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Introduction

A

The steady increase in the number of obese
people has also meant that more obese people
need access to health services for both primary
and secondary care. However, health-care providers have been slow to adapt to the challenges in
delivering care for this group of patients. Those
who are obese can experience poorer quality care
and be forced to compromise their safety, dignity
and health-care experience.6

t the turn of the last century and for the first
time ever in world history, the number of
adults who were overweight became greater than
those who were malnourished and underweight.1
Since then the pace of worldwide weight gain
has only accelerated, and we are currently in the
midst of a global obesity epidemic. Not only has
the number of people who are obese increased,
but the weight of those who are obese
has also increased.2 These increases will
have and are having profound impacts
“There are multiple challenges in caring for
on public health and the delivery of
this group of patients . . . including the need for
health-care services.3 If current trends
continue, obesity will become the “new
additional staffing, training and equipment.”
normal” for the majority of the population, with over 50% of the U.S. population being classified as obese by 2030.4
Obesity and the BMI Classification
The phenomenon of excess weight gain is not
Ethnic and gender differences can make it difficult
confined to one country; obesity is a worldwide
to define obesity precisely.7 Nonetheless, the Body
public health problem in both developed and
less developed countries.3 In 2013, over 14 million Mass Index (BMI) has been adopted worldwide
as a classification of weight.8 The BMI is the ratio
people in Canada classified themselves as obese
or overweight. This equates to approximately 40% of weight to height and is calculated by dividing
weight in kilograms by height in metres squared
of the population. Over 5 million people (15%)
5
were in the highest obesity category.
(i.e., BMI = (weight in kg) / (height in metres)2).
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The BMI is in essence a proxy measure of body
fat as it is a measure of weight rather than excess
fat and can be influenced by age, ethnicity and
muscle mass.8 The most widely accepted boundaries for BMI classification are shown in Table 1.
Table 1. Classification of BMI based on the Canadian
Guidelines for Body Weight Classification9 in Adults and
National Obesity Education Initiative Expert Panel10
BMI Range

Classification

Less than 18.5

Underweight

18.5 to 24.9

Normal weight

25 to 29

Overweight

30 to 34.9

Obese class 1

35 to 39

Obese class 2

Over 40

Obese class 3 (Morbid obesity)

Over 50

Super obesity

The consequences of being overweight and
obese have been well documented and include
increased rates of cardiovascular disease, diabetes,
liver disease, certain cancers, hypertension and
early death.11 In addition, those who are overweight and obese often face stigmatization and
discrimination by society and health providers.12
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Obesity and Wound Care
The increasing prevalence of obesity means that
there is an ever-increasing number of obese
patients who have chronic and acute wounds
or who are at risk of developing a wound. There
are multiple challenges in caring for this group
of patients from their admission through to discharge, including the need for additional staffing,
training and equipment.13 In order to effectively
manage and deliver care for this vulnerable group
of patients, there is an urgent need to evaluate the
strategies for preventing, treating and caring for
their chronic and acute wounds.
There are risks associated with being obese
compared to being normal weight in terms of
developing different types of wounds and also
in relation to how wounds may develop or ultimately heal.14 First, patients who are obese and
have difficulty mobilizing can be at increased risk
of developing pressure ulcers. Second, mobility
issues may result in spending long periods sitting
or sleeping overnight in a chair. This inactivity
leads to the development of dependent edema
and venous stasis and the risk of venous leg ulceration.15 Finally, those patients who need surgical
intervention are at greater risk of wound dehis-
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cence, hematoma development and infection.16
The greater the level of obesity the more likely that a wound will result in an adverse outcome.17,18 Figure 1 illustrates how obesity can be
linked to wounds and wound outcomes. Many
wounds can be linked to the direct impact of
obesity on a person’s mobility, physiology and
environment.
In addition to developing wounds, obese
patients can also experience other skin conditions
that could predispose them to further skin breakdown.19 These conditions include those linked to
friction between skin folds such as intertrigo and
dermatitis associated with moisture and incontinence.

Surgical Wounds
The number of surgical patients who are obese
has increased right along with the number of

obese people in society. Although being obese
may have a negative impact on mortality and
morbidity in general, there is some evidence that
this may not necessarily be the case for surgical
interventions. There exists an “obesity paradox”
for those undergoing general surgery who are
not in the highest class of BMI (> 40), which seems
to provide a protective benefit to being overweight.20 Those who are overweight or moderately obese have a lower risk of death, but as weight
increases the risk of complications, including complications with the surgical wound, increases.21
Being obese can have a major impact on wound
outcomes for many different surgical procedures.
For example, in colorectal surgery, obesity prolongs the time taken to perform the operation
and can increase the risk of wound dehiscence,
development of a hernia at the incision site and
stoma complications.22 In vascular surgery and

Figure 1. The links between obesity and wound development
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spinal surgery, wound infection rates for those in
and restrictions with movement,
which can lead to impaired
the highest obese group can be twice as high as
23,24
function of both the
those for a normal weight patient.
one-way valves in the
There are many potential factors that can
major leg veins and the
increase the risks of wound complications for
calf-muscle pump.36
those who are obese. These factors could be
The consequences
linked to the likelihood of obesity predisposing
of impaired blood
the patient to having co-morbidities that can
flow include
result in wound complications such as diabetes,
11
development of
hypertension or anemia. The risks may also be
venous hyperrelated to surgery for obese patients taking long25
tension and
er and being more complex.
chronic venous
In general, those patients who are both obese
insufficiency.37
and have a surgical wound have higher risks of
Additionally, the
infection, dehiscence and poor wound healing.25
interconnected
Wound infection in particular is a common comnature of the
plication in the post-operative period for this
26
group of patients and can be eight times higher venous and
lymphatic systems
compared to non-obese patients.27 The evidence
means that obesity
for higher rates of infection is strong and con16,27,28,29
also has an adverse
sistent across different types of surgery.
effect on the moveHowever, the evidence for wound dehiscence
ment of fluid in
has been criticized as being contradictory, with
the lymphatic syssome studies indicating a higher rate linked to
tem.38 Accumulation
30
obesity but others showing no statistical link.
of lymph fluid in
It is unclear whether these variations are relatthe skin tissue and
ed to surgical technique, time in theatre or
lymphedema can be
wound-specific factors.31
The surgical wound can also take longer to heal localized to the lower
in obese patients compared to those who are not limb but can also
the abdominal
obese.25,32 The reasons for increased healing times occur in
39
apron. Because lymph fluid is an ideal medium
are not fully understood but could be related to
for bacteria, recurrent cellulitis and infections are
obesity impairing micro-circulation, tissue perfucommon.40
sion and the immune response to infections.33,34
Increased healing time may also
be affected by the comorbidities
“The care of obese patients requires significantly
associated with obesity such as
diabetes, immobility, poor nutrition
more nursing time and resources.”
and reduced pulmonary function.25

Leg Ulcers
Obesity can also be associated with leg ulceration, with more than two–thirds of those having
a venous ulcer having a BMI of over 30.35 This
increased incidence of leg ulceration is thought
to be related to the weight of the abdomen
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For those who are obese, the treatment of the
venous ulcer through compression bandages and
hosiery can also be more challenging for clinical staff, more complex and less effective. Obese
patients often require additional resources in
terms of time, equipment and skills. Clinical staff
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often report that it can be difficult to achieve
therapeutic compression pressures with the
application of compression bandages to obese
legs due to the shape of the legs and the physical
effort that can be necessary to apply the bandages.6

Pressure Ulcers

obese elderly.44 Yet obese patients have also been
shown to have a higher risk of pressure ulcers
than those in the normal weight range, with
those in the higher obesity categories having the
most risk.45 The chance of developing a pressure
ulcer has been found to be nearly 20% higher for
nursing home residents who were moderately or
severely obese compared with those who were
not obese.46 Such studies have suggested that
being moderately or severely obese should be
classified as a risk factor for pressure ulcers and
that allowance should be made for the proportion

Pressure ulcers occur over bony prominences
and are a consequence of reduced mobility and
inability of the patient to relieve their own pressure areas.41 Those who are obese have additional
body fat over bony prominences
but also have difficulty with
movement and turning them“Being obese can have a major impact on wound
selves when in bed. The pressure
on the skin tissue results in a
outcomes for many different surgical procedures.”
chronic reduction in blood that
can result in the development
of pressure ulcers.42 Other risk
of obese patients when evaluating the prevafactors in the development of pressure ulcers
lence of pressure ulcers within an institution. The
in obese patients include moisture, shear and
43
risk of pressure ulcers for those with obesity can
friction. These factors can occur in areas of the
be higher and the consequences more severe
body where skin rubs together and moisture collects, such as in skin folds, under breasts, between compared to the normative population. A recent
review of patient safety reports in the U.S. highthe buttocks and between the thighs.
lighted that those with Class III obesity can have
There can be differences in the incidence, location, category and type of pressure ulcer for those a greater risk of pressure ulceration (33.1% compared to 15.5%) and that they are more likely to
who are obese. There is still some debate regardhave a serious event (resulting in patient harm)
ing whether obesity can be a risk factor in the
than the normative population (20.7% compared
development of pressure ulcers, with some studto 2.3%).47
ies showing that there is no linkage and perhaps
Obese people may also be at increased risk
even a reduced chance of pressure ulcers in the
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Key Points
Clinicians should keep in mind the
following key points for preventing
or treating wounds in overweight or
obese patients:
☞ All wounds: Wounds may take
longer to heal in obese patients
due to comorbidities and other
factors.
☞ Following surgery: Obese
patients have a higher risk for
complications, including wound
infection and dehiscence.
☞ Pressure, friction, shear and
moisture: Don’t assume body fat
will prevent pressure ulcers. Look
in non-typical locations such as
heels for PUs and in skin folds for
intertrigo.
☞ Lower leg: Watch for dependent
edema in the legs, which may
indicate risk for development of
leg ulceration in this high-risk
population.
☞ Protect your patients and yourself
with special equipment, training
and teamwork!
☞ Treat obese patients with the same
consideration as all other patients.
of heel pressure ulcers due to the increased
weight of their legs and restricted movement.48,49
However, the link between obesity and the risk
of heel pressure ulcer development remains
unproven and some studies have found no link.50
One hypothesis for an increased risk of pressure ulcers is that the presence of skin folds may
increase friction and harbour bacteria, which may
predispose obese individuals to infection and skin
breakdown.51 However, the increased risk could
simply be a result of clinical staff finding it more
difficult to identify and manage pressure ulcers in
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this group of patients.52
The care of obese patients requires significantly more nursing time and resources.53 This may
mean that if there are shortages of personnel,
lack of equipment or increased workload, obese
patients may not get the necessary assistance
with mobility or pressure area care. There may
also be issues within health-care organizations
in terms of a lack of awareness of the additional
needs and specialist training that may be necessary to care for obese patients.6

Clinical Implications
Caring for the increasing number of obese
patients can be challenging and time intensive.52
It requires effective systems of communication to
co-ordinate care in order to maximize the use of
resources—both personnel- and equipment-related.45 Health-care providers also need to be
aware of the additional training that staff may
require to improve moving and handling techniques and reduce the risk of injury.54 Health-care
provision for obese patients requires more resources compared to non-obese patients in terms
of staffing, environment, specialist equipment
and supplies.6,13 Those who are obese can be
vulnerable and at risk of discrimination; they are
blamed by society for their condition and looked
on as “repulsive.”55 Although there are signs that
increased exposure to caring for those who are
obese is improving attitudes, health-care professionals can still stigmatize and discriminate in
favour of non-obese patients.56,57 This stigmatization and discrimination can impact the care that
obese patients receive in terms of both access to
services and quality.58
The evidence suggests that patients who are
obese have an increased risk of certain types of
wounds and poorer outcomes once the wound
has developed. These are the result of both
physical and physiological differences from nonobese patients. Clinical staff need to be aware
of these differences in order to both reduce the
risk of wounds occurring and to improve wound
healing. Table 2 highlights some key best practice
strategies for caring for those who are obese.
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Table 2. Best practice considerations for obese
patients who have or are at risk of a wound
Skin assessment and
pressure
relief

Moisture
management

Specialist
equipment

Training for
staff

• Skin and pressure area assessment
on initial admission or transfer
• Regular evaluation of turning/
pressure-relief regimen
• Checking of areas prone to pressure ulcers such as buttocks and
between skin folds
• Listening to patients regarding
any areas of the skin where they
are experiencing pain
• Use of barrier creams
• Personal hygiene – keeping skin
dry and clean
• Use of incontinence aids – pads,
etc.
• Beds and mattresses designed for
the obese patient
• Lifting aids
• Reduction of shear and friction
through low-friction slides and
covers
• Mobility aids
• Pressure-relieving seat cushions
•
•
•
•

Physical and emotional care
Use of equipment
Identification of at-risk patients
Assessment of wounds to identify
issues such as wound infection
and dehiscence

Summary
The rising incidence of obesity has resulted in an
increased number of patients with obesity within
all health-care settings. Obesity is linked to comorbidities and impacts that can result in poorer
health outcomes. In addition, obese individuals
are at risk of developing wounds; these wounds
can be more complex and difficult to heal compared to those of non-obese individuals. Examples
include:
• When having surgical interventions, those who
are obese have a higher risk of wound complications, including wound infection and dehiscence.
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• Due to issues with mobility, moisture, shear and
friction, obese patients can be at increased risk
of developing pressure ulcers compared to normal weight patients. The location of pressure
ulcers may also differ significantly compared to
other patients.
• Dependent edema in the legs means that obese
patients are at increased risk of leg ulceration
compared to non-obese patients.
The development of wounds, and the additional
care necessary, can further increase the complexity and costs of care for obese patients. It is
important that health-care providers rise to the
challenge of caring for this group of patients.
Simon Palfreyman is an Assistant Professor, Faculty
of Nursing at the University of Alberta.

References
1. Caballero B. The global epidemic of obesity: An overview.
Epidemiologic Reviews. 2007;29(1):1–5.
2. Nguyen DM, El-Serag HB. The epidemiology of obesity.
Gastroenterology Clinics of North America. 2010;39(1):1–
7.
3. Withrow D, Alter D. The economic burden of obesity
worldwide: A systematic review of the direct costs of obesity. Obesity Reviews. 2011;12(2):131–41.
4. Finkelstein EA, Khavjou OA, Thompson H, Trogdon JG, Pan
L, Sherry B, et al. Obesity and severe obesity forecasts
through 2030. American Journal of Preventive Medicine.
2012;42(6):563–70.
5. Statistics Canada. Health indicator profile, annual estimates,
by age group and sex, Canada, provinces, territories, health
regions (2013 boundaries) and peer groups. 2015 [accessed
27/11/2015]. Available from: www5.statcan.gc.ca/cansim/
a26?lang=eng&andretrLang=eng&andid=1050501&andpattern=obese&andtabMode=dataTable&andsrchLan=-1&andp1=1&andp2=-1.
6. Lumley E, Homer CV, Palfreyman S, Shackley P, Tod AM. A
qualitative study to explore the attitude of clinical staff to
the challenges of caring for obese patients. Journal of Clinical
Nursing. 2015;24(23–24):3594–604.
7. Samaha FF. New international measuring stick for defining
obesity in non-Europeans. Circulation. 2007;115(16):2089–90.
8. Seidell JC, Flegal KM. Assessing obesity: Classification and
epidemiology. British Medical Bulletin. 1997;53(2):238–52.
9. Canadian Guidelines for Body Weight Classification in Adults:
Health Canada; 2003.
10. Panel NOEIE. Clinical guidelines on the identification, evaluation, and treatment of overweight and obesity in adults.
1998.

Volume 14, Number 1 · Spring 2016

11. Pi-Sunyer FX. Comorbidities of overweight and obesity:
Current evidence and research issues. Medicine and Science
in Sports and Exercise. 1999;31(11 Suppl):S602–8.

29. Smith RL, Bohl JK, McElearney ST, Friel CM, Barclay MM,
Sawyer RG, et al. Wound infection after elective colorectal
resection. Annals of Surgery. 2004;239(5):599.

12. Puhl R, Suh Y. Health Consequences of weight stigma: implications for obesity prevention and treatment. Curr Obes Rep.
2015;4(2):182–90.

30. Doyle SL, Lysaght J, Reynolds JV. Obesity and post-operative
complications in patients undergoing non-bariatric surgery.
Obesity Reviews. 2010;11(12):875–86.

13. Drake D, Dutton K, Engelke M, McAuliffe M, Rose MA.
Challenges that nurses face in caring for morbidly obese
patients in the acute care setting. Surgery for Obesity and
Related Diseases. 2005;1(5):462–6.

31. Winkelman C, Maloney B, Kloos J. The impact of obesity on
critical care resource use and outcomes. Critical Care Nursing
Clinics of North America. 2009;21(3):403–22.

14. Guo S, DiPietro LA. Factors affecting wound healing. Journal
of Dental Research. 2010;89(3):219–29.
15. Bumpus K, Maier MA. The ABC’s of wound care. Current
Cardiology Reports. 2013;15(4):1–6.
16. Waisbren E, Rosen H, Bader AM, Lipsitz SR, Rogers Jr SO,
Eriksson E. Percent body fat and prediction of surgical site
infection. Journal of the American College of Surgeons.
2010;210(4):381–9.
17. Dixon JB. The effect of obesity on health outcomes. Molecular
and Cellular Endocrinology. 2010;316(2):104–8.
18. Hahler B. An overview of dermatological conditions commonly associated with the obese patient. Ostomy/Wound
Management. 2006;52(6):34–6, 8, 40 passim.
19. Lowe JR. Skin integrity in critically ill obese patients. Critical
Care Nursing Clinics of North America. 2009;21(3):311–22.
20. Valentijn TM, Galal W, Tjeertes EKM, Hoeks SE, Verhagen HJ,
Stolker RJ. The obesity paradox in the surgical population.
The Surgeon. 2013;11(3):169–76.
21. Mullen JT, Moorman DW, Davenport DL. The obesity paradox:
Body mass index and outcomes in patients undergoing nonbariatric general surgery. Annals of Surgery. 2009;250(1):166–
72.
22. Gendall KA, Raniga S, Kennedy R, Frizelle FA. The impact of
obesity on outcome after major colorectal surgery. Diseases
of the Colon and Rectum. 2007;50(12):2223-37.
23. Davenport DL, Xenos ES, Hosokawa P, Radford J, Henderson
WG, Endean ED. The influence of body mass index obesity
status on vascular surgery 30-day morbidity and mortality.
Journal of Vascular Surgery. 2009;49(1):140–7.e1.
24. Kalanithi PA, Arrigo R, Boakye M. Morbid obesity increases
cost and complication rates in spinal arthrodesis. Spine.
2012;37(11):982–8.
25. Baugh N, Zuelzer H, Meador J, Blankenship J. Wounds in
surgical patients who are obese. The American Journal of
Nursing. 2007;107(6):40–50.
26. Bamgbade OA, Rutter TW, Nafiu OO, Dorje P. Postoperative
complications in obese and nonobese patients. World
Journal of Surgery. 2006;31(3):556–60.
27. Choban PS, Heckler R, Burge JC, Flancbaum L. Increased incidence of nosocomial infections in obese surgical patients.
The American Journal of Surgery. 1995;61(11):1001–5.
28. Haridas M, Malangoni MA. Predictive factors for surgical site
infection in general surgery. Surgery. 2008;144(4):496–503.

Volume 14, Number 1 · Spring 2016

32. Wilson JA, Clark JJ. Obesity: Impediment to postsurgical wound healing. Advances in Skin and Wound Care.
2004;17(8):426–32.
33. Sen CK, Gordillo GM, Roy S, Kirsner R, Lambert L, Hunt TK,
et al. Human skin wounds: A major and snowballing threat
to public health and the economy. Wound Repair and
Regeneration. 2009;17(6):763–71.
34. Wagner IJ, Szpalski C, Allen RJ, Davidson EH, Canizares O,
Saadeh PB, et al. Obesity impairs wound closure through a
vasculogenic mechanism. Wound Repair and Regeneration.
2012;20(4):512–22.
35. Heinen MM, Achterberg Tv, Kerkhof P, Laat Ed. Venous leg
ulcer patients: A review of the literature on lifestyle and
pain‐related interventions. Journal of Clinical Nursing.
2004;13(3):355–66.
36. Trent JT, Falabella A, Eaglstein WH, Kirsner RS. Venous ulcers:
Pathophysiology and treatment options. Ostomy/Wound
Management. 2005;51(5):38–54; quiz 5–6.
37. Valencia IC, Falabella A, Kirsner RS, Eaglstein WH. Chronic
venous insufficiency and venous leg ulceration. Journal of
the American Academy of Dermatology. 2001;44(3):401–24.
38. Partsch H, Lee B. Phlebology and lymphology – A family affair.
Phlebology. 2014;29(10):645–7.
39. Yosipovitch G, DeVore A, Dawn A. Obesity and the skin: Skin
physiology and skin manifestations of obesity. Journal of the
American Academy of Dermatology. 2007;56(6):901–16.
40. Tobin AM, Ahern T, Rogers S, Collins P, O’Shea D, Kirby B.
The dermatological consequences of obesity. International
Journal of Dermatology. 2013;52(8):927–32.
41. Lindgren M, Unosson M, Fredrikson M, Ek A-C. Immobility
– a major risk factor for development of pressure ulcers
among adult hospitalized patients: A prospective study.
Scandinavian Journal of Caring Sciences. 2004;18(1):57–64.
42. Whitney J, Phillips L, Aslam R, Barbul A, Gottrup F, Gould L,
et al. Guidelines for the treatment of pressure ulcers. Wound
Repair and Regeneration. 2006;14(6):663–79.
43. Beeckman D, Van Lancker A, Van Hecke A, Verhaeghe S. A
systematic review and meta-analysis of incontinence-associated dermatitis, incontinence, and moisture as risk factors for
pressure ulcer development. Research in Nursing and Health.
2014;37(3):204–18.
44. Compher C, Kinosian BP, Ratcliffe SJ, Baumgarten M. Obesity
reduces the risk of pressure ulcers in elderly hospitalized
patients. The Journals of Gerontology Series A: Biological
Sciences and Medical Sciences. 2007;62(11):1310–2.

Wound Care Canada

29

45. Pokorny ME, Rose MA, Watkins F, Swanson M, Kirkpatrick MK,
Wu Q. The relationship between pressure ulcer prevalence,
body mass index, and Braden scales and subscales: A Further
Analysis. Advances in Skin and Wound Care. 2014;27(1):26–30.

52. Broome CA, Ayala EM, Georgeson KA, Heidrich SM, Karnes
K, Wells JB. Nursing care of the super bariatric patient:
Challenges and lessons learned. Rehabilitation Nursing.
2015;40(2):92–9.

46. Cai S, Rahman M, Intrator O. Obesity and pressure ulcers
among nursing home residents. Medical Care. 2013;51(6):478.

53. Rose MA, Pokorny M, Drake DJ. Preventing pressure ulcers in
the morbidly obese: In search of an evidence base. Bariatric
Nursing and Surgical Patient Care. 2009;4(3):221–6.

47. Gardner LA. Skin integrity, immobility, and pressure ulcers
in Class III obese patients. PA Patient Safety Advisory.
2003;10(2):50–4.
48. Junkin J, Gray M. Are pressure redistribution surfaces or heel
protection devices effective for preventing heel pressure
ulcers? Journal of Wound Ostomy and Continence Nursing.
2009;36(6):602–8.
49. Fowler E, Scott-Williams S, McGuire JB. Practice recommendations for preventing heel pressure ulcers. Ostomy/Wound
Management. 2008;54(10):42–57.
50. Kottner J, Gefen A, Lahmann N. Weight and pressure ulcer
occurrence: A secondary data analysis. International Journal
of Nursing Studies. 2011;48(11):1339–48.
51. Burdette-Taylor SR, Kass J. Heel ulcers in critical care units:
A major pressure problem. Critical Care Nursing Quarterly.
2002;25(2):41–53.

54. Hahler B. Morbid obesity: A nursing care challenge. Medsurg
Nursing. 2002;11(2):85.
55. Puhl R, Brownell KD. Bias, discrimination, and obesity. Obesity
Research. 2001;9(12):788–805.
56. Schwartz MB, Chambliss HON, Brownell KD, Blair SN,
Billington C. Weight bias among health professionals specializing in obesity. Obesity Research. 2003;11(9):1033–9.
57. Budd GM, Mariotti M, Graff D, Falkenstein K. Health care
professionals’ attitudes about obesity: An integrative review.
Applied Nursing Research. 2011;24(3):127–37.
58. Phelan SM, Burgess DJ, Yeazel MW, Hellerstedt WL, Griffin
JM, van Ryn M. Impact of weight bias and stigma on quality of care and outcomes for patients with obesity. Obesity
Reviews. 2015;16(4):319–26.

Diabetic Foot Canada e-Journal
is an innovative publication from the Canadian Association of Wound Care and
the Registered Nurses’ Association of Ontario addressing an interdisciplinary
audience of health-care professionals who care for people with diabetes, to support
their practice and to improve patient outcomes.
Go to www.diabeticfootcanadajournal.ca to read it online now!
To receive notifications about DFC releases and more,
get on the CAWC mailing list by emailing info@cawc.net.
Vol 2 No 1 2014

Vol 1 No 2 2013

The journal for healthcare professionals with an interest in the care of the diabetic foot

The journal for healthcare professionals with an interest in the care of the diabetic foot

The case for diabetic
foot screening

Kuhnke et al review the key
evidence in support of diabetic
foot screening.

IN THIS ISSUE

30

Guideline-based nursing
quality indicators

Lloyd et al discuss the role of
quality indicators in delivering
quality care and outcomes.

Wound Care Canada

Fungal infection of the
diabetic foot

Chadwick assesses the impact
of fungal infections on the
diabetic foot.

Journal content online at:

www.diabeticfootcanadajournal.ca
Part of:

The journal for healthcare professionals with an interest in the care of the diabetic foot

Delivering high quality
care for the diabetic
foot in Canada

Delivering high quality
care for the diabetic
foot in Canada

IN THIS ISSUE

Vol 2 No 2 2014

Saving limbs in your
community

Kuhnke et al discuss peer
leaders’ perspectives on the
peer leader program.

Lipsky reviews the revised
Infectious Diseases Society
of America’s diabetic foot
infection guidelines.

Journal content online at:

www.diabeticfootcanadajournal.ca
Part of:

The journal for healthcare professionals with an interest in the care of the diabetic foot

Delivering high quality
care for diabetic foot
patients in Canada

Improving footwear
choices with education

Fan et al present results from a
study into aiding patients to select
appropriate socks and shoes.

Mobilizing
to make a
difference to
diabetic feet

IN THIS ISSUE

IN THIS ISSUE
Implementing best practice Infection in the foot
Wilson et al on implementing
the RANO’s Assessment and
Management of Foot Ulcers for
People with Diabetes.

Obesity, bariatric surgery- More than an
induced diabetic remission, offloading device
and the diabetic foot
Thompson et al investigate
Gooday et al discuss these
complex relationships.

ways to achieve plantar pressure
redistribution in the diabetic foot.

Journal content online at:

www.diabeticfootcanadajournal.ca
Part of:

Vol 3 No 1 2015

Vol 2 No 3 2014

Difficulties in obtaining
offloading devices

Smith et al present results from a
patient survey on the difficulties
of obtaining prescribed footwear

The journal for healthcare professionals with an interest in the care of the diabetic foot

Should people
with foot ulcers be
exercising or remain
non-weight bearing?

Martin Fox and Ketan
Dhatariya debate the use
of cardiovascular exercise
in those with active foot
disease. Page 12

IN THIS ISSUE
Online social support
program for people with
diabetes and foot ulcers
The launch of a new
web-based network

Chronic gout in the
diabetic foot

Gout can contribute to foot
ulceration and possible
amputation, explains Sharman

Journal content online at:

www.diabeticfootcanadajournal.ca
Part of:

An inspiring patient story
Through peer leadership,
Renato Zoppi is making a
difference to his own health
and that of other patients

Advocating for diabetic
Peripheral arterial
foot care change in Canada disease in Canada
Working together is essential to
influence policy and improve
care, explains James Elliott

New awareness campaign
aims to close the care gap and
reduce limb amputations

Volume 14, Number 1 · Spring 2016

Journal content online at:

www.diabeticfootcanadajournal.ca
Part of:

