supports.?

Nurses in these locations may not have ready access
to care elements that are considered elsewhere to be
integral to best practice in wound care. Rural and
remote community nurses often do not have access
to multidisciplinary wound team members such as
chiropodists, occupational therapists, physiotherapists,
dietitians, pain specialists and dermatologists. They also
often lack access to certain dressing modalities that are
considered routine in best practice care. Their clients
must frequently travel long distances by plane, boat,
ferry or other means to undergo routine tests and pro-

cedures such as wound cultures, wound debridement
and laboratory studies.

A recent survey by the Aboriginal Nurses Association
of Canada documented that overwork, burnout and
lack of access to professional development and educa-
tion opportunities are some of the reasons nurses in
isolated First Nations communities choose to leave
their positions.*

The exceptional circumstances encountered in rural
and remote communities—coupled with the impor-
tance of delivering culturally respectful care—compel
many of these nurses to develop unique approaches to
care, in the absence of other resources.

Managers strive to respond to nurses' educational
needs, but accessing affordable, ongoing clinical
education and support is challenging under the best
of circumstances. In rural and remote First Nations
communities, barriers such as geography, isolation and
staff shortages further compound these issues.

Meeting the Challenge

For the past 10 years, Saint Elizabeth Health Care has
partnered with First Nations communities to support
care at the local level through a program entitled
@YourSide Colleague. This innovative online profes-
sional development program provides a secure envi-
ronment for multidimensional leamning experiences.
These include access to current educational content,
tools and testing, as well as opportunities to interact
with experts and peers online. This technology provides
a cost-effective approach to training by combining
the flexibility of self-directed learning with the structure
of scheduled “virtual classroom” sessions. There are

Volume 8, Number 2, 2010



several entry portals to the online program, which have
been developed for specific populations.

First Nations nurses have identified the @YourSide
Colleague program as an effective vehicle to support
local capacity and First Nations-driven health programs
and services. It is an education initiative that is success-
fully overcoming barriers to learning and is gaining
national recognition as a leading practice in e-learming.

Delivering Wound Care Education

to Remote Communities

In 2008, a seven-week wound management course
was created to meet an expressed need of nurses
working in and for First Nations communities. This
course and the First Nations' portal for @YourSide
Colleague have been peer reviewed by nurses working
in First Nations communities to ensure cultural integri-
ty. The course is now offered in more than 200 First
Nations communities in British Columbia, Manitoba
and Saskatchewan.

The course incorporates a blended learning approach
using both synchronous (weekly live, interactive webi-
nars) and asynchronous (self-paced, independent
learning, including communities of learning and
@YourSide Colleague modules) methods. In addition,
a wound care expert is available to participants for
the duration of the course for non-emergent wound
management questions or concems.

The course objectives are to increase knowledge of
wound care best practices and engage participants in a
learning community where unique challenges and prac-
tice solutions are explored. The webcast course content

covers the CAWC best practice recommendations for
wound bed preparation and etiology-specific content
that reflects the Registered Nurses' Association of
Ontario best practice guidelines. The concepts of
addressing co-factors and client-centred concerns are
adapted to the realities encountered by rural and
remote community nurses. Considerations include a
context of practice marked by a paucity of resources,
the need for respectful consideration of cultural beliefs
and provision of culturally sensitive care.

These culturally sensitive teaching strategies assist
learners in increasing their overall presence in commu-
nities of learning. Teaching strategies focus on the shar-
ing of stories that are unique and personal to the learn-
ers, and which often encapsulate their extremely rich
and culturally diverse experiences within their commu-
nities. The stories make a great impact on the learning
community and build connections among nurses rep-
resenting remote locations across the three provinces.

A “virtual talking stick” is used to promote sharing,
listening and respect for others’ experiences. A virtual
graduation ceremony acknowledges learer contribu-
tions throughout the webcast series or study group
and includes the participation of elders (through prayer
and song), First Nations leaders and role models
and key healthcare providers championing @YourSide
Colleague within their communities.

Making a Difference

The success of this course lies in imparting knowledge
on best practice wound care and providing a virtual
gathering place where these unique nurses can share

Engagement Strategies for Web-delivered Courses

« Use a “virtual talking stick” to pass and share information

« Incorporate storytelling to impart wisdom and enrich content

« Use activities (e.g., polling questions, photo sleuths) to draw the learner into the live content

* Incorporate online learning hours on participation/completion certificate

* Give early and targeted technical support

« Rapidly respond to questions, issues and concerns (both technical and content-related)

« Foster a community of learners to decrease isolation and build supports

* Foster a high level of trust through excellence and expertise

+ Conduct ongoing development of web-based engagement strategies
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their experiences and wisdom. That the course has
achieved this is evident from participants’ testimonies

Nurses in rural and remote First Nations

(Table 1). i Canad theri
All participants surveyed agreed that they were able COMMUNILES across Lanada are gathenng

to assess and treat their community clients more com- online to participate in wound care

petently as a result of taking the course. Survey results courses and share their wisdom

have also demonstrated that the course increases regarding their unique struggles to

knowledge and has a positive impact on work, and - ] o
veds P P integrate best practice for their clients.
participants rated the course as culturally relevant to

practice with First Nations clients. ¢
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TABLE 1 . d',,:l?(u
Voices from the @YourSide Colleague Experience i

. . : . 23-26 September
“[I'would like] more education that will allow us as healthcare providers to actually Vancouver, BC (L1, 12, 13)
have that capability to change the dressings as needed without sending our clients
to the local hospitals as walk-ins or thru emerg’—Participant response to pre-course 14-17 October
learning-needs survey Toronto, ON (LEIWCE)
"I provided my client with appropriate medications and dressings, and he also relied on 21-24 October
the medicine man as well as traditional medicine. He carried out his rituals to fight off Moncton, NB (L1, 12, L3)
his infections. Some believe that a cure can be achieved through spiritual techniques R g 1821

such as using herbs, spruce gum, boiled spruce cones, fish oils and sweet grass to treat
wounds. These items were applied to my client's wounds during a personal ceremony
with the beating of the drums in the background. This emphasizes the importance

for the nurse to recognize that each person has their own perceptions of health and ill-
ness, which are shaped by cultural beliefs. The significance of these cultural rituals and
beliefs are paramount to good health; these wishes must be honoured and respected”—
@VYourSide Colleague course participant response

“What does this mean to me as an Aboriginal nurse? It means that in nursing practice,
I need to become critically aware of how | think about things, how | perceive, and
sometimes assume, complex matters like culture. It has helped me understand the
complex process of wound care, while paying attention to how the client views his or
her health. It has taught me to think outside the box. This knowledge has given me
the flexibility to view the situation from a social, environmental, psychological, spiritual
and holistic position—Juliet Bullock-Piascik, @YourSide Colleague course participant

N\
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Introduction

u ny screening process that assists in the pre-

which may include dressings, adjunctive therapies and

diction of pressure ulcer response to costly

or time-consuming wound management—

surgeries—and that assists in the prediction of healing
potential will lead to a more appropriate allocation of
healthcare resources. In addition, it could help to
prevent well-intentioned clinicians from inadvertently
contributing to the frustration and disappointment of
clients with pressure ulcers by initiating treatments and
therapies that are likely to be unsuccessful because
all aspects of a person’s ability to heal have not been
considered and addressed optimally.

It is imperative that wound care clinicians ask the fol-
lowing questions: “Is the patient's nutrition and hydra-
tion status being addressed?” and “Will the specialized
treatments and therapies be effective if the patient is
not optimally nourished and hydrated?” Failure to ask
these questions may themselves be barriers to healing.

Clues to Healing Potential

In a study performed by Houghton and colleagues,
subjects with a spinal cord injury (SCI) and chronic
stage Il, Il or IV pressure ulcers were followed as part
of a randomized controlled trial. As part of the screen-
ing process a comprehensive assessment was performed
by an interdisciplinary team (nurse, physical therapist,
occupational therapist and dietitian), including nutrition
assessment and intervention.

A comprehensive review of nutrition issues was
conducted. This included factors that may influence or
impact dietary intake, weight status or change and a
wide variety of other factors necessary for a thorough
and individualized nutrition assessment.

In addition, blood work analysis was performed
to screen for markers of nutrition and hydration
status and metabolic disorders such as anemia (iron-
deficiency anemia, anemia of chronic disease
[ACD]), diabetes or impaired glycemic control, thyroid
dysfunction, dehydration, hypoalbuminemia and
hypoprealbuminemia.

From the nutrition perspective, a judgement on a
patient’s ability to heal cannot be based on their blood
work alone. A comprehensive nutrition assessment
must be conducted to identify all potential nutrition-
and hydration-related barriers to healing. Indeed,
wound healing is much like crime scene investigation!
Blood work screening is, however, a necessary step in
identifying barriers to healing.

The results obtained by Houghton et al. suggested
that only very small differences existed between the
mean blood work values of individuals in the healer
and non-healer groups. However, the proportion of
individuals with two or more abnormal blood values
was markedly higher in the group who did not heal
over the six-month observation period.

Healing potential decreased when the number of
abnormal values increased. The cumulative effect of a

continued on page 22
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combination of two or more abnormal blood values, even
when mildly abnormal, negatively impacted healing.

Anemia
If a patient presents with anemia it is imperative that
the type of anemia is identified. The complete blood
count and iron profile (serum iron, total iron binding
capacity, per cent saturation, ferritin) should be
assessed to distinguish between iron-deficiency anemia
and ACD. It is important to note that it is possible for
a patient to have mixed anemias.

Both iron-deficiency anemia and ACD result in a
decreased hemoglobin level, which is a barrier to
healing. If blood cell morphology is available, iron-
deficiency anemia will manifest as microcytic,
hypochromic (small, pale) red blood cells;
ACD will manifest as normocytic,
normochromic red blood cells
(normal size and shape), but in
lower than normal concentra-
tion. If iron deficiency is iden-
tified, iron supplementation
should be
dietary iron intake increased

initiated and

in order to resolve the anemia
and promote wound healing.
However, supplementation does
not negate the need to investigate
and address the underlying cause of
the deficiency.

Concurrent medical issues and inflammatory and
infectious conditions are associated with ACD, which
is a barrier to wound healing. A chronic non-healing
pressure ulcer is itself an inflammatory process that
may lead to ACD. The ferritin level, in the absence
of infection or inflammation, reflects iron stores.
However, ferritin is also a positive acute-phase reac-
tant, meaning that it is elevated in the presence of
inflammation or infection. It is important that a clinician
does not assume that a normal or elevated ferritin
level is an accurate reflection of iron status under these
conditions. The ferritin level is easier to interpret if
assessed concurrently with other markers of infection
and inflammation, such as C-reactive protein.
Supplementation with iron for ACD is contraindicated.

Severity of Iliness or Injury and
Nutrition Status and Risk
Albumin and prealbumin are hepatic proteins that are
often cited in the literature as markers of protein or
nutrition status. There is much discussion of this
among clinicians and authors, with many disputing
the value of albumin and prealbumin as nutritional
markers, especially in critical and acute care settings.
Low values reflect the severity of the illness or injury
regardless of protein status and are “red flags” for
the potential of a patient to develop malnutrition or
become more malnourished. It is therefore imperative
that nutrition intervention is launched. In the study by
Houghton et al. and in the experience of this clinician
in an SCl rehabilitation setting, low albumin
or prealbumin values resolve with the
consumption of a recommended
daily volume of liquid nutrition
supplement or provision of
nutrition support through
supplemental overnight
tube feeding.

Glycemic Control

While the measurement of
glycated hemoglobin (HbA1C)
levels is not a diagnostic tool
for diabetes, it is a valuable
measure that reflects glycemic control

over the previous two to three months.
HbA1C levels above seven per cent are associated
with a significantly increased risk for both microvas-
cular and macrovascular complications and impaired
wound healing.

Hyperglycemia in the SCI population is largely the
result of insulin resistance and impaired glucose toler-
ance. Some individuals may have normal fasting blood
glucose (FBG) levels but impaired glucose tolerance
following a meal or carbohydrate load. In the study by
Houghton et al,, the authors observed that had FBG
alone been used to screen for hyperglycemia without
concurrent assessment of HbA1C, previously undiag-
nosed prediabetes and diabetes would have been
unidentified in some of the study subjects. It is recom-
continued on page 24
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mended that both FBG and HbA1C are screened in
individuals with pressure ulcers.

Treating ulcers is more effective when screening and
management measures are implemented to address
underlying factors, such as hyperglycemia, that impede
successful outcomes. Controlling serum glucose levels
to promote wound healing cannot be overemphasized.

Thyroid Function

Hypothyroidism is one of many conditions that can
adversely affect wound healing. It is a metabolic disor-
der of great clinical importance and exerts biochemical
and histological effects on tissue integrity and regener-
ation. Hypothyroidism and diabetes mellitus can
coexist in clinical settings; the influence of these condi-
tions both individually and concurrently warrants the
screening for and immediate management of these
conditions for optimal wound healing. It is recom-
mended that patients with pressure ulcers are screened
for thyroid-stimulating hormone.

Hydration Status

Dehydration is a risk factor for skin breakdown and
wound healing. The blood urea nitrogen (BUN) to
creatinine ratio may be used as an indicator of a
patient’s hydration status. An elevated BUN level with a
normal or low serum creatinine level may indicate
under-hydration, although this may not be accurate in
patients with renal impairment. A BUN to creatinine
ratio of more than 20:1 is a red flag for dehydration,
which must be investigated and addressed.

In addition, BUN and creatinine are indicators of
renal function. A clinician must be aware of a patient’s
renal status before recommending enhanced protein,
fluid, vitamin and mineral intakes. Supplementation
in renal insufficiency, as well as in other comorbidities,
is subject to precautions and contraindications.

Following a preliminary review of the data and
identification of the trends related to blood work and
healing in the Houghton et al. study, the practice
changed such that a review of blood values was
conducted for individuals with SCI and a severe pres-
sure ulcer (stage IV). When two or more abnormal
blood values were obtained, nutrition intervention
was initiated to promote resolution of the modifiable

abnormalities and adjunctive therapy (electrical
stimulation) was not provided. The blood work was
subsequently reassessed and the adjunctive therapy
was initiated once the individual's nutrition and
hydration status was deemed supportive of healing
(e, when he or she had fewer than two abnormal
values). If only one abnormal blood value was
identified, nutritional intervention was provided concur-
rently with the adjunctive therapy. If no abnormal
values were identified through blood analysis, electrical
stimulation was initiated with success in most cases.

Conclusion

Blood work analysis can be a valuable tool in identifying
nutrition-related barriers to pressure ulcer healing. The
identification of these barriers should lead to appropriate
interventions to resolve modifiable nutrition-related
issues. A patient's healing potential decreases as the
number of abnormal values increases. The cumulative
effect of two or more blood work abnormalities, even
if mildly abnormal, negatively impacts healing.
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Patients with Diabetic Ulcerations?

Canadian Certified Pedorthists
offer specialized expertise to your healthcare team helping improve

patients’ foot health and mobility one step at a time

alleviate pain and discomfort.

www.pedorthic.ca or 1-888-268-4404

Canadian Certified Pedorthists are the most qualified profession to fully assess and fit a patient’s custom orthotic and
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helping to heal wounds and avoid complications of diabetic ulcerations.

Enhance your team with a Canadian Certified Pedorthist #3
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PERSPECTIVE

Dr. Shane Inlow Looks at

Chronic Disease
from the Inside

Dr. Shane Inlow was a practicing physician and is a past medical director of the Geriatric and High Risk Foot Clinic in Calgary
and a founding member of the CAWC. He spoke recently with Heather Orsted, RN, director of the CAWC Institute of Wound
Management and Prevention and a clinical and educational consultant, about living with multiple sclerosis.

When did you first
Q discover you had mul-
tiple sclerosis (MS)?
| was first diagnosed with multiple
sclerosis in 1986, back in the days
before MRI. My main symptom
was that | was losing my co-ordi-
nation. As an athletic person, |
noticed that | was not serving
well in tennis and was falling
while skiing—things that had
come naturally to me before. |
had a numb patch on my left
chest and | had ringing in my ears.
At that time | had been in my
medical practice for six years, mar-
ried for 12 years and my kids were
one, three and six years of age.
Q tion when you heard
the diagnosis?
It was devastating, because |
knew the wheels were going to
fall off my future. My biggest
concern was that | had just spent
11 years getting my MD and |
had only practiced for six years. |
refused to quit practicing medicine,

as | wanted to use my medical
training as much as | could.

What was your reac-
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What lifestyle changes
Q did you make in the
first five years?

| had to retire from certain areas
of clinical practice, such as
obstetrics and performing minor
surgical procedures. Then, in
1987, an opportunity was pre-
sented to me to become medical
director of a foot and wound care
clinic. This met my criteria, in that
I did not have to do any manual
work due to the availability of
highly trained staff in the clinic.

The biggest problem in the
early years was non-stop fatigue,
which was manageable initially
because the clinic was only
two days a week. As the clinic
became more successful, the
demands on me increased.
Although work gave me a sense
of purpose, academic stimulation
and interpersonal interaction, it
was taking a toll on my personal
life, leaving me exhausted not
only after work but for days later,
with my family bearing much of
these problems.

As time passed, having MS
required an explanation to my

patients in the clinic. Some had
expressed concerns to staff
regarding my staggering gait and
slurred speech, thinking | was
drunk. Writing skills were a chal-
lenge and charting became
increasingly difficult. | started
using a cane to help others iden-
tify my disability.

| really missed sports, but
found there was one that | could
still play and so | took up golf. |
managed to play for more than

10 years.
Q 10 years been like?
Due to increasing
fatigue, | have had to completely
retire from practice. | have always
been in a slow decline, with pri-
mary progressive disease for the
first 15 years and secondary pro-
gressive disease for the last 10
years. Walking became increas-
ingly difficult, so | used a scooter
for long “walks” and outdoor
activities. Five years ago | pro-
gressed to a full-time wheelchair.
| remain independent with my
personal care but need support

What have the last

Dr. Shane Inlow:
‘I have always been diligent
about managing my disease.”

with every other aspect of my life,
including travelling, cooking,
shopping and housework.

Socially, | spend more time in
my home than outside my home.
| get to the gym often, which is
located close to my house, to
exercise and swim. | rely on family
and friends for most of my social
life, as | get too tired in the
evenings to go out.

The fatigue tends to be the most
difficult complication and wears
on your ability to control your
emotions. Unfortunately, family
and friends have often been the
recipients of raw emotions that |
was no longer able to buffer.
Q complications

related to MS?
With decreased sensation and
mobility, | have found out how
vulnerable | really am. A minor
bang on my shin led to months
of monitoring and wound man-
agement, and if I did not know
what | was doing | would really

get into trouble. | get onto treat-
ing injuries right away, no matter

What are your
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how minor. My risk for pressure
ulcers is scary—fortunately, pain
sensation in my butt is still relative-
ly intact and | get off my butt when
| feel significant discomfort. But it
really lets me know how difficult it
must be for people who don't
have sensation to get things done.
I find | can't even sit on my butt for
an hour without feeling discomfort.
However, if | am up too long, | pay
for it for days afterward.

My feet are neuropathic and |
wore a new pair of shoes to the
gym that | thought fit well. | did not
realize how stiff the lateral aspect
of the shoe was and after 10 min-
utes | had trauma that caused my
leg to be black and blue from my
knee to my toes for a month.

| have recurring painful neu-
ropathy of my left leg so, like a
person with diabetes, | need to
manage my neuropathy. | have
tried all sorts of drugs and treat-
ments, but it seems a warm bath
or several minutes on a Whole
Body Vibration machine (www.wbv-
md.ca) help more than anything.

My autonomic neuropathy has
also led to really cold feet. | use
an electric heating pad that has
low voltage and a restricted heat
limit. | know this is a risk, but
when my feet are cold my whole
body spasms, including my blad-
der, and | can't sleep.

How do you
Q manage your MS?

| have always been
diligent about managing my
disease—from exercise, diet,
drugs and lifestyle changes to
managing stress, fatigue and
anxiety. | have kept on top of
the research and think | have
managed my disease well, in part
because | am a medical doctor.

Volume 8, Number 2, 2010

| am aware of the impact of
controlling my body, my lifestyle
and my environment.

| frequently get calls from oth-
ers who have just been newly
diagnosed with MS. | feel | have
helped them just by talking to
them about the basics of manag-
ing the disease. | find most
people with MS try and ignore it
and hope it goes away—! am
pretty certain it will not! Living
with, not fighting against MS—
in my opinion—is the key.

What do you think
Q your future holds?

Well, | guess that is
part of the management of the
disease. | try not to think too far
into the future, because that
might affect my ability to stay
strong and do as much as | can in
the present. The big problem is
depression when you think of
long-term consequences. | try to
think in days and weeks, instead
of months and years. If | thought
that in 10 years | might be in a
nursing home, that might depress
me and prevent me from being
as active as | try to be. My biggest
challenge is getting through the
day—I need to be very flexible
with what | do in a day based on
what is happening with my body
and my mind.

I know the stats and know
the prognosis for people with a
disease like mine, and | don't
focus on them because | know |
am doing a better job managing
my MS in part because of my
medical knowledge.

| am also reassured by new
research in the field of MS that
gives me hope. Chronic cerebral
spinal vascular insufficiency has
been shown to be present in

“I am reassured by new research
in the field of MS that gives me hope.”

many people with MS and the
treatment for it is a simple bal-
loon angioplasty. Unfortunately, it
is currently only available in
Phase |l trials in Europe.

What would you
Q like to share

with healthcare
professionals to help them
better help their patients
with chronic diseases?
I think, first of all, focusing on
the entire living process rather
than just on drug therapies. Many
doctors think that if there is not
a drug available for a particular
disease then there is nothing
they can do to help you. And |
would have been one of them—
but I think differently now.

Recognize the importance of

exercise, nutriton and lifestyle
management for any chronic
disease. Embrace alternative med-
icine as an option, because it may
make your patients feel better and
that may be all that matters.
Unfortunately it is often dismissed
by medical practitioners. Listen
to and try to embrace total care,
putting aside the limited current
treatments. Know local medical
assistance within the community,
such as AADL [the Alberta Aids to
Daily Living program], home care
and even disability tax programs.
Encourage spousal support pro-
grams, as the strain to the able-
bodied spouse needs TLC. All
these little things can make a
huge difference in the manage-
ment of chronic diseases. U
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Caonadian Partents
Demand Coalifion

Ontario Minister
of Health and
Long-Term Care,
Deb Matthews,
listens to

patients at the
2009 Canadian
Patient Summit.
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wide range of healthcare stakeholders
have a voice with governments when it
comes to addressing health policy and
healthcare decisions. Doctors have national and
provincial associations; nurses have professional
organizations and unions; and organizations like the
CAWC advocate for practitioners and patients with
specific conditions. In each case, by coming together
to speak with a unified voice, the individual members
of these stakeholder groups are able to have their
views heard and addressed.
Patients have a unique perspective to share; howev-
er, until now they have been left out of the healthcare
conversation. The CAWC chaired the first-ever Canadian

“Long overdue to get patient
voices together and to empower

a coalition to do something!”

Patient Summit, held 28 and 29 March in Toronto, to
hear what patients wanted.

Over 200 Canadians shared their stories and
planned how patients could become more involved
in health policy decision-making. Together, they
proposed 17 ideas and then voted. Support was unan-
imous that a patient coalition be established. Thirty

continued on page 30

“If one patient speaks, it is not heard, but if many patients

collaborate together, just imagine what we could do nationally.”

— Jobn Munroe, First Nations diabetes advocate
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Help your patients reduce the
risk of diabetes foot ulcers!

The Canadian Association of Wound Care is delighted to introduce our new
diabetes foot care brochure and online, interactive tool, developed
with funding from the Public Health Agency of Canada.

Know the signs. Are your feet... What can | do?
Nusab, pataal O Control your blood glucose levels.
or tingling? O Have a healthcare professional trim
S e your toenails and care for the skin
o your fee feet
feel like blocks S T o st e ey
of wood? fitted,
Changing shape? O Avoid too much walking.
Is one foot > ) Visit your healthcare professional
different than YES a8 s00n as possible.
the other? © Have your shoes professionally
Any change fitted,
is important.
O Changes to your skin should be seen
Dry, callused by  healthcare professional.
or cracked?
= 0 Wash a sore or blister with warm water;
Do they dry well, and cover with a bandage.

have sores See a healthcare professional today.
or blisters?

0 Avoid walking on your foot as it heals.

Please continue to check your Your Healthcare Professional Team Key Phone Numbers:
feet everyday for any changes
or signs of injury. Ohropodat or Podasiat
1§ you have answered YES to any of

thes: tions, please see a health
nal as soon as possible. Be

me have specialized training

Have your heal

check your feet AT LEAST 1-2 times dorthists: specialize in fitting shoes

; . Foe more information, visi
per year or more if required. www.cawc.net/diabetesandhealthyfeet

Benefits:

® Gives relevant, user-friendly interactive information;

® Encourages discussion between you and your patients;

® Empowers Canadians living with diabetes to manage their foot care;
® Offers a monthly email foot care tip;

® Available in both English and French.
Coming soon in more languages!
Request your copies now: healthyfeet@cawc.net
Visit our interactive online tool:

English: www.cawc.net/diabetesandhealthyfeet
French: www.cawc.net/diabeteetpiedsensante

For more information, please call: 416-485-2292



“If patients designed a system that reflected their needs,

we would have a much more highly integrated system.

— Deb Matthews, Ontario Minister of Health and Long-Term Care

health-related organizations agreed to stay the course

in the creation of the first Canadian Patient Coalition.

The coalition's mandate was set by the patients:

= Advocate for patients to be represented at healthcare
policy decision-making tables.

u Advocate for governments to provide patient naviga-
tors to help guide patients through the complexities
of our healthcare system.

mSupport an initiative already started for a single
electronic health record for every patient that follows
the patient.

“Patients definitely need to have our voices heard,

our lives depend on this.”

30  Wound Care Canada

Patients were enthusiastic about how to improve serv-
ices to get the best health outcomes. They also enjoyed
meeting each other and listening to informed discussions.

The Honourable Deb Matthews, Ontario Minister of
Health and Long-Term Care, kicked off the conversation
by welcoming everyone to this critical discussion. She
wants to work with patients and their coalition.

Other notable speakers included Alberta Senator Elaine

McCoy; BC MLA Adrian Dix; Toronto MP Dr. Carolyn
Bennett; Catherine Turner from the National Aboriginal

Diabetes Association; Globe and Mail health reporter
André Picard; 25-year radio broadcasting veteran Andy
Barrie; Toronto mayoral candidate and former Ontario
Health Minister George Smitherman; and Maureen A.
McTeer, Canadian lawyer and author with a special
interest in gender issues and health policy.

“Felt very empowered by the day.”

Dr. Gary Sibbald, former CAWC President and current
President of the World Union of Wound Healing
Societies, joined Irmajean Bajnok, Director of
International Affairs and Best Practice Guidelines
Programs at the Registered Nurses' Association of
Ontario, and Kevin J. Leonard, patient, professor of
Health Policy at the University of Toronto, and
President of One Patient, One Record in a session
chaired by CAWC member Linda Norton to share
their ideas on how health professionals and patients
can work together to make a difference. Y

Information from the Summit will be compiled into
a report to be disseminated in May. Please visit
www.canadianpatientcoalition.com for more infor-
mation and to view clips from the day.
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University of Toronto

Sponsored by

the Dalla Lana School of Public Health
and
the Canadian Association of Wound Care

14 - 11 October 2010
and
29 April - 2 May 2011

For more information and to register,
please visit www.cawc.net.

of Wound Management
and Preven tion




CAWC Events

The CAWC Institute of Wound Management and Prevention
Sessions by the CAWC Institute of Wound Management and
Prevention are designed to help you expand your knowledge and
attitudes regarding wound care. You will also develop the skills
required to put this knowledge into practice.

Date Location Level(s)
12—13 June Belleville, ON L1, L3

19 June Sydney, NS L3

23-26 September Vancouver, BC L1, L2, L3
14-17 October Toronto, ON L4 (IIWCC)
21-24 October Moncton, NB L1, 12, L3
18-21 November Winnipeg, MB L1, L2, L3
25-28 November Montreal, QC L1, 12, L3
2-5 December Toronto, ON L1, L2, L3

For more information and to register for CAWC Institute sessions,

visit www.cawc.net.

Other Events

European Wound
Management Association
20th Conference:

Get the Timing Right
26-28 May, 2010

PalExpo Conference Centre
Geneva, Switzerland
www.ewma2010.0rg

Canadian Association for
Enterostomal Therapy

29th Annual Conference:

The Wonders of Advancing
Wound, Ostomy and
Continence Care

27-30 May, 2010

Niagara Fallsview Casino Resort
Niagara Falls, Ontario
www.caet.ca, or contact the CAET
national office on 1-888-739-5072

EWMA News

University Conference

Model during the

EWMA 2010 Conference

The European Wound
Management Association (EWMA)
university conference model
(UC\) offers students of wound
management the opportunity

to take part in academic studies
while participating in the EWMA
conference. This opportunity is
available to all institutions with
wound management teaching
programs for health professionals.
The EWMA strongly encourages
teaching institutions and students
from around the world to partici-
pate in the UCM, where they
will benefit from international
networking and access to lectures
by the most experienced wound
management experts in the
world. Visit the education

section of www.ewma.org or
contact the EWMA Secretariat at
ewma@ewma.org for more info.

From Our
NAWCC Partners

New Guidelines for Pressure
Ulcer Prevention and Treatment
The National Pressure Ulcer
Advisory Panel (NPUAP) and
European Pressure Ulcer

Nurse Blogs MSc Experience in Wound Healing and Tissue Repair

Skin and wound nurse educator Marlene Varga (recipient of the CAWC 2009 Dr. Warren L. Rottman
Education Scholarship, sponsored by 3M Canada) is chronicling her journey as an MSc candidate in
wound healing and tissue repair through an online blog. Varga, who works at Grey Nuns Community
Hospital (Covenant Health) in Edmonton, is undertaking her MSc at the University of Cardiff, Wales,
UK. In her blog, she provides a frank and informative account of the pressures, frustrations and
rewards of the program, as well as posting photos of her travels in beautiful Wales. Visit Varga's blog
at http://cardiffjourney.blogspot.com.
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Advisory Panel (EPUAP)
Guidelines for Pressure Ulcer
Prevention and Treatment bring
together the best evidence-
based practices from around
the world, and are the result

of a four-year collaboration
between the NPUAP and EPUAP.
The guidelines are available

in the “resources” section at
WWW.Npuap.org.

Get to Know the

Wound Healing Society

The Wound Healing Society
(WHS) is a U.S.-based non-
profit organization composed of
clinical and basic scientists and
wound care professionals. Their
annual meeting is held each
spring in conjunction with the
Symposium on Advanced Wound
Care. It is the largest conference
on cutting-edge wound-healing
research and evidence-based
advanced wound care in North
America. In 2010, the first vol-
ume of the WHS-sponsored year-
book series Advances in Wound
Care will be published. This
book series provides a simple yet
authoritative desktop reference
for wound care professionals,

as well as for graduate students
who may not have had sufficient
exposure to aspects of wound
healing other than their specific
area of study. For more informa-
tion on the WHS, visit their
website at www.woundheal.org
or e-mail info@woundheal.org.
All Industry News is supplied by the

companies or their agencies and is
published as a courtesy by the CAWC.
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Versiva®@

Gelling Foam Dressing

...healing with Versiva® XC™ dressing

Versiva® XC™ dressing transforms wounds

Thanks to its gelling Hydrofiber® Technology, exudate is absorbed and locked in,! trapping harmful bacteria®® and MMPs,* creating an
optimal moist wound environment that kick starts healing >*

Versiva® XC™ dressing. Expect more

Find out more about Versiva® XC™ dressing and arrange a visit from your ConvaTec representative:
Hydrofiber www.convatec.com/versivaxc

ConvaTec For more information, please call our Customer Relations Center (Registered Nurses
@ CRC on staff) at 1-800-465-6302, Monday through Friday, 8:00 AM to 6:00 PM (EST), or
s muenacnaese  ViSIt our Web Site at www.convatec.ca
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CORRECTION

Erratum

In the Best Practice Recommendations for the Prevention and Management of Open Surgical Wounds, published in the Winter 2010
issue of Wound Care Canada, an error appeared in Table 3 (page 10). The correct table appears below. We apologize for this error.

TABLE 3

Quick Reference Guide for the Prevention and Management of Open Surgical Wounds

Recommendation Strength of evidence
NICE /RNAO
Cause
1 Complete a holistic assessment to identify factors that may affect surgical wound healing in the NICE level 2+
pre-operative, intra-operative and post-operative phases RNAO level IV
2 Create a treatment plan to eliminate or reduce factors that may affect surgical wound healing NICE level 2+
in the pre-operative, intra-operative and post-operative phases of care RNAO level IV

Patient-centred concerns

3 Include the patient, family and/or caregiver as members of the team when developing care plans NICE level 4
RNAO level IV
4 Educate the patient, family and/or caregiver to optimize surgical wound healing RNAO level IV

Local wound care

5 Assess the surgical wound and document findings using a standardized approach RNAO level IV

6 Debride the surgical wound of necrotic tissue RNAO level Ib
7 Rule out or treat a surgical site infection NICE level 4

RNAO level lla

8 Provide optimal local wound moisture balance to promote healing by choosing an NICE level 1+

appropriate dressing for the acute and chronic phases of surgical wound healing RNAO level IV

Re-evaluation

9 Determine the effectiveness of interventions and reassess if healing is not occurring RNAO level IV
at the expected rate. Assess the wound edge and rate of healing to determine if the
treatment approach is optimal

10 Consider the use of adjunctive therapies and biologically active dressings NPWT: RNAQO level IV
ES: RNAO level Ib
HBOT: RNAO level IV

Organizational concerns

11 Recognize that surgical wound healing requires a team approach NICE level 4
RNAO level IV

12 Implement a surgical site surveillance program that crosses clinical setting boundaries NICE level 4
RNAQ level IV

ES = electrical stimulation

HBOT = hyperbaric oxygen therapy

NICE = National Institute for Health and Clinical Excellence
NPWT = negative pressure wound therapy

RNAO = Registered Nurses' Association of Ontario
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é,) CAWC-ACSP
Q\) Calgary 2010

2010 Annual Professional Wound Care Conference
Please join us in Calgary for our professional conference from 4 to 7 November 2010.

Y %

Learn the best available evidence in diabetes foot, neuropathy and wounds.

For more information and to register, please visit www.cawc.net.

Congrés professionel annuel 2010 en soin des plaies
Soyez des nétres a Calgary pour le congrés professionel qui aura lieu du 4 au 7 novembre 201 0.

Apprenez les meilleures recherches du pied diabétique, de la neuropathie et des plaies.

Pour plus de renseignements et pour vous inscrire, veuillez visiter www.cawc.net.




Targeting bacteria and
protecting the skin.
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TECHNOLOGY

Two advanced technologies. One antimicrobial dressing.

Mepiiex® Border Ag and Mepiiex® Ag combine the best of two superior
technologies - the antimicrobial action of ionic silver with all the benefits
of Safetac® technology.

Inactivate pathogens within 30 minutes' of application and maintain
sustained release action for up to 7 days?.

Safetac® technology protects the peri-wound skin, reduces the risk of
maceration®, and minimizes pain and trauma at dressing change*>.

Contact your Mélnlycke Health Care representative at 1-800-494-5134.
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