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News

News in Wound Care
Advocacy: Coverage for Offloading
Devices in Ontario
Wounds Canada works hard behind the scenes to
advance wound prevention and care across the
country. One of the issues we’ve been advocating
for is full coverage for offloading devices for persons with diabetic foot ulcers, to prevent amputations. We’ve started in Ontario and will be expanding our efforts across the country. On February

ilar challenges and participate in the largest skin
and wound events of the year.

Spring Conference
Wounds Canada’s spring
conference, “Exploring
Evidence in Wound Care,” is
scheduled for May 12–13,
2017, in Kamloops, BC, at
Thompson Rivers University
Conference Centre. The
conference will include
information and tips for
caring for all kinds of
wounds, based on the new
Wound Prevention and
MAY 12 – 13, 2017
Management Cycle, and will
KAMLOOPS, BC
feature local and national
speakers. To see the agenda and to register for the conference, visit www.
woundscanada.ca/health-care-professional/
education-health-care-professional/regionalconference.

Fall Conference
21, 2017, Wounds Canada Executive Director
Mariam Botros joined the Registered Nurses’
Association of Ontario (RNAO) and Diabetes
Canada at Queen’s Park to confirm that a coverage change will be forthcoming. As a result of the
work by Wounds Canada, the RNAO, the Canadian
Association for Enterostomal Therapy (CAET) and
other interested stakeholders, the government
confirmed they will make an official announcement in favour of full funding in May. Stay tuned!

Wounds Canada Events
Wounds Canada is running two conferences this
year! These conferences are aimed at health-care
professionals looking to improve their knowledge
and skills, connect with colleagues who share sim-
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Wounds Canada’s fall conference is scheduled for
November 16–19, 2017, in Mississauga, Ontario, at
the International Centre.
Wounds Canada’s fall
conference is a four-day
continuing education
event designed to support
health-care professionals
who work with patients
with wounds or who are at
risk for developing wounds.
To see the agenda and to
register for the conference,
visit www.woundscanada.
ca/health-care-professional/
NOV. 16 – 19, 2017
education-health-careMISSISSAUGA, ON
professional/fall-conference.
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Onsite Workshops
Changing Practice through Applied
Knowledge Workshop
This year, Wounds Canada is offering the two-day
Changing Practice through Applied Knowledge
workshop prior to each of our conferences. This
workshop was recently updated to align with
Wounds Canada’s newly published Best Practice
Recommendations articles (see below for more
information). The case-based course focuses on

Peripheral Arterial Disease Workshop
On April 21, 2017, Wounds Canada offered a brand
new one-day workshop
focused on peripheral
arterial disease (PAD).
Tailored to physicians,
cardiologists, specialists
and internists, this workshop provided attendees
with the latest strategies
to identify and treat PAD
using a patient-centred,
evidence-based model.
This workshop was presented by Giuseppe Papia, MD, Robyn Evans, MD,
and Barbie Murray, CNS.

Best Practice Recommendations
Articles
helping learners apply their knowledge to real-life
situations that are common in their practice.
In Kamloops, this workshop will run May 10–11,
2017; in Mississauga, November 14–15, 2017. To
register for one of these workshops, visit www.
woundscanada.ca/health-care-professional/
education-health-care-professional/advancededucation#more-about-changing-practicethrough-applied-knowledge.

Special Note
If you would like to attend both the two-day
workshop AND the corresponding conference
(called the “Boot Camp”), there is a special
price offered when you combine your registration. Visit the links below and refer to the
description of “Option 3” to register for the
Boot Camp option.
Kamloops: www.woundscanada.ca/healthcare-professional/education-health-careprofessional/regional-conference
Mississauga: https://woundscanada.ca/healthcare-professional/education-health-careprofessional/fall-conference
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Starting in 2016, Wounds Canada began a complete review and update of all the previously
published Best Practice Recommendations (BPR)
articles. The first six papers are now complete and
can be found on the Wounds Canada website, at
https://woundscanada.ca/health-careprofessional/education-health-care-professional/
advanced-education/12-healthcareprofessional/110-supplements.
Wounds Canada
is excited to report
that there has been
an overwhelmingly
positive response to
these new articles.
In total, the papers
have been downloaded almost
14,000 times since
their staggered
release in January
and February of
this year. Have
you downloaded
your copies yet?
Continuing
through 2017,

Wound Care Canada
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Wounds Canada is undertaking four additional
topics:
• Physiology of Chronic Lower-leg Edema
• Peripheral Arterial Ulcers
• Venous Leg Ulcers
• Burns
These four new articles will continue to follow
the process outlined in the Wound Prevention and
Management Cycle to guide the clinician through
the application of best practice.

Wounds Canada
Starting in 2017, the Canadian Association
of Wound Care began using its new name,
Wounds Canada, instead of “CAWC.” This new
branding will be seen on all promotional
information and educational materials and on
the new website.

From Our Partners in Wound Care
Regroupement Québécois en
Soins de Plaies (RQSP)
The Regroupement Québécois en
Soins de Plaies (RQSP) hosted a
successful event on March 17 and
18, in Quebec City. Over 350 delegates, 23 exhibitors and 13 speakers, as well as a patient, gathered to exchange
knowledge and collaborate to improve wound

www.WoundsCanada.ca
The new Wounds Canada website was launched
in January. It features the new name, face and
branding. This completely redesigned site allows
for quicker and easier navigation, more content
and improved functionality. Over time, it will
grow to have much more information for all
our audiences, including patients, health-care
professionals, media, industry partners and government decision makers. Visit our new website
now, at www.woundscanada.ca.
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care in Quebec. Some of the topics discussed
were pilonidal sinus, osteoradionecrosis, skin
tears, interpretation of the wound swab, Wounds
Canada’s Wound Prevention and Management
Cycle, and the role of occupational therapists.
As well, the RQSP introduced the new Chantal
Labrecque Grant, which
was presented to Maryse
Beaumier, PhD candidate
in Biomedical Sciences, to
support her project on the
development of a tool to
assess the probability of
an arterial insufficiency in
a lower limb wound.
Next year’s conference
will be March 16 and 17 in Trois-Rivières, Québec.
Information: www.rqsp.ca.

Coming Up
Interested in wound, ostomy and
continence specialized care? The 36th
National Conference of the Canadian
Association for Enterostomal
Therapy (CAET), in partnership with
the Southwest Regional Wound Care Program,
will take place May 25–28, 2017, at the London
Convention Centre in London, Ontario. The conference theme is “Patient-Centred Care – Growing
Stronger Together,” and it will be relevant to specialized wound, ostomy and continence care education. For further information, visit www.caet.ca
and click on “Conference.”

Volume 15, Number 1 · Spring 2017

Wounds Canada Around the Country
Wounds Canada is an active participant in
wound-related events across Canada. In March
alone, we had booths
at the Regroupement
Québécois en Soins
de Plaies (RQSP) conference in Quebec
City, QC, and in St.
Catharines, ON, at the
Wounds Niagara event.
In both locations, we
had a draw for a great
prize! Congratulations
to our prize winners
Isabelle Deshaies in
Quebec City and
Gail Knight in St.
Catharines.
In Quebec, Wounds
Canada/Plaies Canada
was there showing off
our new look. As well,
our Wound Prevention
and Management
Cycle (WPMC) was in

the spotlight at Louise Forest-Lalande’s session,
during which she discussed the new cycle and
the evolution of wound management. Thanks to
Louise and a few other
volunteers, we now
have a French version
of the WPMC.
In Niagara, we talked
to attendees at the
booth about the educational programs
and resources Wounds
Canada offers, the new
BPRs and the fall conference in Mississauga,
as many of the delegates are only a short
drive away.
In May, we’ll be in
London, ON, at the
CAET conference, and
in June, in Winnipeg,
MB, and Edmonton
and Calgary, AB. Hope
to see you there!

Stay connected!
Get on the Wounds Canada mailing list!
To receive notifications, information, invitations and
more, send an email to info@woundscanada.ca.

Follow us on social media!
Wounds Canada:
Facebook: www.facebook.com/woundscanada
Twitter: @woundscanada
Diabetic Foot Canada:
Facebook: www.facebook.com/DiabeticFootCanada
Twitter: @DiabeticFootCa
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Using the Wound Prevention
and Management Cycle
to Create a Professional
Development Process
By Heather L. Orsted, RN, BN, ET, MSc
“A leader is one that knows the way, shows the way and goes the way.”
— John C. Maxwell, author on leadership

T

he Wounds Canada Wound Prevention
and Management Cycle (WPMC)1
(Figure 1), like other process tools, has
multiple uses. In this article, the tool
is used to assist readers who want to
become effective wound care leaders, individuals
who have the knowledge, skills and attitude to
develop expertise in others and ensure the implementation of best practice in their health-care
settings.

Step 1:
Assess and/or reassess your current
skills as a wound leader.
Wound leaders require more than a weekend
wound care course—though that’s a good place
to start, as it lets you know if this is or could be
your passion. But to be a wound leader, you need
advanced training, usually a graduate program.
Do you know where you stand? Do you have the
advanced skills you will need to develop others?

The Wound Prevention and
Management Cycle
Figure 1. Wound Prevention and Management
Cycle
TH

E DOMA IN OF C AR

Assess and/or
Reassess

E

Set
Goals

Evaluate
Outcomes

Establish and Implement
Plan of Care
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Assemble
the Team

“Leadership and learning
are indispensible to each other.”
— John F. Kennedy, former U.S. president
“There are no mistakes in life, just lessons.”
— Robin Sharma,
writer and leadership speaker
Do you have the in-depth knowledge required to
overcome the barriers to best practice that you
and the rest of your team will face?
Effective wound leaders need training and
skills to be able to delegate, support change,
empower and build consensus, support policy,
deliver education, develop programs and communicate effectively both in person and through
publications.
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Step 2:
Set goals to plan for your future and
keep ahead of the curve.
How do you want to grow over the next five
years? Ten years? Do you have strategic goals and
objectives? Have you set both short-term and
long-term goals? Have you articulated them to
others?
Professional development goals, like all goals,
need to meet the SMART criteria (Specific,
Measureable, Achievable, Realistic, Time-based)
to be effective. They may involve taking courses,
developing mentoring relationships, working in
multiple care settings or initiating change in your
current setting.

Step 3:
Assemble a team to support and
sustain best practice in a clinical
setting.
I once said, “The blood on the wall is mine,” when,
as a newly minted wound leader, I lamented
banging my head against the wall over the futility of practice change. Then I discovered Kitson.
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Kitson et al.2 described three factors that influence the uptake of evidence into practice:
• The evidence is scientifically robust (research,
clinical experience, client preferences).
• The context is receptive to change (person,
environment or clinical setting).
• The change process is appropriately facilitated
(characteristics, role and style of facilitator).
In other words, if you want to implement
change successfully, you must do the following:
1. Ensure the need for your proposed policy or
procedure is backed by the evidence. Be prepared to explain your evidence-supported
rationale for making a change.

“Alone we can do so little,
together we can do so much.”
— Helen Keller, author, activist, lecturer
2. G et the support you will need to implement
and then sustain the change you are trying to
make. This support will need to come in two
forms: a management team to support the leader in practice, policy and program development,
and a clinical team to deliver best practice to
the population. Both are equally important.

Wound Care Canada
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3. Identify and use the most effective members of
your team to facilitate the implementation of
the change. Ensure that the team is integrated,
meaning it is multidisciplinary on the professional side and includes the patient, family and
other supporters on the non-professional side.
In other words, don’t try to do it without support!

Step 4:
Establish and implement coaching
and mentoring strategies to develop
your team.
Coaching and mentoring are two approaches
wound leaders can use to develop individuals
and teams. When creating a plan, effective leaders
often use a mix of these two, depending on the
needs of the learner and the availability of more
experienced individuals who can serve as mentors
and coaches. The leader does not necessarily have
to fulfill either role.
What’s the difference between the two
approaches? Coaching is usually more shortterm than mentoring, and has a more task-oriented, immediate focus. Coaching is useful for

“Coaching is the universal language of
change and learning.”
— Cable News Network (CNN)

“The delicate balance of mentoring someone is
not creating them in your own image, but giving
them the opportunity to create themselves.”
— Steven Spielberg, film director, producer,
screenwriter

skills development and specific improvements.
Mentoring generally takes place over a longer
period of time, sometimes even over an entire
career, and is centred more on long-term, careertype goals (see the case study on this page for
specific examples of each).
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Case Study:
Development of a SWAT (Skin and
Wound Assessment and Treatment)
Team in Calgary
The development of a SWAT team in Calgary illustrates the change process using the implementation of a system-wide plan that incorporated
team-based care, ongoing professional development and policy change.
In 1994 I began working in a home-care setting
that was large in area and population. I was
responsible at any given time for about 400
clients with wounds. As the one person with
advanced wound care knowledge and skill, I did
my best to keep up and put out fires, but I quickly
assessed that one person could only do so much
(Step 1). A team was what was needed, and I set
this as a priority goal (Step 2) to move forward.
When I initially proposed the development of a
wound care team, the concept was rejected. After
a change in upper management, the proposal
was resubmitted and this time it received strong
agency support. The SWAT team was created.
In March 1996 the 25-member multidisciplinary SWAT team of registered nurses (RNs),
physiotherapists (PTs) and occupational therapists (OTs) was formed (Step 3) and they began
a self-paced journey through 10 structured, evidenced-based learning modules (Step 4) based
on our mission, vision and values.
I built these modules on the evidence identified by the two newly released Agency for
Health Care Policy and Research (AHCPR) clinical practice guidelines.3,4 Referred to by our team
as the “purple books,” they were among the first
of their kind, and, though they were based on
the treatment of pressure wounds, the content
and references related to wounds in general.5 In time, the textbooks by Krasner et al.6,7
became our major resource, and we accumulated an extensive reading library. The team also
attended two to three hours of in-service training every month to discuss practice issues.
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I had been using Benner as a model to develop
my wound care novices, but within a couple of
years, I realized I no longer had novice learners
and needed to revisit my approach (Step 5) to
allow them to advance their learning.8 As they
continued to develop professionally, many of
them attended and presented at national and
international conferences. Some became leaders
in their own right, obtaining advanced education
and moving into leadership roles themselves.
Additional team support was provided by the
family physician and other medical staff involved
in care, social workers, a dietitian, and, as required
and by referral, other health-care professionals.
This team also availed themselves of the great
support from local vendors who provided garments, shoe fits and home-support services.

Interestingly, over time I rarely saw a client without members of the team in attendance. Often
we had the client, caregiver, family, nurse, and
members of the SWAT team in the home. My goal
was to ensure everyone was learning and developing skills in a safe, patient-centred environment
designed to meet the needs of our clients, and
this was something I evaluated regularly, both
formally and informally (ongoing Step 5).
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Coaching and Mentoring
Staff development through coaching:
The SWAT team program had milestones that
needed to be met, from knowledge and skill
development to learning and change in practice.
To reach the milestones, it was important that
coaching be part of the professional development mix. To effectively coach in order to drive
performance, we needed strong performance
parameters that were supported by equally
strong policies and procedures.
Staff development through mentoring:
Mentoring was quite different, in that some team
members chose to move forward beyond what
was expected of them within the parameters of
their position. Looking for and encouraging that
spark for learning is a big part of being a mentor.
I came to see the
team environment
as an incubator,
with many on the
team developing
leadership skills
themselves as
they moved from
novice to expert
over the years.
Mentoring proved
to be the strongest driver toward
sustainability of
the program, in
that the mentored
staff became leaders supporting the ongoing development of the
SWAT team program.
The RNs were the only members to approve
advanced dressings, OTs were the only members
to do pressure mapping and the PTs addressed
vascular flow through Doppler assessments. So
to discourage isolated practices and encourage
full team involvement and mutual coaching,
teams were required to visit the clients together.

Wound Care Canada
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Meet the latest member of the
ConvaTec Foam dressing family
• For low to non-exuding wounds
• Thin, soft silicone dressing
• Soft and conformable*
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* In Vitro Performance Characteristics of Foam Lite ConvaTec WHRI 4680 MS132.
25/04/16 Data on File, ConvaTec Inc.
®/™ indicates a trademark of ConvaTec Inc. AQUACEL® FOAM is a registered trademark of ConvaTec Inc.
Foam Lite™ ConvaTec is a trademark of ConvaTec.
© ConvaTec Inc. 2016. AP-016495-MM

Step 5:
Evaluate outcomes to determine
if leadership has been effective in
supporting learning.
After moving through the WPMC steps, evaluate
your outcomes to determine if they have met
the goals you set in Step 2. If not, go back and
reassess, revisit your goals and revise the plan as
necessary.
Becoming a wound leader can be both rewarding and frustrating, but it’s something that is
worth doing. And rest assured that having a process to help you through it will reduce the frustration and increase the rewards.
Heather L. Orsted is Director of Education and
Professional Development for Wounds Canada.
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Education

Do you have

PEP?

Wounds Canada can deliver

PEP Talk: Diabetes, Healthy Feet and You
to your region

Wounds Canada’s popular and effective peer education program (PEP),
called PEP Talk, is an innovative workshop program, whose development
was funded by the Public Health Agency of Canada, for persons with
diabetes. Held in communities across the country, the workshops are
conducted by a trained peer leader (a person with diabetes) partnered
with a diabetes health-care professional.
The program has demonstrated the effectiveness of peer educators, who
work in partnership with the diabetes health-care community and empower
people living with diabetes to adopt self-management behaviours that can
help them prevent foot complications by increasing their knowledge of risk
factors and linking them to resources in their communities.
For more information on the PEP Talk program, please visit
http://diabetespeptalk.ca/en/diabetes.

Get PEP!
To get a PEP Talk training session in your region, please
email info@woundscanada.ca.

Wounds Canada is the leading wound-related knowledge mobilization organization in Canada.

What’s all the buzz about?

The CAWC is now Wounds Canada. Along with our new
look is a fresh new website that caters to health-care
professionals, patients, leaders in health care and our
industry partners.
Visit www.woundscanada.ca to see why we have had over 20,000
downloads since January. Here are some popular sections:
•
•
•
•

Online education
Onsite learning
Resource libraries
Screening tools

•
•
•
•

Advocacy efforts
Patient resources
Clinic directory
Partnership opportunities

www.woundscanada.ca
Wounds Canada is the leading wound-related knowledge mobilization organization in Canada.

Canadian Education
Programs in Wound
Management
The standard initial education most health providers receive regarding
wound prevention and management is generally not sufficient
to address key issues in the field. Therefore, ongoing professional
development is essential for all clinicians practising in this complex
area. Across Canada, various organizations provide wound education
for different levels of practitioner, from novice to expert, in the form of
courses, single- and multi-day events, and degrees. Below is a sample
some professional development programs currently available.

Wounds Canada
Wounds Canada (WC) recently developed
a national wound education framework to
enhance the knowledge, skills, judgement,
leadership and research abilities of a range of
stakeholders in the area of wound prevention
and care, including frontline practitioners (doctors, nurses, allied health professionals), policy
makers, members of the media, patients and
caregivers. Clinician education ranges from
novice through expert. An evidence-informed
and integrated team approach forms the foundation of all education programs.
Current onsite workshops available for
health professionals include the following:
• Changing Practice Through Applied
Knowledge (two days; novice health-care
professionals [HCPs])
• Advances for the Management of Diabetic
Foot Complications (one day; HCPs with
intermediate-level wound knowledge)
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• Peripheral Arterial Disease (PAD) (one day;
primary care and specialist MDs)
• Hands-on skills-building workshops held in
conjunction with each WC fall conference
and other non-WC conferences around the
country (two to three hours; HCPs at all levels)
A suite of online courses is in development
and will be announced soon.
The annual spring and fall conferences offer
a total of six days of learning. Attendees to both
events have up to 100 sessions to choose from on
a variety of topics.
For individuals interested in self-directed learning, the Wounds Canada website (www.woundscanada.ca) provides clinicians, patients and
decision makers with downloadable resources—including some in multiple languages—
that will fulfill their educational needs.
For more information, contact Crystal
McCallum, Manager, Education, at crystal.
mccallum@woundscanada.ca.

Wound Care Canada
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Canadian Association
for Enterostomal
Therapy (CAET)
The CAET offers specialized
online courses and programs
in the tri-specialty of wound,
ostomy and continence care.

ET Nurse Education
Program (ETNEP)
This is a year-long (or slightly
longer) program for baccalau
reate-prepared registered nurses with a minimum of two years
of clinical experience. Upon
successful completion, the individual will be recognized as a
specialist in the tri-specialty of
enterostomal therapy nursing.
There are two entries dates per
year: September and January. It
is offered in French and English.
Content is online, and clinical
placements are onsite.
Acceptance into the ETNEP
program is competitive. Priority
may be given to applicants with
a guaranteed ET nursing job
that is dependent upon graduation from the ETNEP program.

Knowledge to Practice
Competency Builders:
Spotlight on Best
Practice Skin and Wound
Management Across the
Spectrum
The CAET Bow Valley Spotlight
Program is a series of online
skin and wound management
theory courses offered by CAET
in collaboration with Bow
Valley College, Calgary, Alberta.
Aimed at generalist nurses, the
program includes 12 weeks of
online theory and an optional

16
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two-day skills lab at Bow Valley
College. For more information,
explore the CAET Academy website at www.caetacademy.ca.
Contact Virginia McNaughton,
Director, CAET Academy, director@caetacademy.ca, to discuss
your application.

International
Interprofessional
Wound Care Course
(IIWCC–CAN)
The IIWCC provides a comprehensive educational experience
to develop wound care specialists and to translate their knowledge into practice. The course
takes nine months to complete
and is offered in partnership
with the University of Toronto.
The IIWCC consists of the following:
• two four-day residential weekends (in Toronto)
• 14 self-study modules (nine
required: five faculty-chosen
and four student-chosen)
• a selective project related to
course content that translates
new knowledge into the workplace; this is presented to a
classmate along with a short
written report.
The IIWCC is designed for
wound care practitioners with
some prior education and
experience.
Physicians, nurses and allied
health professionals in the
wound care field are welcome.
The program offers the following benefits for participants:
• information and skills needed
to become integrated, effect-

•
•

•

•
•

ive members of interprofessional teams
discussion of common skin
and wound care topics
hands-on learning at residential weekends with a direct
patient day to work in teams
opportunity to connect with
key international opinion
leaders
opportunity to network with
colleagues
University of Toronto Certificate
of Completion for family physicians and specialists, CME
credits for School of Graduate
Studies qualifying students, a
course credit toward the Master
of Science in Community
Health (MScCH) Program at
University of Toronto

For more information, visit
www.woundpedia.com or email
iiwccmodules@gmail.com.

Registered Nurses’
Association of Ontario
The Registered Nurses’
Association of Ontario (RNAO)
offers an annual week-long educational event every February
in Niagara Falls, Ontario, called
Minding the Gap: Wound Care
Institute. The institute is tailored
to nurses and health-care providers who are interested in
wound care best practices. The
mission is to reduce the physiological, psychological and fiscal
burden of wounds throughout
Ontario.
There are two streams: clinical
and program planning. The clinical stream focuses on strategies
to support wound prevention,
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assessment and management to
build clinical capacity in wound
care.
Often participants in the clinical
stream continue on to the planning stream, which focuses on
implementing wound care best
practices, monitoring knowledge
uptake and sustaining change to
build clinical and leadership capacity in wound care.
The program is an excellent
professional development
opportunity for novice and
experienced professionals who
work in any health-care setting.
Participants have the opportunity to learn from wound
care experts from various
disciplines—including nursing,
nutrition and chiropody—gain
hands-on skills in wound care
and network with colleagues in
the field.
For more information please
visit http://rnao.ca/events.

Master of Clinical
Science in Wound
Healing, Western
University (MClSc-WH)
The MClSc Program in Wound
Healing was established in 2007
to concurrently develop advanced
clinical practice and research skills
in the specialized field of wound
care. Beginning each September, it
is a one-year, course-based graduate program. This interprofessional
program is delivered via interactive online learning modules
combined with three onsite oneto three-week residency periods
(total six weeks), during which lectures and clinical skills labs occur
on Western University’s campus.
Students must successfully complete 100 clinical mentorship
hours, pass a final comprehensive
clinical skills exam and complete a
research project.
Using an innovative web-based

platform, the program taps into
the expertise of more than 40
renowned faculty members located around the world and representing 10 professions/disciplines.
After 10 successful years, 122
future leaders of wound care have
graduated with a master’s degree
in wound healing. Exit surveys
reveal a 96.5 per cent completion
rate and a 98.5 per cent satisfaction rating, and 76 per cent of students change or acquire new jobs
or positions after graduating.
Eligible are experienced clinicians (minimum two years post
graduate) licensed to practise in
a field related to wound care (RN,
OT, PT, MD, D.Chir). Applications
must be submitted online before
May 1 via www.westernu.ca/fhs/
pt. Enrollment is limited to 20 per
year.
For more information, contact
Cheryl at charding@uwo.ca.

Do you
have a
taste for
Knowledge?
Attend the largest wound conference in Canada
This will be a four-day multi-disciplinary continuing education event designed to
support health-care professionals who work with patients with wounds or who are
at risk for developing wounds. Find out more: www.woundscanada.ca.

Mississauga, ON · November 16–19, 2017
Wounds Canada is the leading wound-related knowledge mobilization organization in Canada.

Wound
Credentialling
in Canada
By Sherry Morrell, RN (EC) MN, NP-PHC, MClSc (WH), PhD candidate;
Karen E. Campbell, RN, PhD; Valerie Winberg, RN(EC), MN, NP-PHC, ENC(C);
Dave Walton, PT, PhD, FCAMPT; Pamela E. Houghton, PT, PhD

I

t is time to create a standardized education program
and credentialling system
that recognizes advanced
practice in wound care
in Canada. Credentials have
become widely recognized as
social currency used for knowledge translation, and they serve
to identify one’s acquisition of
knowledge and skills. They have
become a means for employers
and consumers to measure or
rate the competency of professionals across disciplines.
There is currently a lack of
standardization across Canada
regarding who is considered
the appropriate health-care provider for wound identification
and management. Certification
programs are already available
to recognize many other specialties, but wound care is not
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among them. As Masturzo et
al. stated, “It would appear reasonable to ask why wound care
is different.”1 Recognition of
advanced practice via certification not only improves patient
care2,3 but also identifies to
others working in health care
that advanced knowledge, skill
and judgment are required to
work effectively in wound care.4
This article will explore a readiness to define wound care as
a distinct and necessary area
of practice. We will review the
current health-care practices in
that area. We will explain how a
credentialling process designed
to standardize an advanced education program will help establish wound care with a unique
identity. The need for wound
credentialling will be evaluated
based on costs and outcomes.

Relevant terms, including certified, competent, expert, and specialist, will be reviewed to aid in
the selection of an appropriate
credentialling title. Information
from various sources will include
the Internet, Google Scholar,
professional organizations and
databases (CINAHL, Medline,
ProQuest, Up-to-date, Scopus
and PubMed).

How many wounds?
A recent report released by the
Canadian Institute of Health5
was the first attempt to estimate the prevalence of patients
registered in various health-care
institutions (hospitals, longterm care, community care and
others) across Canada. This
report suggested that an average of 4 percent of inpatient
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acute care, 7 percent of home
care, 10 percent of long-term
care and 28 percent of complex
continuing-care patients receiving health care in Canada have
“compromised wounds.”5 The
report also made clear that this
estimate, derived from current
documentation within administrative databases, grossly underestimates the actual number
of patients affected by open
wounds. Other estimates in the
literature suggest the actual
prevalence of various types of
chronic wounds is closer to 26
percent,6 8 percent7 and 23 percent.8 A key strategy to convince
health-care decision makers that
there is a need for an advanced
practice in wound care is to
make clear that compromised
wounds are a co-condition of
many common disease con-
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ditions such as cardiovascular
disease, cancer and diabetes. In
addition, 1.7 percent of patients
admitted to hospital after traumatic injuries or undergoing
surgical procedures (e.g., joint
replacements) will develop
pressure ulcers or surgical site
infections that require advanced
wound care.5

Lack of Best Practicebased Care
Providers in the health-care
system should be accountable for ensuring individuals
receive cost-effective quality
care reflective of best practice.9
Unfortunately, wound management is not always reflective
of best practice. For example,
the lack of universally adopted
standards in the management

of persons living with diabetic
foot ulcers leads to unnecessary
costs and amputations. More
than 345,000 Canadians with
diabetes will develop a preventable foot ulcer.10 Eighty-five
percent of amputations are secondary to non-healing diabetic
ulcers, which may have been
prevented by appropriate footwear and adequate foot care.11
Offloading has been shown to
produce faster healing, but it
is seen in less than 6 percent
of diabetic patients.12 The cost
of diabetic foot amputation is
10 to 40 times greater than the
cost of prevention.5
In the case of venous leg
ulcers, research compiled by
the Cochrane review panel13
shows that the use of compression improves the healing
rate. This treatment is strong-
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ly recommended by several
national and international best
practice guidelines and recommendations (Registered Nurses’
Association of Ontario [RNAO],
Wounds Canada [Canadian
Association of Wound Care],
Australian Wound Management
Association [AWMA], New
Zealand Wound Care Society
and Wounds UK). However, the
Ontario Local Health Integration
Network caseload reviews from
2010 through 201114 reported
only 23 percent of patients with
venous ulcers were receiving
compression. There are many
more examples of recommended best practices for evidence-informed wound assessments and treatments that are
not incorporated by clinicians.
Clearly, there is great opportunity and need to improve wound
care practices in Canadian
health-care systems. Further,
we believe better integration of
advanced practice wound care
clinicians who can provide these
evidence-informed therapies
is critical to lead the necessary
changes.

The Costs
The current cost of managing
wounds, including treatments,
medications, interventions and
dressings, creates a financial
burden to health-care systems.5
Annual combined (institutional and home-based) wound
care costs are estimated in
Canada’s health system to be
around $3.9 billion.15 The cost
of delivering wound care is
plagued by health-care delivery
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gaps that include lack of care
co-ordination across healthcare sectors and inequities in
accessing specialized expertise,
equipment and supplies.16 An
increasingly older population
increases the potential for
wounds secondary to chronic
diseases.17–19 The associated
costs will represent an increasing burden over time.8,17 As
life expectancy increases, and
with the average age of the
Canadian population projected
to rapidly increase, so will the
incidence and prevalence of
chronic wounds. A recent report
by the Wound Care Alliance
suggests that, given current estimates of the cost of caring for
chronic wounds together with
projected changes to Canadian
demographics, the proportion
of health-care dollars spent on
wound care will rise to 30 percent by the year 2020.20
The cost of chronic wound
management goes beyond
financial considerations. The
human/personal costs include
pain,5,14,21 infection,22 prolonged
hospitalization,23,24 altered
quality of life,23,25 depression,24
anxiety, financial burden and
increased mortality.5 Cost, quality and patient safety concerns
reflect the necessity for standardizing wound care practices.

Wound Care Awareness
and Interest
In Canada, ensuring that quality
care is delivered to Canadians
using the skills and opportunities of health-care providers is
the responsibility of each prov-

ince or territory. The Premier
of Ontario, Kathleen Wynne, in
her manifesto entitled “2014
Mandate Letter: Health and
Long-Term Care,”21 listed priorities for health care, including
“championing the delivery of
quality coordinated care to
patients by making the best
use of the skills and capacity of
all our health-care providers.”
This mandate provides us with
an opportunity to examine
the current process of wound
management and suggests new
strategies that provide optimal,
evidenced-based wound care,
not only for residents in Ontario
but for other areas of Canada as
well.
Support for a credentialling process that recognizes
advanced practice skills in
the area of wound care is evident in Ontario. The Ontario
Wound Care Interest Group
(OntWIG), an interest group
affiliated with the RNAO, has
been endeavouring since 2007
to increase awareness and
engage stakeholders, policy
makers and politicians in recognizing the challenges in providing evidence-based wound
care across the province. In
2013, the annual symposium of
OntWIG entitled “From Vision to
Action”26 highlighted the need
to identify the processes that
would be required to develop
credentialling wound care education as an initial step toward
improving practice standards
and standardizing wound care
across the province of Ontario.
An OntWIG interdisciplinary
working group was formed in
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2014 with the mandate to identify the current state of wound
education/certification for all
regulated health professionals, to identify the processes
involved with wound care certification programs in other
locations and countries and
to make recommendations for
the development of a process
that would recognize advanced
education in the wound care
field.27 This group outlined next
steps for developing a formalized designation in Ontario.
Steps include establishing an
interprofessional framework,
developing policy statements,
outlining scope of practice and
establishing partnerships with
professional organizations.28
The work of OntWIG demonstrates a readiness to examine
and advocate for changes that
would support the designation
for clinicians who choose to do
advanced practice in wound
management in Ontario. OntWIG
has worked in partnership with
Health Quality Ontario (HQO) to
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develop standards for wound
care in Ontario. These newly
developed guidelines were featured at OntWIG’s 7th annual
symposium in April 2017. We
feel these advancements by
OntWIG and HQO would be of
interest to other groups working on similar initiatives across
Canada.
Currently there are wound
care initiatives in provinces
around the country. Some, but
not all, of the provincial examples include British Columbia,
Quebec and, as previously
mentioned, Ontario. In British
Columbia, a province-wide
Nursing Skin and Wound
Committee was established in
2008. This committee included
representation from regional
skin and wound committees
from various health authorities
(publicly funded health-service
providers). The goal of this committee was to develop resources to standardize the wound
care provided throughout the
province.29 Their mandate has

been to develop practices for
wound management reflecting
cost-effective evidenced-based
research in areas of prevention/
treatment and risk-management evaluation indicators.28,29
The regulatory body for registered nurses working in British
Columbia—the College of
Nurses of British Columbia—
defines the scope of practice
specific to wound care. The
regulation states “registered
nurses may carry out wound
care without an order . . . cleansing, irrigating, probing, debriding, packing, dressing and suturing a laceration.”30
Quebec’s association for
wound care, the Regroupement
Québécois en Soins de Plaies
(RQSP),31 aims to promote practices in the area of wound care
across the province. Their mission is to optimize wound care
by providing standardization of
practices, tools and documentation. The regulatory body for
nurses in Quebec is the Ordre
des infirmières et infirmiers du
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Evidence that Advanced
Wound Care Clinicians
Improve Clinical
Outcomes

Québec (OIIQ).32 This governing
body authorizes “reserved activities,” which enable nurses to take
a proactive approach to wound
healing. One reserved activity
provides autonomy to nurses
by allowing them to determine
the treatment plan for wounds
and skin alterations. In 2016, the
OIIQ recognized a new category:
prescription nurse. Once a nurse
receives education in wound care
from recognized university-level
programs, they can order laboratory tests (prealbumin, albumin
and wound culture), and products, medicines and dressings
(not specified) related to the
treatment of wounds and skin
alterations.
These examples demonstrate
that several provincial bodies

The future of wound care needs
to reflect wound management
that is based on sound empirical
evidence embedded within the
social context of the individual
(e.g., available resources, cultural
norms).33 Evidence has demonstrated improved wound outcomes with the implementation
of best practice guidelines.34–37
Baich et al. noted improvements
in wound healing when a provider with advanced wound care
knowledge was involved directly
or in consultation. 38 This finding
was based on a review of literature that determined the value

are grappling with the same
issues. Therefore, there is an
opportunity, for efficiency’s sake,
to come together and create a
national approach that would
create a strong, unified voice to
benefit all. Nurses may provide
the majority of bedside nursing,
but a national approach needs
to reflect the interdisciplinary
aspect of wound care.

of having enterostomal therapy
(ET) nurses in the home-care
sector. The article inclusion
criteria included: report of the
research study, focus on ET nursing and focus on wound care
provided in the home. Multiple
electronic databases (all indexed
years), hand-searched articles
and a Google search resulted
in eight articles. These articles
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supported having ET nurses
employed in the home-care sector—demonstrating improved
healing times, wound closure
rates, reduced emergency room
visits and support for the homecare nurses.38
A study by Zulkowski and
Ayello examined whether
wound care certification and
education affected nursing
knowledge regarding pressure
ulcers.40 Their study compared
knowledge among U.S.-based
registered nurses certified in
wound care, nurses with specialty certification outside
wound care and nurses without specialty certification. The
participants’ basic knowledge
was tested using a validated
tool (Pieper Pressure Ulcer
Knowledge Tool).41 Testing
included prevention, staging
and general wound knowledge.
Results demonstrated nurses
certified in wound care achieved
a standardized mean score of
89 percent, while those with no
certification had a significantly
lower mean score of 76.5 percent (p < 0.05). There was no
clinically significant difference
between the knowledge of nurses with certification in other
areas (outside wound care) and
nurses without certification.
Certification in itself provided
no added benefit; certification
in wound healing resulted in
higher mean scores.
These two studies highlight
emerging evidence to support
the role of advanced practice clinicians in wound care.
While preliminary findings
suggest clinical outcomes can
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be improved when the care is
led by a knowledgeable clinician with advanced practice
skills and judgement specific
to wound care, obviously more
research is needed. Research
showing that better, more
cost-effective wound care is
possible will be critical in influencing health-care decision
makers. We will need to convince key stakeholders that
hiring these highly qualified
wound care clinicians will be
worth the financial investment.

A Title Makes a
Difference
Many titles are used in the literature to describe an individual with advanced knowledge
and clinical skills. The variation
makes it difficult to establish an
appropriate single, all-encompassing title for the advanced
wound care practitioner.
Establishing a title is an important component of “branding,” to
help both the public and agencies recognize individuals with a
wound care designation based
on their advanced knowledge
and skills. Defining the most
common terms currently in use
will provide a basis of understanding for the selection of an
appropriate title.
Appendix A contains an overview of various definitions and
examples found in literature. The
term expert requires experience
but no guarantee of knowledge.
Competency relates to acquiring basic knowledge and skills.
Certification can sometimes be
misleading, as there is no clear
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distinction between attendance/
participation certificates and
certification based on advanced
knowledge and skills. Based on
the definitions in Appendix A on
page 27, both certification and
specialist reflect an advanced
level of clinical knowledge and
skills based on formalized education.
The term specialist denotes
that the individual has attained
knowledge and clinical skills
required for practising at an
advanced level within their
field.3 They have gone through
a rigorous credentialling process reflective of formalized
evidenced-based learning.42
The title specialist is held in
high regard, partly because
title protection is sanctioned
under regulatory bodies. The
College of Physicians and
Surgeons has a list of more than
60 specialist roles in the field
of medicine, which can then
further be broken down into
specialized ages and categories, but wound management is
not included in this seemingly
exhaustive list. The Canadian
Nurses Association (CNA) has
developed certification pro-

grams for 19 specialty areas of
nursing practice. The College
of Registered Nurses of British
Columbia enables nurses to
get approved certification in
areas of contraception management, sexually transmitted
infections, remote nursing and
RN first call.43 The College of
Nurses of Ontario grants specialty certification and title
protection to registered nurses
in the extended class (nurse
practitioners).44 The College of
Physiotherapists of Ontario45
requires registrants to apply for
permission prior to using the
title specialist; currently, orthopedic/manual therapy is recognized. Occupational therapy has
no process for specialization,
preventing applicants from
declaring specialization in their
field.42 Developing a process for
specialization status will be an
extremely challenging task. This
may take many years and result
in a delay in providing an interdisciplinary approach to wound
care. For this reason, the title
specialist would hinder, rather
than progress wound credentialling processes across Canada.
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management. The enhanced
wound care practices provided
by specialized individuals will
ultimately result in lower overall wound care costs based on
proactive, researched-based
approaches to wound healing.

Summary

Where do we go from
here?
Establishing a standardized
credentialling process across
Canada is one of the key pieces
needed to address the many significant issues associated with
wound care. There should also
be other concurrent processes
in place to achieve the desired
outcomes.
Wound credentialling is much
more than a practice issue; it is
a policy issue. Organizational
policy is required to identify who can hold the titles.
Provincial policy is required
to provide funding to hire
the appropriate providers.
Educational policy is required to
provide credentialling. National
policy is required for standardization across Canada. Regulatory
policy through the Regulated
Health Professions Act and
regulatory bodies is required to
obtain specialty recognition for
individuals seeking to attain credentialling in wound care.
Cost, quality and patient safety concerns reflect the necessity for standardizing wound
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It is time to create a standardized education program and
credentialling system that recognizes advanced practice in
wound care in Canada. A cascade effect related to chronic
wounds is costing Canadian
health-care systems at least
$3.9 billion per year.15,46 Quality
in health care requires a look
beyond individual certification
courses or programs to develop
an interprofessional process
for improvement.47 There is
an opportunity to review and
transform current health-care
practices.
Wound management involves
more than just changing a
wound dressing; it involves
conducting a comprehensive
assessment and developing an
interdisciplinary, evidence-informed treatment plan that
addresses the underlying
cause(s) of delayed healing.
A standardized, advanced,
interprofessional education
program will help establish
wound care as a unique identity.
Credentialling provides a mechanism to ensure that certification reflects best practice and
recognizes the advanced level
of clinical knowledge and skills
required for interprofessional
wound management.
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Appendix A
Terms Defined
Disadvantage

Certification

Advantage

• meets and maintains stan• College of Nurses of Ontario
• an indicator that • the title itself has no
dards of practice predeter(CNO) specialty certificates in
the professional
guarantees of commined by a regulatory body1,2 primary health care, pediatis qualified in a
petency in practice55
44
• organization or professional
rics or adult care
specialized area • certificates awarded
body grants certification
• International
of practice53,54
based on attendance
based on minimal standard
Interprofessional Wound Care
or years of experience
1,2
criteria
Course (IIWCC) certificate of
and not reflective of
• may require an examination
attendance and credit certifirigorous credentialor submission of a portfolio
cate 50
ling56,57
demonstrating knowledge
• Canadian Nurses Association
and skill48,49
(CNA), certification exams in
various subspecialties51
• Canadian Association of
Enterostomal Therapy certification in wound, ostomy and
continence care52

Competency

Example

• proficient performing an
assigned skill or task based
on previously obtained or
current knowledge2,58
• gained through clinical practice, reflection and opportunities4

Expertise

Description

• discriminates, noting subtle
• social acclamation of experdifferences that others do not tise involves asking a profesand they demonstrate consional who they consider an
sistency over time56, 62
expert in the field57
• expresses pattern recognition
and association at an unconscious level61

• has a vast
• often given the title
amount of
based on years of
experience and
experience rather
the ability to
than tested knowgrasp a situation ledge or skills4,57,61
to define the
• may or may not have
underlying concertification in the
60
cern
domain in which they
are considered an
expert56

Specialization

Title

• demonstrates clinical reason- • in medicine, continued in
ing reflective of learning, clin- postgraduate education purical practice and experience4
suing training in a particular
• practising at an advanced
field63
clinical level within a specific • Clinical Specialty Program for
field4
Physiotherapy in Canada3
• area of practice recognized
by a member organization,
allowing development and
demonstration of higher levels of knowledge and skills3

• practitioner
skilled in a particular domain,
beyond minimal
program standards8
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• entry-level requirement
of undergraduate nursing
degree programs59

• organized, efficient, mastering
clinical skills,
developing a
plan based on
conscious consideration of the
problem60

• experienced but lack
the efficiency, speed
and flexibility of
an expert; ignoring
subtle associations
noted by experts60,61

• establishing specialization may require
greater burden to the
providers to attain
and maintain
• developing and maintaining credentialling process – costs,
accreditation, testing,
quality assurance
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Education and Communication:

Words
Matter
By Sue Rosenthal, BA, MA

T

he use of precise, clear words is essential in all communications, but for communicators and educators in health
care, this can be a matter of life and
death. Without clear communication,
mistakes can happen, patients can be unsure of
what to do and follow-up can fall through the
cracks.
As members of health-care teams, our main
function is to communicate. All other activities
follow from this. Therefore, our most important
responsibility is to paint a clear picture with each
communication to reduce confusion and ensure
consistency of vision among professionals. We
must get it right.
At Wounds Canada, we recently revised several
of the best practice recommendation (BPR) articles that originally appeared almost 20 years ago.
During the process, we came across terminology
that would benefit from an update to improve
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clarity and align more closely with the Wounds
Canada philosophy of wound prevention and
management.
Below are a number of the more high-profile
terms that have been either updated in the BPRs
or that we felt needed to be defined here to
ensure common understanding.

Guideline versus Recommendation
Many people consider guidelines and recommendations to be the same, and, in common usage,
there is generally no difference between the two.
You will often see “guidelines” that provide “recommendations” for practice. At Wounds Canada,
we do use the two terms differently. Our BPRs take
existing guidelines developed by other organizations and synthesize the information contained
in them. The BPRs then extend the content by
providing more detailed information on the prac-
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tical application of the concepts established by
the guidelines and other supporting documents.
Though others often refer to the Wounds Canada
BPRs as guidelines, we refer to them as recommendations to distinguish them from the guidelines
on which they are based.

Emphasis on Prevention
The updated BPR articles have a stronger emphasis on prevention than the previous iterations.
This reflects the importance Wounds Canada
places on promoting earlier intervention for highrisk patients before wounds occur. Traditionally,
the organization had focused on chronic wounds.
Over time, however, there has been increasing
awareness that to prevent chronic wounds, all
wounds, including surgical and minor acute
wounds, must be managed properly if the result
is to be a normal healing trajectory. In patients
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who are at high risk for developing wounds, such
as persons with peripheral neuropathy, lower leg
edema, and those who are bed- or chair-bound
with reduced sensation, the first priority is to
implement strategies to prevent wounds from
forming in the first place. The second priority is to
prevent complications from developing in existing acute wounds, so they do not become chronic. The strong emphasis in the BPRs on the first
step of the Wound Prevention and Management
Cycle—a thorough and holistic assessment—supports these concepts.

Cycle versus Pathway
Previous versions of the BPRs were based largely on the Preparing the Wound Bed Paradigm,
illustrated as a pathway with multiple arms
addressing factors a clinician needed to address
when treating a person with a chronic wound. As
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discussed
above, the
Wounds Canada focus
has broadened to include
a greater emphasis on prevention, so the new
cycle incorporates steps that go far beyond
chronic wound treatment. As well, the shift
away from a linear progression, or pathway,
is a deliberate attempt to reflect the need for
regular reassessment and adjustments where
necessary, depending on whether the goals of
care have been met. Response to the new cycle
from clinicians across the country confirms that
this approach is easy to follow and will better
guide practice through the two-fold emphasis
on comprehensive initial assessment and regular
reassessment as required.

Treatment versus Care versus
Management
What are the differences among the terms wound
treatment, wound care and wound management?
These are often used interchangeably, so I put the
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question
to Wounds
Canada’s educational faculty, who
regularly use all three in their multiple
roles as clinicians, educators and authors. Their
responses were consistent and enlightening. The
group made the following distinctions:
The term wound management reflects the
holistic assessment and management of the
person and their wound (as outlined in the
Wound Prevention and Management Cycle) and
includes elements such as diabetes control, pressure management, infection management and
psychological concerns. It represents a holistic
perspective on care that is supported by an interprofessional team. Communication with other
professionals tends to revolve around the term
wound management, as it is a more comprehensive way to describe what clinicians do. Wound
management is so much more than treatment,
therapy or local wound care. The focus of wound
management is on supporting the patient rather
than simply treating the wound.
Wound treatment focuses on components of
local wound care and treatment such as debridement, infection control and moisture management.
Wound care is the term most often used with
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the public, patients, caregivers and unregulated
care providers. It is a label assigned to the “art and
science” of the specialty. As a less technical and
more “caring” phrase, wound care is appropriate
for use with all non-professionals. It is especially
effective when actively supporting patients who
are learning how to care for their own wounds.

Maintenance Wound versus
Non‑healing or Non-healable Wound
One of the changes that generated lively debate
relates to the use of maintenance to describe a
wound, as in “maintenance wound.” The BPRs recommend that the terminology used to describe
wounds be healing (wounds that are in the process of actively closing),
non-healing (wounds that
have stalled and are not actively closing) and non-healable (wounds that have no
potential to heal regardless
of any proposed treatment).
These labels provide a consistent and parallel description scheme for wounds
based on the state they are
in, not on the approach to
treatment the health team
has decided on (as in, “we
will ’maintain‘ the wound
in its current state”). Our
view is that patients and their families, and even
clinicians new to wound care, will more easily
understand when a team member explains that a
wound is a “non-healing wound” or “non-healable
wound,” rather than a “maintenance wound.”

Patient Education
For decades the term patient education has
been used to refer to the necessary “instruction”
patients receive when being discharged from
one setting to another. With an emphasis in most
Canadian regions on early discharge from acute
care and self-management, it is essential that
patients understand how to care for themselves
outside clinical settings. Therefore, clinician sup-
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port that encourages and supports well-informed
and capable patients has become more important
than ever.
Education is generally understood to be an
activity where information is transferred from one
source to an individual or group of individuals in
a formalized setting or format. For people under
stress (which often accompanies illness or injury),
or on medication that affects comprehension or
retention, or with impairments such as poor hearing or vision, or who have been out of formal educational settings for years or decades, this method
can be ineffective, even when accompanied by
how-to literature. Language differences and a
one-size-fits-all approach can also create barriers

to understanding and the ability to implement
even a simple self-care plan.
A more effective method is a shift from “education” to “learning,” which puts the emphasis on
idea exchange and exposure to and discussion of
resources and tools, along with training and practice for specific tasks. Skilled “educators” know the
most effective approach is to excite patient curiosity and encourage critical thinking about and
commitment to self-care by sitting down with the
person and exchanging ideas on what will work
for them, in the short and long term.
Sue Rosenthal is the Director of Knowledge
Mobilization for Wounds Canada and Editor of
Wound Care Canada.
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The Changing Face
of Patient Education:
Taking Charge of
One’s Own Learning

By Barry Rosenthal, Professional Development Specialist

P

atients of all ages can now put their
everyday computer smarts to good use
and educate themselves about health
and self-management. They are accustomed to using the Internet and generally know how to access resources on the web
that address their particular issues; they often
come to appointments armed with information
downloaded from websites.

The Web
The good news is that there are many sites that
supply excellent evidence-informed information as well as support sites where patients can
ask questions of knowledgeable clinicians and
exchange experience-based strategies with peers
who share their condition. Patients should be
encouraged to use the resources available to
them and take an active role in managing their
health and any health-related conditions. By
researching and getting a broad picture of their
condition and the possibilities and challenges surrounding it, patients can assist with the creation
of a plan of care and effectively carry it out.

Facebook and Twitter
Social media, too, provide patients with the
opportunity to access the latest research findings,
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join support groups and discuss their concerns
and successes with like-minded people and
health professionals. Patient interest lies not only
with the physiological aspects of their condition
but also with the psychological, social, financial
and quality-of-life issues they may be dealing
with.
Among the benefits to this approach are that
patients quickly see they are not alone in their
struggles and can exchange practical strategies to
help them with their daily and longer-term challenges.

The Role of the Clinician
In light of this growing trend, it is essential that
patients get the right information from these
websites and other sources. Clinicians are advised
to research appropriate sites and pass the information along to patients. As well, they must critically evaluate and discuss any relevant information
patients bring in in a supportive way that furthers
the clinician-patient relationship and encourages
patient confidence in their ability to self-manage.
There will be patients who think they can find
everything they want on the web or believe that a
strategy will be appropriate for them just because
they’ve read about it. That leaves the clinician
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A Real-life Example
The Diabetic Foot Canada Twitter feed and
Facebook page were launched to support
clinicians, but quickly patients also became
followers and contributors. Varied perspectives
strengthened the level of engagement among
all participants, and it seems that patients who
are active on the feeds have no difficulty accessing or understanding the information presented, even when it is in the form of research
articles from peer-reviewed publications.
According to Mariam Botros, CEO of Wounds
Canada and moderator of both feeds, “The
patients don’t see barriers, and neither should
we. These patients are taking charge of their
own learning, and clinicians had best keep up.”
with the additional job of managing patient
expectations and clarifying the benefits and challenges of any particular strategy.

Conclusion
Patients who conduct research on the web or
through social media will undoubtedly have questions, opening the door for health professionals to explore self-management strategies and
create a sustainable plan of care. When patients
are involved in managing their own health—
something worth encouraging them to do—the
clinician should see it as an opportunity to direct
patients to additional, vetted resources, discuss
key issues based on those resources and support
patients in helping themselves.

Wounds Canada Online Resources
Wounds Canada:
Web: https://woundscanada.ca/
Facebook: www.facebook.com/woundscanada
Twitter: @woundscanada
Diabetic Foot Canada:
Facebook: www.facebook.com/
DiabeticFootCanada
Twitter: @DiabeticFootCa
Barry Rosenthal is an independent course
developer and instructor specializing in adult
learning. His clients include the University of Toronto
and Humber College.

Four Tips for Ensuring Safe Use of Online Information
Clinicians have an important role to play in helping patients safely use
the health-care information they find online. Here’s how they can help:
1. A
 ctively encourage patients to discuss with them the information
they have found
2. Verify the accuracy and credibility of the information
3. P
 rovide context for the information, so patients have a full
understanding of it
4. P
 rovide alternative sites for them to explore
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Self-management Support

Perspectives from
Two Sides
By Kathryn MacDonald, RD

T

his article will offer a few practical suggestions with respect to how clinicians
can best support self-management
when working with patients. It attempts
to answer how clinicians can use their
caring, training and compassion to connect with
patients and help them deal with ongoing health
conditions.
The perspectives discussed are that of a
registered dietitian with experience working in
the area of diabetes care and chronic disease
self-management. The content is based on years
of conversations with patients, family members
and colleagues in both the clinical setting and
community environment. These experiences have
provided the greatest learning opportunities in
terms of what works and what does not, including
the elements required to build trusting relationships and supportive partnerships between clinician and patient.
Self-management refers to the tasks that an
individual must undertake to live well with
one or more chronic conditions.
Self-management support refers to provision
of education and support by health-care professionals to increase patients’ skills and confidence in managing their health conditions.1
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Clinician Perspective
Two key skills have proven particularly helpful in
supporting patients and families to be the best
self-managers they can be.2-4

First: Ask Questions Before Advising2
“Ask questions first” is easy to suggest but hard
to practise at times, as our tendency is to deliver care and move into fixing situations for our
patients. Learning to ask open-ended questions
and actively listening before advising allow
our patient’s story to be told. This in turn helps
us gauge a patient’s level of motivation, the
importance they place on taking care of themselves and their level of confidence in taking on
self-management tasks. Hearing and appreciating
a patient’s story can allow us to tailor or match
interventions more effectively to our patient’s
state of readiness to engage in elements of care.
Asking questions, listening carefully to the
responses and reflecting back what one believes
one has heard are some of the best skills clinicians can have in their toolbox to support
self-management.
Ask . . .
“ What is most important to you in our visit
today?”
“ What is getting in your way the most in terms
of what you want or need to do?”
Once you have asked the questions, listened
and reflected . . .
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Ask . . .
“I hear what you are saying . . . tell me more.”
Follow with . . .
“How can I be of help?”
This approach communicates to the patient that
the clinician is trying to understand and appreciate the patient’s situation, which is the way to
begin building the trusting relationship essential for supporting patients to become effective
self-managers.

Second: Help Patients Set Goals and Devise
Achievable Action Plans3-4
Education and skills training do not guarantee
success in self-management. Helping patients
devise realistic, attainable goals can increase the
chances of success and empower patients to take
care of themselves and feel confident in doing so.
Following your initial discussion (above),
explore with patients if there is something they
would like to do or feel they can do related to
their health in the next week or two.
When a patient identifies something they would
like to do, ask if they would like help putting
together a plan of action. Mutual goal-setting
and the development of an action plan driven by
the patient help ensure the plan is individualized
and meaningful. This is essential for sustaining a
successful partnership that can help effectively
tackle the overflowing plate of self-management
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demands faced by patients with chronic health
conditions.
Using the SMART-goal process (Specific,
Measurable, Achievable, Realistic, Time-based),
help your patient break their plan down into reasonable steps that answer the questions “what,
when, where, how much and how often.”
Using the SMART-goal process and having
the patient construct the plan helps the patient
become responsible for whether that plan
includes the opportunity to identify any barriers
that might hinder them, use problem-solving
strategies and decide on next steps.
Important in the process is creating a plan for
check-in on progress with the action plan. Check-in
may be with the clinician, another team member,
a family member or a friend. Through the check-in
process, clinicians can help patients who are feeling
overwhelmed by bolstering their confidence.
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I don’t
want to
feel
scared

Help change the lives of 11 million Canadians living
with diabetes or prediabetes. Donate at EndDiabetes.ca

When plans are only partially accomplished or not accomplished at all, it is
important for the clinician, when possible,
to help patients turn negative circumstances into positive ones. The clinician
should both identify when a plan has been
modified and celebrate successes, no matter how small or different from what was
originally intended. The clinician should
also make patients aware that an inability to follow through with a plan is not failure but rather
an opportunity to learn, modify the plan, gather
more resources and try again.

Patient Perspective
Patients experience a loss of control when, often
unexpectedly, they are diagnosed with a chronic condition. They may feel guilt in having to put
themselves first and overwhelmed by the challenge
of securing time for an often long list of self-care
tasks. Patients and caregivers may also be dealing
with mental and physical fatigue, depending on
how much the condition disrupts their lives.
Despite the demands, patients’ efforts to selfmanage may be demonstrated, sometimes in
small steps that are difficult to recognize. Patients
are often gathering information during and outside of their visits with health-care providers and
seeking to learn new skills. Taking away learning
after a visit, devising and working on a plan of
action, identifying barriers to carrying out a plan,
and problem solving related to barriers are all
core skills for patients moving toward effective
self-management.4–5

Conclusion
Patients seek to understand and be understood in
order to take care of themselves. A clinician who
helps implement a supportive self-management
process that includes asking questions and active
listening, as well as assisting with goal setting
and action planning, goes a long way to helping
patients maintain their commitment and confidence in their journey of self-management.
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Tips for Supporting
Self‑management
1. B
 e aware of and offer to connect
patients to self-management support programs and groups in their
community so they can build their
network of support and resources to
assist with goal setting, action planning and follow-through.4
2. As a clinician, seek training opportunities
that support building your skills regarding
effective communication and your role in
supporting self-management.2–3
3. Be aware that the techniques discussed in
this article work most of the time but are
not appropriate for every patient. Some
patients may not be ready to take action
and require additional resources for support
of care, while others may already be successfully self-managing without formal support.3
Kathryn MacDonald is a Registered Dietitian who
is currently working as a Self-Management Program
Coordinator in the province of Ontario. Prior to
taking on the role as a Self-Management Program
Coordinator Kathryn was a Diabetes Outreach
Coordinator for a Diabetes Regional Coordination
Centre in Ontario.
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How Many Wounds?
Wounds Canada Research Committee
Study to Determine Availability, Accuracy
and Gaps in Existing Data on Prevalence
and Incidence of Wounds in Canada
By Michael Stacey, MBBS DS FRACS; Nicola Waters, PhD MSc RN;
Pamela E. Houghton, PT, PhD

T

he existing published
data on the prevalence and incidence
of wounds in Canada
have been recognized by clinicians in the area of
wound practice to have multiple
deficiencies. As a result, estimates vary significantly.

The results will . . . provide
an accurate assessment of
prevalence and incidence
of wounds in Canada.
Data from the Canadian
Institute for Health Information
are commonly quoted for the
prevalence and incidence of
wounds. However, we know
there are limitations to these
data, since they are derived from
databases that underestimate
ulcer occurrence and do not differentiate among wound types.
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Why is this important?
The lack of accurate data hinders health ministries and
regional health authorities in
planning resources for managing wounds. It also has an
impact on researchers and
health-care leaders in making a
valid case for funding and programs that aim to improve the
quality of wound care practice.
In addition, the public remains
unaware of the true impact of
wounds on their health-care
systems, and, as a result, they are
less informed than they should
be about key issues during election periods.

Objectives
The Research Committee of
Wounds Canada is actively
addressing this issue and undertaking an initiative with the following objectives:
• To conduct a systematic
review to identify all reports
and published articles that
have estimated the prevalence of any wound type in
health-care settings located in
Canada and other countries;
and from these articles, to
determine factors influencing
variations in the estimates of
wound prevalence such as the
methods used for data collection (e.g., chart review versus
skin assessment) and compare
the prevalence of common
types of wounds occurring in
Canadian health-care settings
with those in other developed
nations
• To locate, verify and collate
existing sources of data that
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would allow an accurate
estimate of the prevalence
and incidence of wounds in
Canada (2000 – present)
• To determine gaps in the
Canadian data related to
wound etiology, geographical
location and health-care setting
From this initial study, the
committee will review the feasibility of preparing a grant application for prospective data collection for assessing the prevalence and incidence of wounds
in Canada.

Research Plan

common conditions will be
determined and gaps in the
data identified. The study will
indicate the methodologies
used and analyze discrepancies
between studies. The results will
be synthesized to identify criteria, data collection and analysis
methods that may be used to
provide an accurate assessment
of prevalence and incidence of
wounds in Canada.

Output
The Research Committee Task
Force will prepare a document
for Wounds Canada summarizing the outcomes of this project as well as submit articles

The Research Committee has
formed a task
group to identify
and collate exist“. . . a systematic review to identify all
ing sources of data
regarding the incireports and published articles that
dence and prevahave estimated the prevalence of any
lence of various
types of wounds
wound type in health-care settings
that present
in health-care
located in Canada . . .”
settings across
Canada. The numto journal publications. Where
ber of people with commonly
occurring wounds, such as pres- available, an accurate national
sure injuries, diabetic foot ulcers estimate of the prevalence of
different wound types will be
and lower extremity wounds, as
provided to wound care prowell as surgical site infections
and skin tears, will be estimated. viders and consumers for wide
dissemination.
In this way the burden of these
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A Pre-test/
Post-test/
Follow-up Test
Teaching Tool
By Carol Ott, MD, FRCPC

M

edical students and residents
generally rotate through wound
care clinics for one to three days
to learn about wound care. This is
often the first and only exposure
to this topic they will have in their education.
There are many barriers that can prevent this
from being an effective learning experience,
including the following:
• Learners come with a variety of backgrounds
(for example: different residency programs) and
levels of training (medical students, early-year
residents and final-year residents). Teachers find
it difficult to assess the base knowledge of the
learners and teach to an appropriate level in
such a short period of time.
• The variety of patients and illnesses that presents in a clinic cannot be controlled, leading to
difficulty with standardized experience.
• Time management is a challenge. Lacasse et al.
have stated that, “even with protected time, the
additional challenges to teaching also exist in
this environment, as residents are challenged
by time management of patient care, study,
and personal issues, making them perhaps less
receptive to teaching.”1
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Discussion of this issue with other physicians
and learners in the clinic led to ideas for ensuring
that the most important clinical learning objectives are met during clinic. These comprise specific
points that can impact on a learner’s future clinical practice. For example, we want to ensure that
when learners leave the clinic, they are able to
handle the following common wound management challenges:
1. Venous ulcers
• history, physical exam findings, risk factors
and treatment
• necessity to rule out arterial disease before
compression
2. Diabetic foot ulcers
• history, physical exam findings, risk factors
and treatment
• need to assess vascular status
• offloading/pressure
• surgical debridement
3. Arterial ulcers
• history, physical exam findings, risk factors
and treatment
• testing/referrals needed
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4. Pressure injuries
• history, physical exam findings, risk factors
and treatment
• Offloading issues
The tool developed to ascertain whether certain
learning objectives were achieved in the clinical
experience was a pre-test/post-test with follow-up test (see Appendix A). It consisted of nine
multiple choice questions and five true or false
questions. The test was distributed to all medical
students and learners who attended clinic over a
one-year period. The same test was taken by each
learner on three separate occasions.
1. P
 re-test After the procedure was adequately
explained and consent received from the learner, the test was administered. As a result of its
being administered at the beginning of the
learning experience, the test identified knowledge gaps in both the learner and the teacher.
The questions continued to stimulate discussion around patient care throughout the clinical experience.
2. P
 ost-test At the end of the experience, the test
was repeated in order to evaluate what the
learner had absorbed while in clinic.
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3. F
 ollow-up test Three months later, the same
test was emailed via Survey Monkey to be completed again, this time to evaluate retention of
the information.
The following steps were completed to evaluate
the three-part teaching tool:
1. A version of the tool was created and trialled
informally on learners in the wound care clinic
over a three-month period. Learners were of
a variety of levels and backgrounds. Based on
feedback, improvements were made as needed.
2. A version of the tool was given to the seven
members and two teachers of the University
of Toronto’s Master Teacher Program for
Physicians. Students of this program are from a
variety of backgrounds: general medicine, oncology, allergy and immunology, family medicine, rheumatology and behavioural neurology.
Vigorous evaluation of the questions took
place—regarding not only content but also
style of question. As the members of this class
are from many subspecialties, some knew very
little about wound care, making them similar to
the learners we have in clinic.
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In addition, a confidential evaluation form was
designed to be filled out after the post-test to
capture what the learners thought of their learning experience. They were asked to rank their
agreement with each statement on a scale of 1
to 5, with 1 being “strongly disagree” and 5 being
“strongly agree.”
The evaluation questions were as follows:
1. I was given adequate time to complete the pretest on my own today.
2. This pre-test helped me identify areas of knowledge where I was lacking.
3. One of the attending physicians reviewed this
pre-test with me in a non-judgemental way.
4. One of the attending physicians reviewed this
pre-test with me and ensured that I had the
correct answers.
5. The test questions were clear and appropriate
for my level of training.
6. The pre-test added to my experience in clinic.
7. I would like to see a teaching tool like this used
in other clinics.

42

Wound Care Canada

Methods
All medical students and residents attending clinic
over a one-year period were offered the pre-test
as they arrived at either the Women’s College
Hospital Wound Care Centre or the Baycrest
Hospital Foot and Wound Clinic—both in Toronto,
Ontario. The goal was to trial this on 20 medical
learners, both residents and medical students.
Ethics approval had been granted at both sites.
The process was explained and a consent form
signed. The learners were told that their results
would not be reflected in their performance evaluation and that they could opt out at any time. They
were then given time to complete the pre-test.
Throughout the clinical experience, the test was
reviewed by the teacher and learner to ensure
teaching in areas identified as deficient took
place.
To ensure that the objectives of the tool were
attained, an evaluation form was created so that
the learner could rate their agreement with the
statements.
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Figure 1: Training Level and Program of the Learners

Figure 2: Median Scores
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Figure 3: Evaluation by the Learners
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I was given adequate time to complete
the pre-test on my own today.
This pre-test helped me identify areas
of knowledge that were lacking.
One of the attending physicians reviewed
this pre-test in a non-judgemental way.
One of the attending physicians reviewed the pre-test
with me and made sure I had corrected my answers.
The test questions were clear and
appropriate for my level of training.
The pre-test added to
my experience in clinic.
I would like to see a teaching tool
like this used in other clinics.

At the end of the experience, which was usually
a half- or full-day clinic, the learners were asked to
complete the test again to evaluate information
learned.
Following this, the clinic secretary collected
the completed confidential evaluation forms and
placed them in an envelope to ensure anonymity,
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and I collected them at a later date. The only personal information collected through the evaluation form was learners’ education program/level.
Their email addresses were obtained separately
from all tests and evaluations.
The follow-up test was emailed to the learners
three months after their clinical learning experience.
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Results

Discussion

Twenty learners from a variety of programs completed the pre-test and post-test. Eleven of the
20 responded to the online survey despite being
sent three to five reminder emails. Fourteen of
the 20 filled out the evaluation form, and these 14
provided information on what program and year
they were in (see Figure 1).
All 20 learners enrolled in the study filled out
both the pre- and post-test. The median score of
the pre-test was 47.5 and increased to 63.5 for the
post-test. For the follow-up test, the median score
was 51 (41–61) (see Figure 2).
The experience was well received by most
learners. In the evaluation, they were presented
with six statements that reflected the learning
objectives of the experience and were asked to
rate these on a scale of 1 to 5 (1 being “strongly
disagree” and 5 being “strongly agree”) (see Figure
3). The one learner who reported a 1 for the statements 3 and 4 wrote the comment “Pre-test not
reviewed, would have been helpful.”

In medical education, the self-directed learning
theory states that the responsibility of learning is
not only on the teacher, but also on the learner.1,3
Our hope is that the results of these tests will
inspire learners to pursue additional self-directed
learning activities. In particular, in wound care,
the knowledge base of residents in pressure ulcer
identification knowledge is known to lag behind
the knowledge base of nurses,4 indicating that
this area requires improvement.
The learners showed by their increasing marks
between the pre-test (47.5) and post-test (63.5)
that they were able to improve their knowledge
base during the clinical experience. Three to six
months later, the scores were less impressive (51)
but still above the pre-test baseline. This indicates
that some retention of the material occurred,
although, because they were asked to answer the
questions from memory, it is difficult to say how
much. The lack of retention of the material is most
likely due to learners moving on to new rotations
and focusing on other subjects.
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This tool was well received by the learners in
clinic. It made it easier to ensure that certain
teaching points were addressed whether or not
the full range of patients and clinical scenarios
were present. It was difficult at times, however,
due to patient issues, to ensure that the appropriate amount of time was spent reviewing the
answers to test questions. When developing the
test, I purposely grouped the questions about different types of ulcers together and divided them
into history questions and physical exam findings.
This was a useful approach, as we could then
review that particular section when an appropriate patient was available.
It was suggested that the learners would want
to take home the corrected test and use it for further study. I did not ask in the evaluation if learners wanted to do this. Residents have so many
papers that it may not be a reasonable plan. An
emailed summary might be more useful.

Conclusion
The pre-test, post-test teaching tool was easily
administered in clinic and well received. It ensured
that significant topics were covered. The follow-up
test was more difficult to administer successfully,
as people do not always fill out email surveys. As
a pre-test, post-test teaching tool only, it could be
tried with learners in other clinics as well.

What’s next?
Plans are underway to repeat this study on a larger scale in the Foot and Wound Clinic at Baycrest
Health Sciences.
At the Baycrest Wound Care Clinic, we have
multiple learners from many health-care disciplines from a variety schools at various stages of
training. Usually they come in for a period of half
a day to three days. These learners include nursing students, nurse practitioner students, medical
students, family medicine residents, subspecialty
medicine residents and master’s studies students
doing practicums. We currently have a staff of
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three—a personal support worker, a nurse and a
physician—who do rounds on the wound patients
on the wards and evaluate patients in clinic. We
can have up to four learners per day with differing
educational needs.
We plan on trying the pre-test and post-test
in the Baycrest clinic to ascertain what level of
knowledge the learners have and ensure we are
covering what they need to know. As a quality
improvement project, we will follow the results of
the tests as well as the follow-up evaluation questionnaire to look for ways to improve our teaching
performance.
We will be able to use the results to tailor our
education accordingly and satisfy the learners.
Though in future we plan to look at the follow-up
test to determine the level of knowledge retention,
the focus now is on improving the quality of our
teaching during the clinical experience.
Carol Ott is a geriatrician working at the Women’s
College Hospital, Baycrest Hospital and Apotex
long-term-care home. At Women’s College Hospital,
she works in the Wound Care Outpatient clinic. At
Baycrest Hospital she does wound care on the inpatients as well as outpatients. She also practices geriatrics in an outpatient clinic.
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Appendix A

Teaching Tool:
Pre-test Questionnaire for
Wound Care Clinic
Please answer the questions to the best of your
ability. This will help ensure that areas of knowledge gaps are covered in this clinic experience
today. Each question has multiple right answers
and is designed to lead to discussion.
The most common types of wounds we see in
this clinic are venous stasis ulcers, arterial ulcers,
pressure ulcers and diabetic foot ulcers. These
questions are to test your knowledge of risk factors, findings on history and physical, and treatment of these ailments.
1. Risk factors for venous stasis disease include
the following:
a. O ccupation involving standing most of the
day
b. Family history of venous disease
c. Previous pregnancies
d. Diabetes
e. History of DVT
f. History of venous stripping
g. Smoking
2. Venous stasis disease presents with the
following symptoms and physical exam
findings:
a. Swelling in legs – particularly at the end of
the day associated with aching
b. Hemosiderin deposition
c. Pain relieved by hanging the foot off the bed
d. Dry gangrene
e. Shallow ulcers usually located on the
posterior medial malleolus area
f. Painless ulcers
g. Varicosities
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3. Identify correct statements about
compression treatment for venous stasis
disease:
a. As tight as the patient can tolerate
b. Tighter than option a (above)
c. Bandaging is for treatment of wounds;
stockings are for preventing wounds
d. Must have toeless compression stockings
e. The right compression strength is the one
that the patient will wear
4. Risk factors for arterial disease include:
a. Smoking
b. Diabetes
c. O ccupation involving standing most of day
d. History of coronary artery disease
e. Neuropathy
f. Hypertension
g. Running
h. Hypercholesterolemia
5. Peripheral arterial disease presents with
symptoms and physical exam findings of:
a. Pain – relieved by elevating feet
b. Pain – relieved by putting foot down
c. Pale foot
d. Claudication pain
e. Varicosities
f. D ependent rubor
g. Punched-out lesions on the dorsum of the
foot
h. Increased hair and nail growth
6. Treatment for peripheral arterial disease
includes:
a. Pentoxifylline
b. Bypass
c. Stripping of arteries
d. Angioplasty
e. Smoking cessation
f. Nitroglycerin patches
g. V iagra
h. M aggot therapy
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7. Diabetic neuropathic foot ulcers can be
associated with:
a. Peripheral arterial disease
b. B12 deficiency
c. Charcot joints
d. Tingling in feet
e. Duration of diabetes at least 10 years
f. Loss of toenails
g. Fungal infections on feet and between toes
8. Treatment for chronic diabetic
neuropathic foot ulcers include:
a. Treatment with ACEI for prevention
b. HbA1c target below 9
c. Change patient to insulin
d. Consider long-term antibiotic treatment
9. The four main contributing factors to
pressure ulcer formation include:
a. Pressure
b. Moisture
c. Incontinence
d. Friction
e. Shear
f. Not being turned every two hours
True or False
T   F   Patients with peripheral neuropathy will
benefit from having shoes professionally
fitted.
T   F   Smoking cessation is important only in
the healing of arterial ulcers.
T   F   If a wound is not decreased by 40 per
cent by week 4, it is unlikely to heal by
week 12.
T   F   The physician is the most important
member of the wound care team.
T   F   Infection is diagnosed by clinical picture,
and culturing the wound is unnecessary.
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Established in 1995, Wounds
Canada (Canadian Association
of Wound Care) is a non-profit
organization dedicated to
the advancement of wound
prevention and care in Canada.
Wounds Canada advocates for
a collaborative, interdisciplinary
approach to wound management
and prevention to improve the
health of Canadians.

Your go-to resource for
all things wound-related
Our association focuses our efforts
in four key areas:
1. Professional education
2. Public advocacy, awareness and
education
3. Research
4. Partnerships to support
Wounds Canada’s goals of
improving patient outcomes
Get in touch with us at
woundscanada.ca to find out more.

Wounds Canada is the leading wound-related knowledge mobilization organization in Canada.

