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sionals, industry participants, patients and care
partners dedicated to the advancement of wound
prevention and care in Canada.

Wounds Canada was formed in 1995 as the
Canadian Association of Wound Care. The asso-
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education, research, advocacy and awareness, and
partnerships.
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It’s free!
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National Conference:
October 21-24, 2021

Wounds Canada’s National Conference, including
the day-long French Symposium, was another
huge success for Wounds Canada and everyone
in the Canadian wound care community. We were
proud to offer 31 sessions in English and 11 in
French to a total of 1390 delegates. As always, we
were happy to see a diverse range of participants
from industry and across multiple health-provider
roles, including nurses, physicians, wound care
specialists and foot specialists. We had a total of
8890 visits to our virtual Exhibit Hall, and were

thrilled to see participants from

representation from 15 countries
internationally.

Throughout the conference, our
community of co-chairs, moder-
ators, and speakers emphasized
the importance of recognizing
systemic barriers faced by margin-
alized populations and addressing
health-care inequity in the deliv-
ery of wound care. Our slate of
empathetic and knowledgeable
panellists urged us to treat the
patient, not just the wound, and
to look closely to see what barriers our patients
may be facing. How can we empower patients
and encourage their decision-making and auton-
omy? How can we gain their trust? How can we
inspire a system-wide change in our health-care
systems?

Our panellists inspired us by introducing our
community to new treatments, technology and
approaches to improve the quality of life for
people living with or at risk for wounds.

We were pleased to have the opportunity to
present 36 posters highlighting new and exciting
research in our Poster Hall.

across Canada join us, along with
N\ ‘
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Our fully virtual confer-

ence platform provided

innovative ways for par-

ticipants to network in the

lounge, win prizes through

a trivia quiz and other fun

challenges, and review

the latest technology and

products in the Exhibit Hall.

We were thrilled to see so many photos of partici-

pants (and their dogs!) in our virtual photo booth.
The enthusiasm and dedication of the wound

care community was palpable throughout the

event. Dialogue was sparked and connections

were made in the panel discussions and sessions

(those Q&A chat boxes were on fire!), virtual

networking lounge and on social media (#End

Wounds #ProtectSkin #WoundsCanada2021).
Thanks to our conference co-chairs Idevana

Costa, Ranjani Somayaji, Maryse Beaumier and

Jérome Patry for their leadership and inspiration.
We'd also like to thank the members of the

Scientific Planning Committee and the accredit-

ation team for making this a successful and

informative event:

+ Greg Archibald

+ Maryse Beaumier

+ Julien Bernatchez

+ Yoan Blondeau

« Mariam Botros

+ Idevania Costa

« Corey Heerschap

+ Louise Forest-Lalande

+ Crystal McCallum

+ Deirdre O’Sullivan-Drombolis

- Elizabeth Parfitt

« Francois Paquet

« Jérbme Patry

« Isabelle Reeves

« Ranjani Somayaji

+ Suzanne Stewart

« Maria Weatherbee
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Poster Abstract Reviewers Poster Judges

Crystal McCallum, Team Lead Rebecca Dyck

Nicola Bartley Sébastien Hains
Maryse Beaumier Jolene Heil
Stephanie Berger Marc Jeschke

Megan Brittain Nicholas Joachimides
Jillian Brooke Shauna Kadavil

Magali Brousseau-Foley Kimberly Lacey
Karen Bruton Kimberly LeBlanc
Stephanie Chadwick Susanne Lu
Susan Chandler Jane McSwiggan

Sunita Coelho Marie-Philippe Mercier

Thank you to the poster abstract reviewers,
poster judges and team leads for their expertise
and hard work, and to
education co-ordinator
Tobi Mark for the huge
effort in logistical sup-
port related to the aca-
demic programming.

Missed out
on an online

event?
If you were unable
to attend any of

PI'ESSU re our events this
Ini year, there is still
njury . time to register for
. access to record-
Symposium:

ings of the ses-
sions. Head over
to our conference
platform to sign
up today!

November 18,
2021

New this year is

our Pressure Injury
Symposium, held on
November 18, 2021. This
one-day symposium had an outstanding line-up
of international and national experts on topics
such as:

« Living with a Pressure Injury: The Patient’s Voice
« Community Care of Pressure Injuries

« Contentious Topics in Pressure Injury Care

« A Sustainable System of Care: Lessons Learned

Research
Research is a key pillar of the Wounds Canada strat-
egy, informing the work of our other areas of focus:
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Deborah Mings
Sukaina Muhammad

Laura Teague, Team Lead
Maryse Beaumier

Christine Murphy Megan Brittain
Deirdre O’Sullivan- Stephanie Chadwick
Drombolis Susan Chandler

Anthony Papp Jolene Heil
Kelly Sair Marc Jeschke
Omar Selim Suzanne Lu
Ruth Thompson Deirdre O’Sullivan-
Eliot To Drombolis
Marlene Varga Kelly Sair

Omar Selim

Marlene Varga

education, advocacy and awareness. The Wounds
Canada approach to research is to ensure that it
also establishes collaborative research networks in
the areas of skin and wound care. The collaborative
project with Cape Breton University on the impact
of COVID on the delivery of wound care, which has
been underway for some time, has published pre-
liminary results and will be wrapping up soon.
Projects begun in 2021 include:

The Diabetic Footcare Facebook Group Study
Wounds Canada collaborated with researchers
from Queen’s University to conduct a research
study exploring the feasibility of using social
media to engage persons with diabetes in pre-
venting foot ulcers.

Participants randomized to the experimental
group were invited to join a virtual community
through a private Facebook group. These par-
ticipants received ongoing education based
on incorporating core components of Wounds
Canada’s Diabetes, Healthy Feet and You program.
A trained peer leader, also living with diabetes,
co-moderated the Facebook group alongside the
principal investigator to help participants prob-
lem solve and identify realistic goals.

This study has now concluded, and we invite
people living with diabetes to join the open
Facebook group to access many resources and
to serve as a support network to help prevent
diabetic foot ulcers. For more information, email
info@woundscanada.ca.
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Collaboration with Cape Breton U and

SCI Ontario

This research aims to determine how the delivery
of care to individuals living with pressure injuries
and/or with spinal cord injury has changed during
the pandemic. We will survey participants (three
times over 12 months) about how they have
adapted to changes to access, prevention, assess-
ment, treatment and management in relation to
their skin and wound care needs. The study aims
to provide practical evidence to Wounds Canada
and Spinal Cord Injury Ontario as it continues to
support clinicians through educational activities
and the delivery of informational resources.

Patients’ Voices, Stories and Journeys of
Navigating Social Life while Having and
Managing Complex Wounds: A Knowledge
Mobilization Project

“Patients’ Voices, Stories and Journeys” project

is a collaborative project between Lakehead
University and Wounds Canada focused on gath-
ering and disseminating individuals’ and families’
video stories about balancing everyday life while
living with complex wounds. See page 34 for a
full description of this important research project.

Advocacy and Awareness

Government Outreach

At Wound Canada, we are continually advocating

for a better future for people living with or at risk

of wounds. We do this in multiple ways. We:

« Ask governments across Canada to make wound
prevention and management a priority

« Bring awareness to decision makers about the
burden of wounds in Canada and how they
might improve access to care and reduce costs

« Encourage the provinces to provide funding to
support access to our SHARP program for their
health-care professionals

 Inform governments about and encourage them
to distribute our free resources, such as our
extremely popular Care at Home series

Catch up on our latest government newsletter
to stay in the loop!
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WOUNDS CANADA INSTITUTE

Wounds Canada Programs for Unregulated

Care Providers

In the Programs for Unregulated Care Providers students will explore
common conditions, including pressure injuries, diabetic peripheral
neuropathy, moisture-associated skin damage and venous leg edema,
as well as learn about factors that increase a person’s risk of skin damage
and methods to reduce risk and treat minor wounds should they occur.
These programs are designed for unregulated care providers, such as
personal support workers, health-care aides, home support workers, personal
care attendants, and even family members looking after vulnerable loved ones.

Addressing the Full Spectrum of Skin Health with the SHARP Program

Crystal McCallum, Wounds Canada’s Director of Education, developed and launched the SHARP

(Skin Health Advocate and Resource Professional) Super Program #1 in collaboration with phys-
ician lead Robyn Evans after identifying gaps in the educational

SHARP

Skin Health Advocate and Resource Professional

opportunities for health-care professionals. The program includes
23 interactive modules, eight synchronous webinars, two robust
outcome measures and access to a discussion forum with the
program faculty. The full spectrum of skin health is addressed

through topics such as skin anatomy and physiology, the Wound
Prevention and Management Cycle, local wound care and the prevention and management of
common wound types. The ultimate goal of SHARP, according to McCallum, is “in the long run, to
have more clinicians who are experts on the front lines of wound care.”

Care at Home Book

The feedback we received on turning our
Foundations of Best Practice for Skin and Wound
Management and BPR Briefs into eBooks has been
extremely positive, so we decided to give another
favourite resource—the Care at Home series—
the same treatment. Soon, all our valued Care at
Home resources will be available in two easy-to-
read documents (one each in English and French).
Look for it soon in our eBoutique!

Social Media Awareness Campaigns

In November we joined the global community

on World Diabetes Day (November 14) to raise
awareness about preventable lower limb ampu-
tations due to diabetes and celebrated Stop
Pressure Injury Day (November 19) by launching a
social media campaign and highlighting Wounds
Canada’s Pressure Injury Symposium.
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Scholarships and Grants

Congratulations to all our educational schol-

arship and research grant winners for 2021.

The scholarships and grants were provided by

our charity arm (Wounds Canada Foundation).

Wounds Canada board member Irmajean Bajnok

announced the recipients at the closing ceremony

of our #WoundsCanada2021 National Conference.
Congratulations to:

« Holly Calliou, BScN, Home Care Coordinator
at Enoch Cree Nation: Indigenous Health-care
Professional Scholarship

« Sacha-Gay Forbes, an RN(NP) from Saskatoon:
Morty Eisenberg Scholarship

« Peter Tsang, a chiropodist at South Riverdale
Community Health Centre in Toronto: Advanced
Education Scholarship

« Barbara Hill, who operates a footcare clin-
icin Grenville, Quebec: Unregulated Care
Provider Scholarship

Wound Care Canada 7
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Molnlycke

« Sharon Gabison: Wounds Canada Open Grant
« Virginie Blanchette: Pamela E Houghton Grant

To help us continue this important work,
please consider donating to the Wounds Canada
Foundation. Through your generous donation,
we will be able to continue to bring awareness
of wounds to the forefront of health care and
patient self-management.

Leadership Program

New in 2021, Wounds Canada’s Leadership Initiative
was designed to bring together leaders from
across Canada to explore what it means to exer-
cise leadership within the field of wound care. This
experiential learning journey is a unique opportun-
ity for wound care leaders to learn from and with
one another. Participants—including wound care
practitioners, administrators, scholars, patients and
community advocates—meet to reflect on and
share stories from their own lived experience while

8 Wound Care Canada

bridging research and practice through the review
and application of current literature.

This innovative program uses a hybrid learning
model consisting of synchronous virtual gatherings
and asynchronous virtual discussion board forums.
Through these mediums, participants are immersed
in a learning community in which new insights,
understanding and applications surrounding
leadership in today’s landscape are co-created.

Through this initiative we aim to inspire:

« Personal growth through reflection, dialogue
and shared leadership

« Connection to a learning community and net-
work of support through synchronous and asyn-
chronous engagement

 Systematic change as new models of leadership
are co-created and applied across wound care

To learn more about this initiative, please con-
tact Heather Ibbetson, Project Co-ordinator at
heather.ibbetson@woundscanada.ca. ()
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Corporate News

News from Our Industry Partners

3M

3M, with the acquisition of KCl, focuses on pro-
viding better care through patient-centred sci-
ence and helping transform patient outcomes by
stewarding skin,

reducing the risk

of preventable

complications and

restoring lives. From wound and skin care to solu-
tions for BSI and SSI risk reduction, our team is
ready to partner with you to strive toward a world
with zero complications.

www.3M.ca/medical

Arjo Canada

At Arjo we believe that empowering movement
within health-care environments is essential

to quality care. Our products and solutions are
designed to promote

a safe and dignified

experience through

patient handling, med-

ical beds, personal hygiene, disinfection, diag-

10

nostics and the prevention of pressure injuries
and venous thromboembolism. With over 6000
people worldwide and 60 years caring for patients
and health-care professionals, we are committed
to driving healthier outcomes for people facing
mobility challenges.

www.arjo.com

AROA™

AROA™ is a soft-tissue regeneration company
headquartered in New Zealand. Our range of
advanced wound care products has been trusted
in more than five

million acute and

chronic wound

procedures

across the world!

Now available in

Canada. Find out more about our affordable pro-
prietary AROA ECM™ technology and how it can
benefit you and your patients.

www.aroabio.com
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At Cardinal Health, we apply our expertise

to reduce the total cost of health care and to
improve the lives of patients. Our scale and
experience lead to solutions across the entire
continuum of care.
We work closely with
you to understand
the functionality of
your organization
and help you identify areas of inefficiencies and
cost-saving opportunities.

A Cardinal Health, nous tirons parti de notre
expertise pour réduire les colts totaux des soins
de santé et améliorer la vie des patients. Notre
envergure et notre expérience nous permettent
d’offrir des solutions dans tout le continuum des
soins. Nous collaborons de prés avec vous pour
comprendre comment fonctionne votre organisa-
tion, afin de vous aider a déterminer les sources
d’inefficacité et les économies a réaliser.

CardinalHealth

www.cardinalhealth.ca

Essity is a leading global hygiene and health
company dedicated to improving well-being
through products and solutions—essentials for
everyday life. Essity’s sustainable business model
creates value for people and nature. Essity sells in
approximately 150 countries under leading global
brands TENA, JOBST, Leukoplast, Tork and others.
Our global headquar-

ters is in Sweden with

Canadian manufactur-

ing in Drummondville,

Quebec. We believe

that to succeed, a multidisciplinary approach is
required to achieve lymphedema management.
We are proud to be an integral part of the team
and are committed to raising awareness on
lymphedema through innovation, our education
programs and our partnerships with community
associations and health-care providers.

www.essity.com/brands/?country=ca
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Hillrom is a global medical technology leader
whose 10,000 employees have a single purpose:
enhancing outcomes for patients and their care-
givers by advancing connected care. Around the
world, our innovations touch over seven million
patients each day. They help enable earlier diag-
nosis and treatment, optimize surgical efficiency
and accelerate patient recovery while simplifying
clinical communi-

cation and shift-

ing care closer to

home. We make

these outcomes

possible through

connected smart beds, patient lifts, patient
assessment and monitoring technologies, care-
giver collaboration tools, respiratory care devices,
advanced operating room equipment and more,
delivering actionable, real-time insights at the
point of care.

Learn more at Advancing Connected Care |
Hillrom.

Hydrofera produces a unique line of versatile,
non-cytotoxic, antibacterial wound dressings
utilizing its proprietary polyvinyl alcohol (PVA)
and polyurethane (PU) foam technology. The PVA
line has natural negative pressure that facilitates
incredible absorption, autolytic debridement, dis-
ruption of biofilm and flattening of rolled wound

edges. From

Hydrdfera’
suite of wound
dressings powerfully tackles any type of chronic
or non-healing wound while shortening healing

times, lowering treatment costs and delivering
better patient outcomes.

onset to out-
come, the
Hydrofera Blue®

Please contact daniel@hydrof.com for samples.
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Integra® LifeSciences is committed to its goal
of delivering the highest quality medical
technologies and services. We value excellence
and possess an unwavering commitment to our
customers and the
patients we treat.
Wound dressings
facilitate the body’s
natural healing pro-
cess and provide
an optimal healing
environment. The choice of appropriate dress-
ing is influenced by many factors and will vary
depending on the type of wound and objective
(e.g., necrotic — debride; infected/odorous -
reduce bacterial load/eliminate odour; sloughy
- remove slough; granulating - promote granula-
tion or epithelialising — maintain moist environ-
ment) and level of exudate (dry, light, moderate
or heavy). Having a resource available, like the
MEDIHONEY® Application Guide, can help make
the decision easier. To request a copy, please con-
tact your local Integra® representative or email us
at IntegraCanadaRSVP@integralife.com.

INTEGRA

LIMIT UNCERTAINTY

To learn more about Integra’s Advanced
Wound Care Solutions, please visit us at
www.integralife.com.

Medline is a leading global manufacturer and
distributor of high-quality medical products and
services to the health-care industry. Our expertise
in health-care solutions throughout the continu-
um of care, coupled with the scale and agility of
our supply chain,

allows us to part-

ner with our cus-

tomers to enhance

patient care,

improve clinical

outcomes, drive effective cost management and
provide fast access to quality products. In Canada,
Medline is deeply committed to the health and
wellbeing of our customers, employees, partners

12 Wound Care Canada

and community—standing for a higher purpose
of Together Improving Lives. With 550+ employ-
ees, including 125 dedicated sales and clinical
professionals, and nine distribution centres
located across Canada, we are a trusted partner
in delivering the health-care needs of Canadians
from coast to coast.

For more information, visit www.medline.com.

World-Leading Medical Solutions Company with a
Swedish Heritage

Around the world, health-care systems and
professionals are under pressure to deliver better
care to more people and at a better value. They
need innovative solutions they can trust. That’s
where we come in. We're
here to advance per-
formance in health care.
So, we're always on the
lookout for new ways
to improve. Our focus is
providing effective solu-
tions and offering better value for money.

We have one purpose: to advance performance
in health care across the world so that health-care
professionals have what they need to achieve the
best clinical, patient and financial outcomes. But
different health-care professionals have different
needs. So, we start by listening and making sure
we understand them. Then, we create solutions
that are right for them and for their patients, and
that are supported by evidence. We contribute
to advancing performance in other ways, too, by
sharing knowledge about our specialist clinical
areas and by helping shape health-care policies
and protocols to raise standards of care world-
wide.

We have a strong commitment to health-care pro-
fessionals, and we're proving it every day. Although
we're a global company, our headquarters are still
in Gothenburg—just a short distance from the
town of Molnlycke (pronounced ‘Mon-licka’). The is
the place where the company was founded in 1849
and the origin of the Mdélnlycke name.

Molnlycke'

Visit us at: www.molnlycke.ca/education
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GEL

Anasept® Antimicrobial Skin and Wound Gel:

Anasept Gel is a clear, amorphous, isotonic hydrogel that helps
maintain moist wound environment that is conducive to healing

by either absorbing wound exudate or donating moisture,

while delivering 0.057% broad spectrum antimicrobial sodium
hypochlorite. Anasept Gel inhibits the growth of bacteria such

as Acinetobacter baumannii, Clostridum difficile, Escherichia col,
Proteus mirabilis, Pseudomonas aeruginosa, Serratia marcescens,
Staphylococcus aureus, Carbapenem resistant E.coli (CRE), Methicillin
Resistant Staphylococcus aureus (MRSA), and Vancomycin resistant
Enterococcus faecalis (VRE) that are commonly found in the wound
bed, as well as fungi such as Aspergillus niger, Candida albicans and
Candida auris.

INDICATIONS FOR USE:

OTC: Anasept Gel is intended for OTC use for management of skin
abrasions, lacerations, minor irritations, cuts, exit sites and intact skin.
Professional Use: Anasept Gel is intended to be used under the
supervision of a healthcare professional in the management of
wounds such as stage I-IV pressure ulcers, partial and full thickness
wounds, diabetic foot and leg ulcers, post surgical wounds, first and
second degree burns, grafted and donor sites.

Anasept® Antimicrobial Skin and Wound Gel:
Health Canada License # 97167

#469-5015G 1.5 oz. Tube

# 469-5003G 3 oz. Tube

The contract will
be administered and serviced by:
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The geko™ device does one thing and just one
thing. It significantly increases blood flow, about
60% of that achieved by continuous walking.
(Nothing on the market can achieve parity.) As
a wound care provider, you can appreciate how
the lack of blood flow can be a root cause of
wounds. Enhancing blood flow is central to the
healing process. By improving blood flow, edema
is managed, pain is often
mitigated and even the
toughest of wounds begin
healing.

Perfuse Medtec is the
exclusive Canadian dis-
tributor of the geko™
device. This 10 g, self-con-
tained, wearable adheres to the side of the leg to
activate the lower-leg muscle pumps. Pain-free
stimulation of the common peroneal nerve is the
simple mechanism behind the performance.

info@perfusemedtec.com
www.gekodevices.com

Smith+Nephew exists to restore people’s bodies
and their self-belief by using technology to take
the limits off living. We are dedicated to helping
reduce the human and economic consequence
of wounds, helping

you get CLOSER TO

ZERO9: Zero pres-

sure ulcer incidence,

zero delay in wound

healing, zero venous ulcer recurrence, zero dia-
betic amputations, and zero waste of health-care
resources. The only target worth aiming for . ..
We'll help you get closer.

www.youtube.com/channel/
UCJz0aUc1G9JxqpZBIKAarsw/featured
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We offer innovative products and services in
orthopedics, medical and surgical, and neurotech-
nology and spine to help improve patient and
hospital outcomes.

Our Canadian division was incorporated in 1990
and provides products and services to add value
to the efforts of medical professionals and aid in
the delivery of quality
health care to Canadians.
We have an energetic Str‘yker‘
and committed team of
employees who support
customers across the country and a nation-wide
network of clinically focused sales profession-
als dedicated to serving surgical specialists
and a wide range of patient care providers. Our
Canadian office is headquartered in Waterdown,
Ontario.

www.stryker.com/us/en/search.html?q=Sage

‘Better healing’—and living unhindered by
wounds—is within reach for patients. Urgo
Medical North America empowers and equips
clinicians to make a difference in their patients’
lives by providing innovative, proven wound
care solutions that

minimize the pain and

burden of wounds,

help more patients

heal and close their

wounds sooner. After

establishing UrgoTul Ag

as a first-class dressing for infected wounds,
Urgo is now bringing two unique technologies
to the Canadian market: Vashe Wound Solution
to cleanse all your wounds and the interactive
dressing UrgoStart Plus to reduce the burden of
chronic wounds (diabetic foot ulcers, leg ulcers
and pressure injuries).

http://urgomedical.us/vashe
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Whole

Hole

he central focus of a patient’s

care should be the patient
themselves—their general
health, experience, abilities,
resources, environments, social
networks and more. At baseline,
plans of care must take all of
these into account if they are to
be successful. Wounds Canada’s

Best Practice Recommendation

documents (BPRs) are built on

the fundamental principle that
wound care is, first and fore-
most, whole patient care. The

BPRs emphasize, as illustrated

by the Wound Prevention and

Management Cycle, the require-

ment to incorporate holistic,

patient-centred aspects of care
that focus on each individual
patient’s needs. This approach
does more than improve the
chances for patient “buy-in” to
any care plan. It helps to ensure
any care plan can be carried

out once the patient is at home,

work, school or carrying on with

their lives.

This holistic approach is a basic
tenet of the Wounds Canada phil-
osophy and is supported by the
organization in multiple ways:

« Education: Conference session
topics and structure, resources
(including the articles in this
issue listed in the box), Wounds
Canada Institute programs, a
patient and caregiver sympo-
sium scheduled for 2022

+ Research: Particularly with new
projects (e.g., article listed in
box)

Volume 19, Number 2 - Fall 2021

+ Advocacy: Partnering with
patients and family members
to advocate to decision makers,
enabling us to show the true
impact of being at risk of devel-
oping or living with a wound

« Public Awareness: Expanding
significantly to grow the com-
munity via social media cam-
paigns, resources aimed at all
our audiences and allowing
patients to tell their stories via
videos, articles and testimonials

- Direct Engagement: The
make-up of our leadership pro-
gram and various committees
—includes patients and care
partners to gain important per-
spectives and provide a means
to be an active part of the com-
munity

Wounds Canada’s aim is to
support a vision of health for all
Canadians. We do this by show-
casing patient and family jour-
neys; providing clinicians with
opportunities for learning about
the importance of the patient
perspective; creating support-
ive resources and making them
available to all; advocating on
behalf of the entire wound com-
munity; increasing the awareness
of all Canadians about wounds,
their impact, and how to prevent
and manage them; and work-
ing to make wounds a health-
care priority across the country.
Together, using this approach,
we can improve the lives of all
Canadians with wounds or at risk
for wounds.

Several articles in this issue have a
significant patient focus or provide a
patient/family perspective:

« Patient Stories: What if the family
had known more? (p. 16): a poign-
ant picture of one family’s journey
through a health-care system

« Empowerment for Your Patients: Is
it yours to give? (p. 24): a look into
a topic that’s on everyone’s mind—
but is it being practised?

« Patients’ Voices, Stories and
Journeys of Navigating Social
Life while Having and Managing
Complex Wounds: A Knowledge
Mobilization Project (p. 34): an
overview of an important research
project focusing on the experiences
of patients and their families as they
address health challenges

« Wounds Sleuths (pp. 36 and 39):
both highlight the need to look
deeper, especially with patients
who have complex life circum-
stances that can impact wound
development and healing

« Conference session summaries:

- The Role of Mental Health
in Managing Wounds (p. 44):
important aspects to wound
management that patients and
clinicians alike need to consider

- The Continuum of Care:
Improving Transitions of Patients
with Wounds (p. 46): how patients
are impacted when they move
from one care setting to another

- Improving Equitable Access to
Quality Wound Prevention and
Care in Canada (p. 51): provides
several case studies to illustrate
the different challenges patients
face in obtaining the care they
need to be healthy

Wound Care Canada 15



Patient Stories

What if the family
had known more?

By Heather Ibbetson, BN BA and Linda Moss

For Linda Moss, the 92.1 FM radio station in Southern Ontario holds a special meaning;

it was one of her father’s favourite channels. When her dad, Bob Wilson, became

hospitalized, she brought a radio to the hospital so he could listen to his station. The radio

covered up the loud noises from the medical machines and provided a better healing

environment. While driving home from work, she would listen to the radio and know

her dad was listening too. Today, listening to the station reminds her of her dad and of

the patients and families across Canada who are coping with pressure injuries—and it

encourages her to continue the advocacy journey that arose from her love for her dad.

ell-documented practices exist

to detect and prevent the

development of pressure injuries.

Unfortunately, this information is

often not passed along to people
who could help patients. Frequent turning, appro-
priate surfaces, a healthy diet and proper skin
protection are all important factors. But for fam-
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ilies such as Bob Wilson'’s, these factors often go
undiscussed and unaddressed when health pro-
fessionals are focused only on treating a primary
health issue. Bob Wilson’s family did not learn
about the risks related to pressure injury until it
was too late.

Bob Wilson was a devoted father and grand-
father. He loved to spend time with his daugh-
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ters, was active in several recreational sports and
enjoyed vacationing in Florida. After sustaining a
brain injury when falling down the stairs taking
out the recycling, Wilson had successful neurosur-
gery and was then transferred to a second hospi-
tal for rehabilitation. For months, his family was
notified only about his neurological progress, the
primary reason for his hospitalization.

One day, the family noticed a nurse preparing
for a dressing change and asked what was going
on. They were told that Wilson was beginning to
develop a wound, and that it was approximately
the size of a toonie. The family was reassured that
the health-care team was taking care of it and so
focused their attention back on his brain injury.
This was a missed opportunity to educate the
family about the dangers of pressure injury and
have them participate in the care plan.

The family did not hear about the wound again
until Wilson was transferred back to the first hos-
pital for a skin flap procedure. After he had been
transferred, his family was notified that he was
both septic and emaciated. They were called into
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Figure 1: Image of Bob Wilson's unstageable pressure
injury from the surgeon’s phone
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a meeting. According to Moss, “the surgeon told
us that the surgery was now cancelled and she
showed us a picture of the pressure injury she
took from her cell phone” (see Figure 1).

Moss and her family felt shock and heartbreak.
The family had been grateful early on for the care
Wilson received at the second hospital but could
not understand why they were not notified about
the growing severity of the wound until he had
been transferred.

While the health-care team implemented dif-
ferent treatment plans, the wound continued to
deteriorate. After a month back at the first hos-
pital, Wilson and his family learned that the ulcer
had progressed into bone and bloodstream, caus-
ing osteomyelitis. Shortly after, his family learn-
ed there was nothing else the health-care team
could do aside from palliative care.

18 Wound Care Canada

“Wounds are a silent
killer . .. and as

his daughters, we
weren’t going to look
under the sheets.”
—Linda Moss

Sharing Their Story

Moss and her family decided to speak up after
seeing the picture on the surgeon’s phone. They
felt like they needed to share Wilson'’s story and
educate others. Moss and her family continue to
hope their story will prevent another family from
going through the shock and heartbreak they
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Figure 2: The pressure injury following debridement.
The wound had started to improve, but at this point it
was too late.

did. They also made the decision to share the
photograph of his wound. The photo was highly
impactful and went viral online. The devastating
reality of the photo has helped others understand
the severity of pressure injuries and the import-
ance of acting to ensure something like this never
happens again.

For Families
Moss has connected with families across the
country who are going through a similar jour-
ney. She has created a Facebook social media
page called Wound Care Aware to help provide
information and support. Participating in these
spaces allows families to express their feelings
and find support. She has also been an advocate
for various committees, public speaking events
and webinars, and she recommends that other
families become involved too. These activities
provide a means to raise awareness and promote
self-healing.
Moss encourages families to:
« Ask questions and become a part of care plan-
ning. From firsthand experience, she under-
stands that families want to help but may not
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know how to get involved or may feel they may
get in the way.

- Be present, when possible, when physicians are
making rounds. It can be difficult to get time
with the physician, but families should not be
afraid to request a meeting or ask questions.

“It hit us like a hammer . . .
We were there every day
and some days for five or
six hours a day. We were
told the bed was moving
him, and we rarely saw
him being turned. We
could have helped turn
him. When | think about
the times when he held
my hand really hard, or
when a tear came down,
was that his way of
telling us something was
wrong? He couldn’t talk.
We were his voice but we
were unaware what was
festering under those
sheets. This is something
our family will live with—
and it haunts us.”

+ Ask about medications or treatment, and docu-
ment everything. The health-care team may not
be able to disclose everything, but it is import-
ant to ask anyway.

- Find an advocate, if one is available, at the hos-
pital. Patient and family advocates can help
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bridge the gap between the family and health-
care team.

« Remember that Communication, Comfort,
Companionship and Champions are essential in
Care.

For Health-care Professionals

Moss emphasizes that the staff were kind and

professional during their interactions with her

and her family. However, the prospect of a deteri-
orating pressure injury was never mentioned.

When reflecting on her interactions with the

health-care team, she has some suggestions that

may ensure families are better informed.

« Present information to patients and families
upon admission on associated risks to hospit-
alized patients for conditions such as pressure
injuries. This information can help prepare and
guide patients and families during hospitaliza-
tion.

« Share with patients and families on a timely

basis information on the patient’s current health

status, including primary and secondary con-
cerns. In Wilson's case, it appeared that each
health-care professional assumed another per-
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son had or would inform his family about the
wound. It is important to reach out to family
members, when appropriate, and provide them
with a full understanding of the situation.
Barriers to information sharing can be challen-
ging for health-care professionals to navigate,
so it is important to understand what can and

“The most painful thing
was watching him pass
away in front of us and
knowing that we didn’t
have a chance to try and
save his life.”

cannot be communicated. Health-care profes-
sionals should also advocate for policies that are
inclusive of families.

Provide the family with care-related tasks to
help reduce the workload of health-care pro-
fessionals. Families often want to help but feel
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unsure of how. In Wilson'’s
case, he could not speak or
press his call bell. His family
would assist with providing
whatever he needed, such
as warm blankets and enter-
tainment. Moss and her
family were present each
day and could have done
more had they been taught
what they could do and
how to do it, such as help
turn her dad and attend to
his other needs. She notes
that families do not require
a complex understanding
of the situation to partici-
pate in the care. Explaining
broad concepts is enough.

+ Include families in the care planning process.
At minimum, families should be notified of the
care plan upon the first week of admission.

« Refer patients and families to advocates and
social resources. These resources can help
families navigate the health-care system and
improve their health literacy. This could be
included during onboarding.

- Facilitate transparent and effective communi-
cation so health-care professionals and families
can work together on creating and imple-
menting a care plan to benefit the patient.

For Policy Makers

The prevention and treatment of pressure injuries
requires change at all levels, and governments
and policy makers are essential change agents.
Moss and her family noticed drastic differences
between hospitals regarding the protocols and
procedures for pressure injuries. One hospital
made sure that Wilson was constantly on an
incline to reduce the risk of aspiration; however,
this position also limited his ability to be turned
and added more pressure to the wound. Another
hospital followed a position-rotating schedule to
ensure that the pressure was redistributed away
from the wound.

22 Wound Care Canada

After seeing these differ-
ences, Moss recommends
that:

« Standardized pressure
injury prevention and treat-
ment based on best prac-
tice must be implemented
in all settings and sup-
ported by policy.

« Each hospital and long-term
care facility should have a
wound specialist available
along with a visible pres-
sure ulcer prevention chart.

After Wilson’s story
appeared in various media
outlets, the second hospital
hired onsite wound care spe-

cialists. But it shouldn’t have taken a story like
Wilson's to spur the needed changes.

Just as 92.1 FM reminds Moss of her father, we
must also be reminded that we each have a role to
play in preventing potentially fatal pressure injur-
ies. Families, health-care professionals and policy
makers can all work to achieve better outcomes
for at-risk patients. Linda Moss and her family con-
tinue to advocate for Bob Wilson and other at-risk
individuals, raise awareness and heal. 2

Linda Moss participated in a discussion panel
for Canadian Patient Safety Week in late
October 2021. This year’s theme was about
patient engagement and partnerships for safe-
ty, with a focus on essential care partner pro-
grams. There is clear evidence that the pres-
ence of essential care partners benefits care,
experiences, safety and outcomes. Guidance
and evidence about essential care partners
will be shared with health policy implement-
ers, patients and essential care partners to
make this process better understood.

#EssentialTogether
#StopPressurelnjuries
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Empowerment for Your Patients:

s it yours to give?

By Mariam Botros, bch DE lwcc Med; Janet L. Kuhnke, RN BA BScN Ms NswoC
DrPsychology; ldevania Costa, RN NswocC PhD; and Virginie Blanchette, Biomed

DPM MSc PhD

As clinicians we sometimes struggle with the concept of empowerment, often

feeling it is something we give to someone. The reality is empowerment is what

the other person feels about their place within an environment. We can assist

others by removing barriers, providing knowledge and coaching them so they

discover and feel confident in their power to engage and have appropriate

control over their situation. When individuals become empowered they are in a

better position to effectively manage their health by getting involved in decisions

and assuming responsibility for the choices they have taken for themselves.

n this article, we aim to explain the basis,
benefits and outcomes of patient empower-
ment and how it can contribute to the patient
journey as they navigate their own skin health
and/or wound healing. The specific objectives
are to:
« Highlight the importance of patients’ perspec-
tives in care
« Explore the benefits of patient empowerment
from three different perspectives: patient,
health-care provider and health system

What is empowerment?
Empowerment is often credited to the work of
Paulo Freire, a Brazilian educator and philoso-
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pher well-known for developing an emancipa-
tory approach to educating people to overcome
oppression through liberating education.” Note
that the concept of patient empowerment has
been used interchangeably with patient engage-
ment and involvement in self-management.

Anderson and Funnel have defined empower-
ment as “the degree of choice, influence and con-
trol held by patients over treatment, the disease
and their relationship with health provider.2

According to Gomez-Velasco et al. patient
empowerment is built “within a person ... [it] is a
continuous process in which knowledge, motiva-
tion, and capacity to take control of their disease
are built within a person.?
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The World Health Organization (WHO) describes
empowerment as a process through which people
gain greater control over decisions and actions
affecting their health. The WHO further states that
four key components are necessary for patient
empowerment:

1. A comprehensive understanding of their role in
decisions that affect their health

2. Acquisition of sufficient knowledge to be able
to engage with their health-care provider in
decision making

3. Development of skills/abilities to implement
self-management practices

4. The presence of a facilitating environment (the
context where patients live and work)

This broad concept of patient empowerment
leads to varying definitions in the literature, but
the main theme is that, with appropriate supports,
patient empowerment results in each individual
being able to “be responsible for one’s own life"

The Components of Successful

Patient Empowerment
To ensure the best clinical outcomes patient
empowerment has three areas of responsibilities:

Patient em powerment IS the foundation of self-management, and it lies at the
heart of ethical principles that include patients’ rights and autonomy to make decisions. It allows
them to carry out a care plan developed in partnership between them and their health-care

providers.®

Patient empowerment requires il and a relationship between the

patient and the health-care team, within a supportive environment, that helps patients to
develop or boost their confidence and autonomy in making health-care decisions.
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Patient empowerment is a legitimate goal, regardless of age, diagnosis, in-
come, country of origin or ethnicity.” A patient’s sense of control, being taken
legitimately, having support from family, friends, peers and staff, having rel-
evant individualized education and knowledge, and being able to participate
are all essential elements of successful patient empowerment.®’

Patients have rights, responsibilities and oppor-
tunities relating to autonomy, self-determin-
ation and power within the patient-provider
relationship, as well as in optimizing health-care
service utilization to support their self-manage-
ment journey.

Health-care providers have responsibilities to
respect patient autonomy and adopt a collab-
orative style within the patient-provider rela-
tionship.

Health systems have responsibilities to support
patients and providers so they can optimize
health-care service utilization and maximize
patient health status and well-being.

Empowerment is based on the recognition of
the roles and responsibilities of everyone involved
and continues into practice, working relation-
ships and the system. However, empowerment
cannot be achieved unless patients internalize the
need for self-determination. Health-care provid-
ers are essential in helping patients understand
their role in self-management. Empowerment is
not a technique or strategy, but a vision that
guides the provider-patient interaction with-
in a system. It may require a mind shift for many
providers and patients as well as a restructuring
of health systems. The primary shift for providers
is often a change in mindset from doing things to
patients to doing things with or alongside patients.
It includes supporting patients along a journey of
making healthy choices for long-term health.

Patients’ Perspectives and the

Benefits of Empowerment

At times patients experience feeling overwhelmed
by the responsibilities of their disease* and are
often left out of decision making, either due to
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their own lack of knowledge or confidence or the
health-care provider’s inability or unwillingness to
share decision making. When the patient does not
actively communicate or participate in care plan-
ning or decisions, a common reaction is for pro-
viders to impose solutions or make decisions for
addressing the patient’s problems. Unfortunately,
this can further reduce the patient’s engagement,
increase their feeling of loss of control, and shake
their confidence in being able to make decisions
about their own health.

When patient needs, preferences and con-
cerns are not taken into consideration, patients
describe a sense of loss of respect and autonomy,
being taken for granted and feeling hopelessness
or a loss of control associated with their chronic
disease.

Each patient’s sense of loss of control is individ-
ual, complex and affected by the health system in
which they receive or participate in care.®?

However, there are common areas where
patients need to be supported. These include:™
« Maintaining meaningful life roles (e.g., employ-

ment, family and friend relationships)

- Coping with emotions (e.g., fear, anger, frustra-
tion, sadness)

« Changing routines and adjusting lifestyle to
benefit their own health

« Confronting mortality

« Implementing agreed-upon therapies

« Enhancing knowledge about health and illness

« Increasing capacity to monitor and care for
themselves

In general, for patients, empowerment includes:
“being listened to, being respected for one’s cul-
tural knowledge and traditions, being given cred-
ible information, and being engaged in education
activities that are meaningful.""!
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The Empowered Patient

Patient empowerment occurs along a spectrum
of engagement. Patients that actively participate
in discussions about their care with health-care

and considered by their health-care providers
(e.g., different types of dressing)

« Shares health-related information, acquired dur-
ing self-directed learning, with their health-care

care providers

+ Inquires why certain lab tests (e.g., wound cul-
ture), treatments or approaches (e.g., laser ther-
apy) have not been considered

« Commits to implementing the treatment plans
they helped to develop

- Takes responsibility and is accountable for their
own self-management

« Implements preventative measures to avoid
wound deterioration

« Identifies early signs and symptoms of infection
and knows where to seek help

providers generally feel more confident to play
their role as self-care managers. For this type of
patient, preventative activities are done to avoid
complications, and they participate in decisions
and ensure they are included in the development
of their treatment plans. Importantly, they know
when and where to seek help.®
Some signs of an empowered patient were
described by Werbrouck et al."”> and adapted by
the authors to the wound care field. An empow-
ered patient:
+ Seeks to ask questions (about their wound) and
have them answered
+ Attends wound care appointments and brings
additional treatment options to be discussed

Patients can move along the spectrum of
engagement over time, depending on many
factors. The two examples below illustrate how
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Examples of patient empowerment journeys

Patient experience 1:

“In the province where | previously lived, | regularly attended the diabetes clinic and took six weeks
of chronic disease self-management classes. In these classes, | learned about pacing my work, tak-
ing rest periods, wearing good-fitting protective work boots. | liked my classes as | met people of all
ages living with diabetes; there was comfort in those conversations. In this province | asked about
going back to these chronic disease self-management classes...they did not know what | was talking
about.”

Patient experience 2:

“Why were my feet not emphasized in my appointments for my diabetes care? | saw my kidney and
heart doctors, and nurses and dietitians. Now, | have callus, and a small foot ulcer was underneath
the callus; this is not good in my mind. My ability to walk all day is not possible in this offloading
boot. Then they want me to buy shoes with a liner. | know | cannot afford this. Just cut off my big

”

toe.

Sustaining healthy behaviours = good choices + collaborative relationships

What would you do?

Read this short profile of Jeet, a patient with diabetes. Can you identify some of the individual and sys-

temic barriers he and his team currently face? How would you help Jeet become a knowledgeable and

actively engaged participant in his own health care?

- Jeet is a 34-year-old groundskeeper who has lived with type 1 diabetes since age 23. He developed
a foot ulcer about 18 months ago. He has a high-school diploma and reads and speaks three lan-
guages. He is presently employed in a seasonal role and is primarily focused on gaining visitation
rights to his three-year-old twin daughters.

« He has an infected plantar ulcer on his left foot 3 cm x 3 cm round, and the wound probes to the
bone. He regularly uses marijuana and smokes one pack of cigarettes per day. He has a PICC line
in situ and receives community-based intravenous antibiotic therapy. He has not attended the last
three pre-arranged surgeon appointments; the community nursing team have given him taxi passes
to attend the appointments. He describes himself as depressed and presently lives with his widowed
mother in a small city.

+ He tells the community wound care team he has not attended the diabetes education centre in 10
years.

- Due to seasonal employment, he takes insulin intermittently and is not really sure how much he
should take. He takes oral anti-diabetic medications when he can afford them. When the wound care
specialist assesses him in the community setting, he describes not feeling the ulcer though he can
see the wound. He presents as “disinterested” in discussions about the seriousness of his diabetic
foot ulcer and amputation risk.

Suggestions

« Investigate the personal, social, cultural and economic factors, such as lack of motivation and level of
self-confidence, and social determinants of health like smoking, income and access to resources.

- Engage an integrated team in discussions involving reflection-action-reflection to come up with solutions
that meet his needs and could transform his reality. It is important to note that Jeet is the key member of
the integrated team. Who else should be on the team?

- Make a plan to address any modifiable barriers within the health system itself that may be standing in the
way of Jeet’s full engagement.
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personal each

patient journey is,

and what the impact

of knowledge, sup-

port from providers, and

health system differences can

be on the level of empowerment
each patient can exercise.

Who's responsible?

All elements within a health system must work
together to support patient empowerment. This
section details the responsibilities of patients,
health-care providers and health systems. Table 1
provides a summary.

Patients

When adequately supported, patients have a

responsibility to:

« Make the decision to take control of their dis-
ease/condition and advocate for themselves

« Stay informed about their condition and

choices

Be prepared for appointments by bringing

questions and relevant documents

Become an active part of a team in the deci-

sion-making process

But even the
most enthusiastic
and informed patient
may not feel empow-
ered to take control of
their health decisions if bar-
riers are in place that cannot be
identified and addressed. Health-care
providers—through their actions—and health
systems—through their designs—must support
patients if they are to be successfully empowered.

Health-care Providers

In health-care settings, many clinicians believe
they are able to “empower” their patients.
However, one of the most important roles of any
health-care provider is to work alongside their
patients and engage them in their self-manage-
ment journey.'? This requires them to talk with
and listen to patients to understand their needs,
concerns and preferences. And because patients
need to develop self-confidence to implement
self-care practices, health-care providers must
become successful at engaging and supporting
their patients to gain control over their disease
process and general health. To do this it is essen-
tial they address the factors affecting patients’
engagement in self-management, including

Table 1. Summary of responsibilities of patients, health-care providers and health systems in

supporting patient empowerment

care
collaboration with their health team

« Recognize they have choices

_ Responsiblities

« Become empowered to participate in the management of their skin protection and wound
« Have the necessary knowledge, skills, attitudes and self-awareness to adjust their behavior in

. Take action to improve the quality of their life

el « Be trained in empowerment communication skills
Providers - Respect patients’ expertise on their lives and health conditions
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« Provide patients with access to relevant, credible and timely health information and resources
- Treat patients as equal partners in care planning and communication

 Ensure that patients are represented in program and policy design

« Support programs that foster self-management and patient empowerment
- Provide equitable and accessible programs

- Communicate about the programs and available navigation support
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health literacy, self-confidence and self-manage-
ment support as well as access to services and
resources.'

Health-care providers must appreciate that sup-
porting patient empowerment is a process that
takes many steps and may require time to learn
the necessary skills and techniques. It involves
a distinct way of communicating and engaging
with patients and their families.®

When interviewed on techniques that can be
incorporated by providers, many patients high-
lighted the following features'*'¢ that would
benefit them. They indicated they would appreci-
ate if their health-care provider could:

« Provide a vision of the future

« Add some fun and variety to the patient’s rou-
tine

- Engage the patient in providing input to health-
care plan

+ Assist in developing goals and challenges with
the patient, not for the patient

- Develop measurements to illustrate improve-
ment

« Promote social interaction among patients

« Ask questions and listen to patient feedback

+ Provide encouragement

Health Systems

To support a high level of patient empowerment,
health systems need to be shifted from the bio-

3() Wound Care Canada

Resources

Multiple well-established tools and strategies are

available that can support patient engagement,

motivation and self-management based on

patient needs and readiness. They include infor-

mational resources, communication techniques,

self-management programs and specialized care.

Here is a short list of resources to get you started:

- www.woundsinternational.com/download/
resource/5947

- www.wuwhs.org/wp-content/
uploads/2020/09/MOL%EF%80%A220_
WUWHS_WINT_Web.pdf

« www.wounds-uk.com/resources/details/
wound-essentials-11-1-patient-empower-
ment-in-wound-management

« https://powerfulpatients.org/2018/05/22/
what-does-it-mean-to-be-an-empowered-
patient/

- https://patientengagementhit.com/news/6-
steps-to-improving-the-patient-family-
engagement-process

medical/acute model that focuses on disease

and treats patients as passive subjects, to one
that emphasizes partnership and collaboration
among providers and patients.'” To accomplish
this, health policy that supports the uptake of
patient empowerment and acknowledges health-

Volume 19, Number 2 - Fall 2021


https://www.woundsinternational.com/download/resource/5947
https://www.woundsinternational.com/download/resource/5947
https://www.wuwhs.org/wp-content/uploads/2020/09/MOL%EF%80%A220_WUWHS_WINT_Web.pdf
https://www.wuwhs.org/wp-content/uploads/2020/09/MOL%EF%80%A220_WUWHS_WINT_Web.pdf
https://www.wuwhs.org/wp-content/uploads/2020/09/MOL%EF%80%A220_WUWHS_WINT_Web.pdf
https://www.wounds-uk.com/resources/details/wound-essentials-11-1-patient-empowerment-in-wound-management
https://www.wounds-uk.com/resources/details/wound-essentials-11-1-patient-empowerment-in-wound-management
https://www.wounds-uk.com/resources/details/wound-essentials-11-1-patient-empowerment-in-wound-management
https://powerfulpatients.org/2018/05/22/what-does-it-mean-to-be-an-empowered-patient/
https://powerfulpatients.org/2018/05/22/what-does-it-mean-to-be-an-empowered-patient/
https://powerfulpatients.org/2018/05/22/what-does-it-mean-to-be-an-empowered-patient/
https://patientengagementhit.com/news/6-steps-to-improving-the-patient-family-engagement-process
https://patientengagementhit.com/news/6-steps-to-improving-the-patient-family-engagement-process
https://patientengagementhit.com/news/6-steps-to-improving-the-patient-family-engagement-process

WUWHS 2022
Managed by:
International Inter-professional Wound Care Group
(IWCG) &
SEHA (Abu Dhabi Health Services Co.)
Scheduled to be held through 1-5 March, at
Abu Dhabi National Exhibitions Company - ADNEC

To Register and Submission of Abstract Visit the website:

www.wuwhs2022.org

WUWHS 2022 Congress 1-5 March 2022

Abu Dhabi National Exhibition Center (ADNEC)


https://wuwhs2022.org/
https://wuwhs2022.org/

care provider roles in enhancing patient engage-
ment in their own health care must be developed,
implemented and enforced. This will ultimately
optimize health services delivery.®'”

While more research is needed to develop a
measure of patient empowerment for use in
evaluation of health care, it is already known
that health policy and patient empowerment
are linked.’®' Recent evidence has shown that
patient and community involvement have a posi-
tive impact on health, particularly when substan-
tiated by strong organizational and community
processes. This is in line with the notion that
patient engagement, participatory approaches
and positive outcomes, including community
empowerment and health improvements, do not
occur in a linear progression, but are a complex
process influenced by several personal, social and
cultural factors.'#2°

At the most basic level, health systems must
also support patient empowerment by providing
adequate delivery systems, clinical information
systems, decision supports and self-management
and community services.

In Summary

The empowered patient is one who has discov-
ered their personal abilities and strengths and
uses them to be responsible for their own health.
Health-care providers need to use their communi-

cation skills and available programs to enable
patients to develop the knowledge, confidence
and coping skills that allow them to manage the
physical, emotional and social impacts of their
illness. Providers must also help patients navigate
the health system and, if necessary, identify and
advocate to change systemic obstacles to patient
empowerment and self-management. ()

“People will forget what you said.
People will forget what you did.
But people will never forget how you
made them feel”
—Maya Angelou (1929-2014)
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Patients’ Voices, Stories and Journeys of
Navigating Social Life while Having and Managing

Complex Wounds:

A Knowledge
Mobilization Project

By Idevania G. Costa, RN Nswoc phD; Catherine Phillips, BA Bsw MA PhD;
Michelle-Marie Spadoni, RN MA DNP; Mariam Botros, bch DE lwcc; and

Pilar Camargo-Plazas, RN PhD

ounds Canada is thrilled to
announce the launch of the
“Patients’ Voices, Stories and
Journeys” project, which aligns
with the research program and
previous work related to patients’empowerment
and engagement in everyday self-management of
diabetic foot ulcer (DFU) of Idevania Costa (princi-
pal investigator).'3 A central aspect of the project
will be the gathering and disseminating of indi-
viduals’ and families’ video stories about balancing
everyday life while living with complex wounds.

This project is particularly relevant because:

+ Health-care professionals have noted a rapid
rise in the unmet needs (e.g., physiological,
emotional and spiritual) of people with complex
wounds in all parts of the country

« Not everyone is aware that living with a com-
plex wound is challenging and affects many
aspects of individuals’ lives

+ Health-care providers need to understand the
social determinants of health (SDH) that may be

34 Wound Care Canada

preventing these individuals from successfully
navigating through their journeys

Why Listening to Patients’ Voices,
Stories and Journeys Matters
Nationally, health-care professionals have noted
a rapid rise in hard-to-heal wounds that require
life-long management and affect patients’ physic-
al, psychosocial and spiritual lives, particularly
for low-income, marginalized and/or vulnerable
people. The cost to Canadians of treating complex
wounds is estimated at $3.9 billion per year. The
indirect costs to individuals is more significant,
and include stigmatization, social isolation, eco-
nomic hardship and psychological issues such as
depression, stress and anxiety.* Unfortunately,
many health-care providers and social service
practitioners do not have a widespread under-
standing of such indirect costs. Frequently, indi-
viduals are blamed or judged for not being “com-
pliant” or “adherent” to a plan of care “designed
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for them” but “without them.” In these cases, the
plan of care is often not inclusive of their unique
needs or lifestyle. The extent to which these plans
consider social context, needs, concerns and pref-
erences can vary significantly.

This project will provide an opportunity to lis-
ten to and disseminate individuals’ and families’
stories and:

« Capture the impact of hard-to-heal wounds on
their lives

- Identify the gaps and synergies in wound care
provision uncovered by their stories

+ Identify areas in which holistic wound manage-
ment is developing and/or can be enhanced

Throughout the project, the research team and
participants will create an online library of resour-
ces to help individuals living in similar situations
find new pathways and support to address the
impact of wounds on individuals and families. The
multiple knowledge translation materials generat-
ed from this project will be distributed widely to
the media along with events hosted on Wounds
Canada’s website.

Implications
Our aim is to have this project generate new
knowledge and learning that will address a gap in
current thinking and evidence about people with
wounds who live on a low income, have limited
access to specialized wound care or who are mar-
ginalized and/or vulnerable. Our study will inform
policy makers, government bodies, non-special-
ized wound care providers and those new to the
field on the realities of living with a complex
wound. The desired result is that health-care pro-
viders and authorities in the position to improve
care and access to services and resources for this
population will have more resources to help them
visualize what lies beyond the ragged edges of a
wound and appreciate how aspects like the SDH
intersect with an individual’s overall health and
well-being.

Listening to patient and family stories poten-
tially may uncover social realities that perpetuate
health and social inequities and social injustice.
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O u r g Oa I is to influence health

policy and clinical practices and shift the
current paternalistic paradigm that places

individuals and families as passive recipients

of information and care and does not consider
the effects of the SDH. Our proposed work
goes beyond the disease/wound or dressing
management and moves toward understanding
the reality and uniqueness of individuals living
with wounds in the Canadian context.

Ultimately, this work will emphasize the process
of rethinking and revisioning the delivery of
wound prevention and care programs and lead
to placing individuals at the centre of care and
engaging them as more active participants in
their own care and decision making.

Funding: Financial support for this project has
been provided by a SSHRC Connection grant with
in-kind contributions from Lakehead University
and Wounds Canada.
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interest related to this project.
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Wound Sleuth

By Zaki Sadik, mB BCH, DCH, CCFP, LM and
Janet L. Kuhnke, RN BA BScN MS NSWOC DrPsychology

Addressing the Wound Healing Needs of a
Person Who Injects Drugs

Mr. B, a 55-year-old male patient,
arrived at the community-based
methadone clinic with a wound
on his upper left buttock.

He is a person who injects drugs
(PWID), and after his last injection
was unconscious for 16 hours.
When he awoke his left buttock
was red. He is currently enrolled
in a methadone maintenance
program for opioid dependency
but is struggling with maintaining
sobriety. His co-morbid conditions
include spinal stenosis and mal-
nourishment. He smokes daily. He
has no known allergies and does
not abuse alcohol.

The ulcer was located on his
left buttock 5 cm below the iliac
crest. It was 7.5 cm wide, 7.5 cm
long and 5 cm deep, with ragged,
necrotic edges. The wound bed
was covered with necrotic tissue.
It was draining with an offensive
discharge.

What is the cause of this
wound?

Because of this patient’s his-
tory and current status, the
following were considered: pres-
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sure while unconscious, overall
poor nutritional status (failure to
thrive) related to food access and
choice, chronic opioid abuse,
underlying osteomyelitis, lack of
exercise and mobility, and vascu-
lopathy.

How would you determine a
diagnosis?

A complete history and

assessment of Mr. B’s life-
style leads to a likely diagnosis of
a single, extended period of pres-
sure on the buttock.

m What is the treatment?

A Interventions need to be
two-fold:

One: Address the original cause
of the wound: pressure during a
long unconscious episode. What
is the risk that something similar
might happen in the future? If the
risk is moderate to high, develop
and implement a prevention strat
egy with Mr. B.

Two: Treat the wound. As the
wound had necrotic tissue and
was infected, the initial treatment

included debridement, anti-
microbial wound dressings and
systemic antibiotics based on the
results of a culture sample and
sensitivity. Antibiotic manage-
ment for osteomyelitis continued
after the initial treatment.

While we were able to address
Mr. B’s immediate wound con-
cerns at the methadone clinic,
we recognized he needed further
investigation and specialized
treatment, so we referred him to
a nearby multidisciplinary wound
clinic for additional care.

Outcomes

After referral to the wound clin-
ic, where they initiated negative
pressure therapy (see Figure 1) as
part of the care plan, the wound
drainage, foul odour and necrotic
tissue resolved and the wound
became smaller and shallower,
with good granulation tissue in
the base (see Figure 2) over the
course of eight weeks. It is import-
ant to note that negative pressure
wound therapy is not generally
considered a first-line treatment
for patients living with a pressure
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What could inhibit
healing in this patient?

In this case, clinicians
should ask themselves
the following:

« Could healing be impaired
by a negative protein
balance?

» Could the maladaptive
lifestyle behaviour
influence the healing
process? For example,
where does the patient
sleep and on what?

Are there any sleeping
positions he maintains for
long periods of time?

« Could drug use influence
the wound-healing
trajectory?

injury. However, in this case, after
the cause was addressed and a
comprehensive risk assessment
done, the wound clinic prescribed
NPWT for the patient.

Mr. B was encouraged to con-
tinue to attend the methadone
clinic to reduce his risks for recur-
rence and additional adverse
events due to his drug use.

Figure 1: Negative pressure

Figure 2: The base of the wound
showing healthy granulation tissue,
a pink colour and reduced size and
depth following negative pressure
therapy

Takeaway

All patients deserve timely
wound interventions—including
appropriate referrals—to prevent

therapy applied to the wound complications and recurrence. 2
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Wound Sleuth

By Francois Harton, DPMm, FACFAS

Red and Swollen Hallux Seeping Fluid

History

A 56-year-old male presented to
the clinic with a wound to the
medial aspect of the right hallux,
which is draining serosanguin-
eous fluid (Figures 1 and 2). He
mentions that he was out camp-
ing for the week, and at the end
of the week his big toe became
red and swollen. Within 24
hours it had opened and started
draining. He went to the local
ER where the wound was cul-
tured. X-rays were taken and the
patient was placed on IV cefazo-
lin. He has insulin-dependent

Figures 1 and 2: Wound on the
medial aspect of the right hallux
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diabetes mellitus (IDDM) and has
a history of hypertension (HTN),
dyslipidemia, arrhythmia and
hypothyroidism.

What is the cause of this
wound?

This patient has gout, a

condition where uric acid
crystals (tophi) are present in the
joint, often causing significant
pain. As one can see from the
X-ray (Figure 3) there is erosion
of the medial IP joint of the hal-
lux. Unfortunately, this patient
did not have a uric acid level
taken. A bone biopsy was done
and sent to pathology along
with a bone culture, as originally
osteomyelitis was high on the
list of differential diagnoses. At
the same time, a specimen was
sent in alcohol to rule out gout.
The test result was positive.

How would you treat this
patient?

First, the acute gout attack

has to be calmed down.
Since the patient is on an anti-
coagulant for his arrhythmia,
NSAIDS would not be very pru-
dent. Local injection with a ster-
oid could be considered, but if

Figure 3: X-ray showing erosion of
the medial IP joint of the hallux

the area is infected it could
make the infection worse, so
caution is necessary. Local
wound care, proper diet to
reduce the deposition of uric
acid and possibly a change in
medication to avoid hydro-
chlorothiazide for his hyperten-
sion could all be helpful in
relieving the gout and helping
the wound heal.

The take-home point here is
that not all diabetic ulcers are
caused by pressure, and other
underlying causes should be
investigated. A proper and thor-
ough evaluation of the patient
and their medical condition is
important in the assessment
and healing of all wounds. (4
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“Way to go Wounds Canada team! Your
hard work made this virtual conference

“Way to go Wounds . )
amazing. Thank you for putting together

Canadal! Best virtual

conference | have attended.” a conference that hit learning targets on
so many levels and topics. Your attention
“Loved this conference to details kept the attendees focused and

and the virtual platform
that was used. Very easy to
navigate and user friendly.”

“WONDERFUL platform and this will be so
accessible to ALL. Super easy to use and
navigate. There should be no excuses NOT to
attend. Thank you so much.”

“I found everything pertinent to my practice. |
love the documents that | downloaded to my
swag bag and they are bilingual for our bilingual
clients, and sometimes, this breaks barriers and
can be used as pamphlets for them.”

motivated throughout the event.”

“It was all great. | appreciated
the mix of academic sessions and “I enjoyed the keynote

industry-sponsored sessions.” speakers. Data collection for
wounds now has a whole new

meaning for me.”
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Wounds Canada

2021 Virtual Conference:

Connect,

Collaborate,

Co-create

Reporter: Katie Bassett, BMus

Session Summaries

Wounds Canada held its fall 2021 conference as a virtual event

October 21 to 24. The session summaries that follow include highlights

and practice pearls from selected sessions.

CLOSING THE GAP ON PI: WHERE ARE WE
NOW AND WHERE ARE WE GOING?

Session Speakers: Elizabeth A. Ayello, PhD, RN;
Alan Rogers, FC Plast Surg, FACS, MSc; Vera Santos, PhD RN

Epidemiology of Pls

Vera Santos began by presenting the overall epi-
demiology and burden/impact of Pls on health-
care systems. Pressure injuries (Pls) are potentially
preventable adverse events that act as important
quality indicators of patient safety and the perform-
ance of the health system. According to a Brazilian
National Report on Patient Safety Policy (2014-
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2017), Pls are the third most frequent adverse event
experienced by patients (17% of 134,501 incidents;
73% stage 3 and 22% stage 4; 34 deaths).

In a 2020 systematic review of 39 studies (2008-
2018; 2.5 million patients), an overall Pl prevalence
rate of 13% and a hospital-acquired rate of 8.4%
were reported among acute care patients. In a
2018 systematic review (2000-2015, 19 studies),
depending on the methodology used, a worldwide
Pl rate of 6 to 18.5% was reported among acute
care patients.

In a 2018 systematic review of 22 studies (2002-
2017), a prevalence rate of 17 to 24% was reported
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among intensive care unit (ICU) patients, with a
cumulative incidence rate of 10 to 26%. A system-
atic review of 28 studies conducted between 2010
and 2016 identified 43 risk factors for Pl develop-
ment in ICU patients that were sorted into six broad
categories (e.g., demographics, comorbidities,
severity of illness). It is important to remember the
contribution of medical device-related Pls in this
patient population.

A 2018 multicentre study of 60 long-term care
facilities (6,556 patients) in Australia found a rate of
1.3 Pl per 1000 residents per day, with 10% of facili-
ties demonstrating persistently high rates of Pls,
especially in areas of low socioeconomic status.

In palliative care, a 2017 systematic review of 12
studies (63,907 patients) found a Pl incidence of
11% and a prevalence of 12%. Critical risk factors
in this population included mobility, age, Waterlow
scale scores and length of stay.

A 2020 systematic review of 29 studies (82,722
patients) found that more than one in five patients
with a spinal cord injury (SCI) will develop a PI
(global incidence 0.23).

Impact of Pls on Health-care Systems

Santos went on to explain that Pls present a mas-
sive economic burden on health-care systems. In
the U.S., stage 3 and 4 Pls are estimated to cost
$26.8 billion; each hospital-acquired Pl is estimated
to cost $21,767. In Ontario (2013), among the com-
munity-dwelling SCI population, one month of Pl
care costs about $4,700.
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Prevention is cost effective for all patients. In a
2019 systematic review (2001-2013, 17 studies),
Pl prevention was found to cost between €2.65
and €87.57 per day (across all settings), whereas
Pl treatment was found to cost between €1.71
and €470.49 per day (and significantly more for
advanced stage Pls).

Should punitive measures be imposed on
institutions? If so, which ones are effective?
Elizabeth Ayello described the way decisions in
the U.S. are made based on money. When the pay-
ment system was changed to a diagnostic-related
system and emphasis on HAPI from CMS, hospitals
saw a reduction in the amount of money they
received if someone acquired a Pl during their
hospital stay. If there was appropriate documen-
tation of a Pl on admission, the hospital would
receive appropriate amounts of money. She dis-
cussed the difference between motivating people
with a financial penalty or with a quality preven-
tion incentive. Unfortunately there is no clear
answer on which approach is more effective—the
“carrot” or the “stick”

How accurate are data outside of well-
developed centres?

According to Alan Rogers, data are only as good as
the systems that allow for its collection. Data col-
lection is often only possible once systems are in
place to actually care for the patients—if care is not
optimal, data collection is not a priority. This rais-
es questions about the accuracy of data collected
worldwide, especially in less developed centres.

How accurate are data on pediatric and
long-term care populations?

Ayello explained that most Pls in pediatric popula-
tions are related to medical devices. In long-term
care, Pls are being seen in less common places on
the body. For example, during COVID-19, some LTC
residents developed Pls on their ears as the result

of wearing masks. Staff were not accustomed to
checking ears for these injuries. Similarly, prone posi-
tioning due to COVID added to Pl development rates
in LTC (in one case, a patient’s tooth punctured the
lip). Ayello also discussed the ways data collection
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can be made challenging by multiple risk factors
being present. For example, some patients with dia-
betes acquire wounds on their feet that are primarily
caused by pressure. In these cases, it is not always
clear how the wound should be classified.

What is the most challenging barrier to
managing Pls?

Santos discussed the ways overloaded systems
cause shortages of human resources. This can
significantly contribute to Pl numbers, especially
among SCl patients and during exceptional circum-
stances like COVID-19.

Should assessment tools be
commercialized?

In Canada, the Braden Scale is being commercial-
ized. According to Ayello, since its development in
the 1980s, Barbara Braden and Nancy Bergstrom
owned the copyright to the Braden Scale and
required those using the scale to pay a fee. In April
2021, the developers sold the scale to HD Nursing,
who now own the copyright and have the right to
charge a fee for its use. It is not new that money
was due to use the scale.

The purpose of an assessment tool is to help
people think about the factors that may put people
at risk for developing a wound. Sometimes these
risk assessment scales become just another task
and are quickly filled out. As a result, they may not
be accurate or lead carers to consider the patient
holistically.

Are we expecting there to be magical new
strategies to prevent or treat pressure
injuries?

According to Rogers, this is unlikely. That being
said, integrated care and knowledgeable and confi-
dent care staff are likely to lessen the numbers and
severity of Pls.

Are all PIs treatable? Are terminal ulcers
something we should accept?

Rogers reminded delegates that it is important
to consider that further interventions might be
contrary to the patient’s wishes at end of life.
Ayello explained that in the U.S., “unavoidable
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pressure injuries” are declared when an individual
has developed a pressure injury even though the
facility or provider has evaluated the individual’s
clinical condition and Pl risk factors; defined and
implemented interventions that are consistent
with the individual’s needs, goals and recognized
standards of practice; monitored and evaluated the
impact of interventions and revised the approaches
as appropriate. The problem is this is a diagnosis
made in retrospect; there is no way to make this
diagnosis prospectively. In a 2019 paper, 87% (226)
of survey respondents agreed that terminal ulcers
at the end of life are unavoidable and not attribut-
able to substandard care.

THE ROLE OF MENTAL HEALTH IN
MANAGING WOUNDS

Session Speakers: Noha George, RP MSW RSW;
Stacey Coomber Stevens, JD

Noha George began the session by stating the
mind-body connection is well established and
backed by scientific research and anecdotally.
Neural pathways, made of neurotransmitters,
hormones and chemicals, impact our overall func-
tioning. The link between physical and mental
health is inseparable. The link goes both ways:
just as our mind impacts our physical health,

our physical health impacts our mental health.
Depression, anxiety and stress influence our
immune function, hormones and organ function.

Volume 19, Number 2 - Fall 2021



Wounds can affect all aspects of a patient’s life,
including independence for activities of daily living,
family life, interpersonal relationships and intimacy,
social/leisure time, and vocational and financial
status. It is critical to remember that autonomy is a
major psychological need.

Family Life

Our mental health is linked to our routines, roles
and responsibilities in different settings. Being
unable to contribute to these can have a profound
impact on mood, self-image, self-esteem and more.
Changes also often come with a change in inter-
personal and power dynamics. Fatigue, pain, stress,
self-image, self-esteem, mood and physical changes
caused by wounds can contribute to decreased
desire for physical and emotional intimacy. This can
also affect the partner without a wound, especially
in terms of fatigue if they become a caregiver.

Social Life

Social isolation, loneliness and withdrawal can
affect individuals living with wounds. These issues
can be caused by actual or perceived barriers.
Actual barriers include comorbidities, pain, fatigue
and the presence of physical challenges. Patients
may be affected by perceived barriers such as low
self-esteem, changed body image or feeling they
have little to contribute, all potentially leading to
withdrawal.

Vocational and Financial Status

Chronic wounds have a significant impact on a
person’s ability to work and generate income, often
leading to financial insecurity.

These factors can become cyclical, resulting in
increased stress, anxiety, grief/depression, self-es-
teem issues, body image issues, loneliness/social
isolation and more financial insecurity. A person’s
sense of meaning and purpose in life comes from
their experience of whether their life adheres to
the vision of how they see themselves and thought
their lives would play out. Those with chronic
wounds can feel a disconnect or tension between
who they are and who they expected to be or are
expected to be. This can be extremely intrusive to
the healing process.
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Key Principles to Keep in Mind

1.

10.

11.

12.

13.

Power dynamics are critical. Patients receiv-

ing medical services can feel intimidated

and overwhelmed. Depending on others for
care requires a huge amount of trust. Remind
patients that they are the most powerful agents
of change and set goals with the patient based
on their needs and desires.

Remember the boundaries of a person’s body
and space. Ask permission before touching or
beginning procedures and always be as respect-
ful as possible. If entering the home, ask permis-
sion before sitting down or using objects.
Countertransference. Be self-aware if someone
is triggering feelings associated with someone
you have known in the past and remind your-
self not to respond based on preconceived
notions or habits.

Use silence, pauses and sentence fragments to
allow patients time to speak and to be heard.
Mine for emotion beyond the surface. Don't
take behaviours at face value but look for the
emotion behind the behaviour.

Provide patients with reliable information.
Anxiety can be caused by a lack of knowledge
and feeling a loss of self-determination.
Cultivate realistic hope.

Promote the big picture. See patients as more
than the sum of their physical or emotional
limitations. Take a moment to ask about things
that are important to them; don't limit conver-
sation to the wound.

Reinforce the principle of self-determination.
Patients are the experts on their own health
and do have control over their care and health.
Invite and inspire self-reflection and mindful-
ness. Mindfulness has been shown to be power-
ful in the healing process for physical or mental
unwellness.

Facilitate affect recognition. Help patients name
their emotions and recognize what they are
truly feeling and why.

Look for formal and informal support networks
for patients.

Encourage self-compassion. Treat patients with
genuine compassion and non-judgement to
model that behaviour. Self-compassion can
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increase motivation, self-esteem and body
image, and improve quality of life.

14. Avoid minimization and catastrophizing. These
can be shown verbally or in tone of voice and
body language. Try to avoid saying things like,
“l know what you're going through” or “Oh no!
Your wound looks awful!”

15. Validate, validate, validate! While you don’t have
to validate an action if it is contributing to the
wound, it is important to validate the emotion
behind it.

Stacey Coomber Stevens continued the presenta-
tion by discussing burnout—which can manifest in
a number of ways, including fatigue, sadness, dis-
interest, anger and withdrawal—and countering it
with a strong physical and mental foundation. Her
vision of health requires appropriate and adequate
nutrition based on fresh, not processed, foods;
regular exercise; adequate high-quality sleep; stress
management and social relationships.

THE CONTINUUM OF CARE: IMPROVING

TRANSITIONS OF PATIENTS WITH
WOUNDS

Session Speakers: Irmajean Bajnok, RN MScN PhD;
Elizabeth Parfitt, Infectious Diseases MD

Irmajean Bajnok began the session by emphasizing
that transitions for patients with wounds—either
from pediatric to adult services or from one health-
care setting/sector to another—are critical to
achieving management or healing goals.

While we often think of care transitions as tran-
sition of the patient, they can more accurately be
defined as transfers of responsibility and account-
ability for some or all aspects of patient care relat-
ed to providers, institutions and/or sectors. These
transitions occur across the lifecycle (child to youth,
youth to adult, adult to older adult) and when there
are changes in health status or care that result in
changes in treatment goals, service providers or the
location of services.

Each time patients move from one setting of care
to another, there is a risk to their health because of
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the potential for miscommunication between care
providers. When gaps in care transitions occur, indi-
viduals are susceptible to fragmented care, delayed
care, poor quality care, unfavourable experien-

ces, compromised safety and/or adverse medical
events. Therefore, when patients experience a
change in care setting, a set of actions designed

to ensure the safe and effective co-ordination and
continuity of care becomes critical to wound pre-
vention and management.

10 Concepts to Consider in Care Transitions
- Confidentiality and privacy

« Interprofessional collaboration

+ Leadership

 System integration

« Continuous quality improvement

- Patient-centred care

 Therapeutic relationships

- Effective communication

+ Informed decision making (including the patient!)
« Ethical principles

A Case Study

Elizabeth Parfitt continued the presentation
with a case study illustrating the concepts of
care transitions. The case featured a patient from
Kamloops, BC, with severe venous stasis wounds
who experienced several care transitions over a
six-year period from 2015 to 2021. This included
29 emergency room visits with 13 resulting hos-
pitalizations, as well as intermittent home care
provided by various home care services and later
by his wife.
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In 2015, Parfitt met the 68-year-old male with
diabetes with elevated Alc, coronary artery dis-
ease (CAD), atrial fibrillation (AF), high body mass
index (BMI), venous stasis and recurrent cellulitis.
He used a motorized scooter following a compli-
cated coronary artery bypass graft 15 years prior.
He had a history of pressure injuries related to car-
diac surgery complications, but these had healed.
In 2015 he had a small venous ulcer; compression
and outpatient wound care were recommended.
The wound healed, but he experienced progressive
venous stasis changes.

In 2016, he sustained a collision with a vehicle
while using his scooter and developed a large lacer-
ation to his left lower leg. This evolved into skin
necrosis that was debrided by a plastic surgeon and
healed within a few months.

In 2017, the patient presented with sepsis, and
Group B Streptococcus were found in his blood cul-
tures. He also had lymphangitic changes on his right
leg. He was seen by a vascular surgeon, and the
arterial investigations were reassuring. At this point
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he was using Velcro compression devices at home,
although there was some concern about adherence
and it was noted that he slept in a recliner.

In 2019, he presented with cellulitis in his right
leg and lymphatic change. Around this time he
experienced multiple hospitalizations due to lower
gastrointestinal bleeding, chronic obstructive
pulmonary disease exacerbation and pneumonia.
Later that year, he had multiple ER visits due to cel-
lulitis of the right lower leg that was complicating
now-chronic wounds. To prevent more ER visits, the
team moved to a pre-emptive approach with anti-
biotics. Challenges with home care included diffi-
culty donning and doffing compression, low adher-
ence and difficulty for his wife as primary caregiver
due to significant arthritis in her fingers and full-
time employment. As confidence in the treatment
plan was lost, little healing occurred. In October
2019, he was hospitalized with an infected wound
on his left leg. Significant healing was achieved
during an inpatient stay.
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In 2020, preventative penicillin was started due
to the frequency of skin and soft tissue infections
and ER visits. Within a month of this new regimen,
he was in the ER twice. At this time he was applying
petroleum jelly to wounds, had a deteriorating rela-
tionship with outpatient care and was often not at
home when home visits were scheduled to occur.

In 2021, the patient was discharged from the
outpatient wound care program as adherence to
the prescribed care plan had been poor. A meeting
was scheduled with the multidisciplinary team and
patient to discuss next steps as frustration among
the patient and health-care team grew. In June, he
had additional ER presentation but for non-infec-
tious, non-wound-related issues, including hyper-
kalemia, chest pain and hyperglycemia. The team
decided to adopt a palliative paradigm for wound
management. Malodour was especially problem-
atic at home, so topical metronidazole was tried.
The patient’s relationship with his wife was also
becoming strained. In September, the patient was
admitted to hospital with COVID-19 and ultimately
palliated when respiratory failure developed.

Parfitt ended the case presentation by asking dele-
gates to think about the concepts Bajnok introduced
related to care transitions and to consider how they
were demonstrated in the case. Were they facilita-
tors, barriers or both? She recapped both the physic-
al transitions experienced by the patient and the
transition of goals of care during treatment. Bajnok
reminded delegates that there was fairly sustained
improvement for five of the six years of the patient’s
care, noting that it is important to discuss positive
and negative factors in the overall case.

In the discussion, Parfitt described several lifestyle
factors she learned about only during her debrief
with the patient’s wife following his passing and
explained she felt even more sympathetic about his
situation and goals with this added understanding
than when they were treating him. This underscores
the importance of holistic care and understanding
the emotions behind a patient’s actions.

One delegate raised the point that the patient
had been living with poorly managed comorbidities
for years and that maybe it is unrealistic to expect
this type of patient to be motivated and engage in
complex self-care for wounds, especially approach-
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ing end of life. Perhaps involving a social worker
or someone trained in motivational interviewing
could have shed light on the patient’s underlying
motivations. Another delegate suggested that
patient burnout might have been a factor in this
case with multiple complex comorbidities.

Upon reflection, a consistent team of caregivers
would likely have enhanced transitions. More
direct communication between community care
and outpatient care could have also aided with
the frequent transitions. It is critical to strive for a
full understanding of the patient as a person and
the meaning behind their behaviours. In this case,
the multidisciplinary care team meeting with
the patient and his family was very valuable; this
should have been done at the start of care and
periodically throughout care.

Successful Trasitions

Bajnok continued her presentation by describ-

ing requirements for successful care transitions,

which include:

« Multidisciplinary communication and co-ordina-
tion

« Comprehensive planning, including patient and
care partner education and health-care provider
involvement

+ Shared accountability during all points of transi-
tion

She then shared several strategies to help
with care transitions, including communication
between members of the care team; standardiz-
ation of processes and policies; leveraging tech-
nology; considering environmental strategies;
providing training and education for health-care
providers, patients and care partners; and encour-
aging staff involvement in the transition process.
Health Quality Ontario’s 10 standards of care
transition, which are informed by direct patient
input, are:
« Information sharing on admission
« Comprehensive assessment
- Patient, family and caregiver involvement in
transition
- Patient, family and caregiver education, training
and support
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« Transition plans

« Co-ordinated transitions

« Medication review and support

« Co-ordinated follow-up medical care

« Appropriate and timely support for home and
community care

Bajnok acknowledged the value of the
Registered Nurses’ Association of Ontario’s
evidence-based Best Practice Guideline Care
Transitions in understanding approaches to suc-
cessful transitions in care.

THE FUTURE OF WOUND PREVENTION
AND CARE: GENE THERAPY, DERMAL

SUBSTITUTES, PLATELET-RICH PLASMA,
3D PRINTING

Session Speakers: Paul F. Gratzer, BASc MASc PhD PEng;
Marc Jeschke, MD PhD FACS FCCM FRCS(C)

Dermal Substitutes

Dermal substitutes act as temporary 3D scaffold
that provides physical and biochemical cues to
cells that drive and support the regeneration

of new tissue. Paul Gratzer explained that these
substitutes work by utilizing extracellular matrix
(ECM) components that mimic the dermis struc-
ture. This can include growth factors and ECM
components that stimulate and drive cells, includ-
ing macrophages, fibroblasts, T, cells, stem cells,
vascular cells and epithelial cells to move through
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the wound healing process.

Dermal substitutes can “break” chronic inflam-
matory cycles seen with some hard-to-heal
wounds and push toward tissue regeneration, sta-
bilizing the wound environment and encouraging
the formation of neo-dermis. Dermal substitutes
are an adjunct to the standard of care, which
involves debridement, offloading and the use of
wound dressings. Wound dressings create and
maintain the environment for wound healing, but
the dermal substitutes get actively involved in
helping cells in the surrounding tissue promote a
more regenerative response.

Dermal substitutes can be divided into five cat-
egories:

1. Human acellular dermal matrix (ADM) -
decellularized human tissues

2. Cultured human cell constructs - combination
of live human cells and non-living matrix

3. Reproductive tissues - amnion/chorion

4. Animal-derived matrices — Reconstructed or
taken from animals, including pigs, cows, fetal
cows and fish

5. Allograft skin — intact donated skin

Human Acellular Dermal Matrix (ADM)
ADM is derived from donated human split-thick-
ness skin grafts and processed using chemicals,
surfactants and other means to remove the cel-
lular materials of the donor (sources of immuno-
gens that may result in donor rejection). The
remaining non-living, porous dermal “scaffold”
(ECM) stimulates wound healing and regener-
ation. Some products are “ready to use,” while
others are dehydrated to make storage easier.

A large number of these products are currently
available and are regulated under Cells, Tissues
and Organs (CTO) regulations by Health Canada
and under human cell and tissue-based products
(HCT/Ps) by the Food and Drug Administration
(FDA) in the U.S.

Cultured Human Cell Constructs

Cultured human cell constructs are made from
dermal and/or epidermal cells harvested from
human neonatal skin combined with non-living
matrix (PGA, bovine collagen). These cells pro-
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duce growth factors and cytokines that stimulate
the patient’s cells to accelerate wound healing,
and then die soon after implantation. These prod-
ucts are the most expensive of the dermal substi-
tute categories. They are delivered frozen or “live,”
with a short shelf life (~10 days). They are regulat-
ed with Premarket Approval by the FDA.

Reproductive Tissues

A more recent type of dermal substitute is repro-
ductive tissue products, which are derived from
the innermost lining of placenta (including one or
both of the amnion and chorion layers). This tissue
has an immune-privileged state, growth factors
and anti-inflammatory properties. Commercial
preparations of these products include cryopre-
served, dehydrated or sterilized. These products
are regulated under HCT/Ps of the FDA.

Animal-derived Matrices

Animal-derived matrices are made from repur-
posed purified collagen, glycosaminoglycans
(GAGS) or tissues from animal sources such as pigs,
cows or fish. The purified collagen/GAGs can be
formed into porous matrices and may be stored

in a dehydrated form. Due to the use of animal
tissues, even if the cells are removed, these prod-
ucts may cause issues with immune response (e.g.,
reaction to alpha-gal). There is also some scientific
evidence that human cells react differently when
put within or onto animal cells versus human-de-
rived matrices. These products are regulated by
the FDA under 510(k) Premarket Approval.

Burn Injuries

Marc Jeschke continued the session by empha-
sizing the importance of closing burn injuries.
Autologous split-thickness skin grafts are one
option for covering burn wounds. This approach
requires donors and increases wound size and pain.

Cultured Epithelial Autograft (CAE)

This was the first step in tissue engineering. Using
this technology, a tissue biopsy is taken and kera-
tinocytes are cultured into an epidermal sheet
used to close large burn injuries. This technology
is currently viewed with some skepticism because
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the cost of treatment is high and length of hospi-
tal stay is not shortened.

Collagen-elastin Dermal Matrix
Collagen-elastin dermal matrices are three-di-
mensional bovine collagen and elastin matrices.
These extracellular matrix proteins serve as a scaf-
fold for reconstitution of the skin and the modu-
lation of scar tissue. These matrices result in good
cosmetic outcomes when used for acute wounds,
burns, trauma and burn reconstructions. Adding
stem cells to these non-living matrices has been
seen to enhance healing.

Bilayer Wound Matrix

Bilayer wound matrices include dermal and epi-
dermal analogs. The dermal analogue is made of
a biodegradable collagen-GAG co-polymer matrix.
The epidermal analogue is a thin silicon elastomer.
In this layer, bovine collagen and shark chondroit-
in-6-sulphate are cross linked to maximize growth
of cells and control the rate of matrix degradation.
After neodermis formation (~2-3 weeks), the epi-
dermal analogue (silicon) is removed and replaced
with thin epidermal autograft or cultured epithel-
ial cells. Major causes of loss of dermal analogue
include infections and shearing with devascular-
ization. Current engineering is exploring seeding
of the dermal analogue with epidermal cells that
could then produce epidermis (a one-step skin
replacement process).

Stem Cell Therapies

To date, no stem cell technologies have been
clinically introduced as a standard. Anecdotally,
Jeschke had great success with stem cell treatment
for a patient who had almost 90% burn coverage
and had been in hospital without healing for two
years. Upon admission to Jeschke's unit, stem cell
treatment was attempted and the patient was out
of the hospital within three months. One current
challenge is the inability to perfectly mimic natural
human skin with this technology.

Human Fibroblast-derived Temporary Skin
Substitute
Human fibroblast-derived temporary skin substitutes
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Lower Leg Ulcers

Leg ulcers account for 80% of all cases of ulcerations worldwide. The cost of
wound care for leg ulcers in Canada, is estimated to be more than $100 million
per year. Based on an analysis conducted in Ontario, cost-savings of $6,200
per patient can be realized if the geko™ device is used as a first-line adjunctive
therapy for Venous Leg Ulcers.

The size of a wristwatch and worn just below the knee, the
geko™ wound therapy device stimulates a nerve that activates
lower leg muscle pumps. This increases microcirculatory blood
flow to the wound bed and edge in patients with lower leg
ulcers. Microcirculatory flow is increased by 400% in the lower
leg, this improves healing rates, reduces swelling, and improves
tolerance to compression therapy.

geko

wound therapy

To learn more visit www.gekowound.ca

are based on neonatal foreskin fibroblasts cultured
into a nylon mesh. This mesh is then coated with
porcine dermal collagen that is bonded to a silicon
membrane epidermal analogue. The fibroblasts
secrete collagen, matrix proteins and growth factors.
With these products, tissue matrices and bound
growth factors are left intact. Human fibroblast-de-
rived temporary skin substitutes are indicated for
partial-thickness burns or donor sites, or for tempor-
ary coverage of excised full-thickness burns.

Skin Printing

Skin printing allows the in-flow formation of a
continuous, cell-populated sheet with the char-
acteristics of human skin using progenitor cells.
Various cell types can be printed, including fibro-
blasts and cardiomyocytes. In vivo, during a study
of mice, printed skin improved excisional skin
healing and led to complete keratinization in com-
parison with the control group; however, this tech-
nology failed when it was tested on a pig. This led
to the development of a hand-held bio-printer.
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Hand-held Bio Printing

This device is lightweight, flexible and intraopera-
tively usable. It can address heterogeneous top-
ography (e.g., fragile, wet, large, angled wounds)
and enables equal, precise, homogenous deposit-
ing. Using this printer, an entire body’s worth of
skin that mimics patient cells and structure can
be printed in about one hour. When tested on
pigs, it had a remarkable efficacy. Researchers are
currently seeking clinical approval for this device.

IMPROVING EQUITABLE ACCESS TO
QUALITY WOUND PREVENTION AND CARE

IN CANADA: A CASE-BASED APPROACH

Session Speakers: Catherine Phillips, PhD;
Lubna Tirmizi, MD

According to Michael Marmot, professor of epi-

demiology and public health at University College
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London (UCL) and director of The UCL Institute of
Health Equity, “Health inequalities and the social
determinants of health are not a footnote to the
determinants of health. They are the main issue.”
To begin the session, Catherine Phillips encour-
aged delegates to consider the impact of factors
like mobility limitations, food insecurity, exposure
to violence, precarious housing, wound stigma
and traditional knowledge/ritualistic practices on
health status and wound healing.

Bryant & Raphael (2020) define social determin-
ants of health as the conditions in which people
are born, grow, live, work and age. These include
socioeconomic status, housing, education, lit-
eracy, physical environment (neighbourhood and
home), social support, religion, networks and
social capital, employment, obesity status, race,
gender, sexuality and health status. It is critical
for health-care providers to recognize the context
and conditions in which patients are living and
the impact these have on healing.

The global need to recognize the legitimacy of
wound healing as a clinical specialization and the
development of funded collaborative, multidisci-
plinary teams are critical to equity in wound care.
Another important structural factor is support for
development of centres of excellence that provide
optimal, individualized care as well as standards
and education.

Backpack services have been shown to be quite
effective for those with poor social capital or with
several social determinants impeding their care.
These wound care services can refer either to a
carer who carries services from patient to patient,
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or to packs of supplies and resources that are left
in shelters, co-operative housing facilities and
other underserved locations for access by staff or
residents.

Wound Care Equity

Lubna Tirmizi continued by discussing the current
state of wound care equity. Although primary
care physicians or nurse practitioners are often
the first point of contact for patients with early
wounds, there is very limited formal education on
wounds. Nurses and physicians caring for patients
with wounds may use different assessment tools.
These tools often exist in silos, and most cannot
be integrated with physician office electronic
medical records (EMRs) and are not always com-
municated to the rest of the care team, especially
those providing community care or home care.
She emphasized that non-compliance should

act as a trigger for an in-depth examination of a
patient’s social determinants of health and inter-
vention by allied health providers like social work-
ers. Unfortunately, as we lived through the pan-
demic, many gaps in care delivery were identified
and deepened.

Case Studies

Tirmizi presented a number of case studies that
demonstrated gaps in health equity for both
patients and care providers.

Jared is a 49-year-old man with no fixed address
for the past three years. He is a person who injects
drugs and a frequent presenter at the local emer-
gency department. In this instance, the outreach
health hub team found him sitting in pain on a park
bench. The team found a 3 cm open wound at a nee-
dle entry site on his mid left arm with thick yellow
discharge and a foul odour. Although he had a fever,
he refused to go to the hospital. A virtual visit with
a physician was initiated, but Jared threatened to
leave if he had to wait.

In Jared’s case, patient barriers included food
insecurity, unstable housing and hygiene, lack of
regular medical care, poor social supports and
unknown medical history. Physician and system
barriers included lack of training and programs for
point-of-care clinicians caring for high-needs patient
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populations, little incentive for clinicians to engage
in this work, lack of safe and dignified examination
spaces for patients seen outside of a physical clinic,
and poor technology for virtual wound visits.

Abdul is a 76-year-old man with diabetes, in
Canada with refugee status. He has an Interim
Federal Health plan (IFH), lives in a men'’s shel-
ter and has no family or friends in Toronto. For
six weeks, he had had an untreated, 6 cm-long
ulcer on his inner ankle. A shelter support work-
er brought Abdul to a walk-in clinic for dressing
changes, and in the second week Abdul went to
a different clinic. He had no regular family doctor,
no referral to home care and no recent bloodwork.
His mobility was poor, and access to home care at
his shelter was a challenge.

In Abdul’s case, patient barriers included poor
literacy of the health system (new to Canada), lack
of regular diabetes follow-up, lack of community
or caregiver supports, lack of a stable home and
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poor access to home care in a shelter. Physician
and system barriers included shortage of primary
care in Abdul’s area, walk-in doctors and new
graduates who are uncertain about wound treat-
ment, and limited home care reach in shelters.

Betty is an 80-year-old woman living at home
who had had recent hip surgery, is obese and is in
the early stages of dementia. She noticed a deep
pain on her tailbone and buttocks. At the time of
this case, Betty’s hip surgery was two weeks prior
and she was having physiotherapy three times
per week. Betty’s daughter gives her rides to the
surgeon and family doctor but is always in a rush.
During a post-operative visit, Betty forgot to tell
her surgeon that her wound is oozing and her
tailbone is sore. Betty’s physiotherapist sends a
handwritten note to Betty’s family doctor that she
noticed slight discharge from a surgical wound
and a small ulcer on her coccyx. No measurement
or description of either wound was given.
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In Betty’s case, patient barriers included mild
memory changes, limited family supports, shame
related to weight, and poor mobility. Physician and
system barriers include inability to get an appoint-
ment with a family doctor, a difficult-to-navigate
home care referral process and lack of connectivity
between providers, leading to delayed assessment
and treatment.

Summary of Barriers for Equity in Wound

Care

« Challenges of converting standardized print
assessment tools for wounds to digital formats

« Sector health-care partners using siloed
approaches

« Poor access to resources for remote and high-
needs populations

« Lack of formal wound education of graduating
physicians

How do we achieve equitable wound care?

+ Using an integrative care approach (one patient,
one care plan)

+ Implementing patient neighbourhoods (delivering
all services close to home)

+ Developing and implementing a standard wound
care “language”

« Developing and implementing digital solutions for
wound care that are supported by research and
available to all point-of-care clinicians

« Integrating digital wound care tools into EMRs and
community collaborative platforms

PRACTICAL SOLUTIONS TO
MALNUTRITION IN WOUND PREVENTION

AND CARE

Session Speaker: Maria Weatherbee, RD

Malnutrition is defined as the insufficient intake

of calories, protein and/or other nutrients over a
period of time resulting in loss of fat and/or muscle
stores. It can also occur with an excess of nutrients.
Malnutrition has many faces and both over- and
under-nutrition can result in muscle loss and func-

54  Wound Care Canada

tional decline. Overnutrition is sometimes over-
looked; these patients require better quality calories.
Sarcopenic obesity refers to both muscle loss and
obesity happening at the same time, which is often
caused by excessive intake of poor-quality calories.
Cachexia is malnutrition related to an underlying
disease.

Approximately 45% of adults admitted to
Canadian hospitals are malnourished. These patients
stay an average of three days longer in hospital than
those who are not malnourished. Malnutrition costs
the Canadian health-care system an estimated $2
billion each year. Additionally, one in three seniors in
Canada struggles to meet their nutritional needs.

Malnutrition has many causes. For example, poor
appetite, hospital admission, inability to prepare
and/or buy food, infection, feeling unwell, new medi-
cations, gastrointestinal issues, pain, depression,
anxiety, food insecurity, poor knowledge of nutri-
tion and poor dentition or dysphagia can all lead to
malnutrition and serve as barriers to wound healing.
Malnutrition can lead to lack of energy, prolonged
hospital stays and/or recovery time, increased risk
of dehydration, increased risk of infection, delayed
wound healing and increased fall risk.

Nutrition and Wound Healing

Every phase of wound healing requires adequate
nutrition; protein that is consumed is broken down
into amino acids that are used to rebuild and repair
tissues. Malnutrition leads to delayed healing time
by prolonging inflammation, increasing angiogen-
esis and fibroblast metabolism, and prolonging the
time required for extracellular matrix remodeling.
Malnutrition (especially if it causes dehydration and/
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or anemia) is associated with increased risk of devel-
oping wounds like pressure injuries.

Malnutrition cannot be treated if clinicians
are unaware of it. It is important to ask patients
open-ended questions. Ask questions that are not
related to eating (e.g., about diabetes management,
recent bloodwork, social network, employment
status, household dynamics), ask about nutrition
knowledge and/or previous nutrition education and,
if possible, ask family members and other care sup-
porters questions about the patient’s lifestyle. Some
questions that clinicians can ask to gain a more com-
plete picture of a patient’s nutrition include:
« What are your favourite protein foods to eat?
« How many meals do you eat each day?
« How often do you eat meals alone?
« What foods have protein in them?
« How do you get your meals?
+ Who cooks at your house?
« What did you have for breakfast today?
« How do you get your groceries?
« How would you describe your appetite?

Early detection and nutrition intervention are
important for pressure injury and malnutrition pre-
vention. Nutrition screening can be the first step in
identifying patients at risk for malnutrition. There are
a variety of practical, easy-to-use and cost-effective
nutrition screening tools available. These can be
found on Wounds Canada’s Additional Best Practice
Resources page. The Canadian Nutrition Screening
Tool (CNST) is composed of two questions:

+ Have you lost weight in the past six months with-
out trying to lose weight?

« Have you been eating less than usual for more
than a week?

If the patient answers yes to both questions, a diet-
itian referral is recommended to confirm malnutri-
tion. This tool has not yet been validated for use in
the community setting.

It is important to remember that blood work is
not always necessary to confirm malnutrition. A
conversation about nutrition may give you enough
information on a patient’s nutrition status to initiate
a dietitian referral. Previously, albumin was con-
sidered a good predictor of protein intake, but it
is not always reliable, especially for patients with
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wounds. Because albumin levels can be elevated
with dehydration or lowered with inflammation, it
can give clinicians a false picture of a patient’s nutri-
tion status. Currently, there is no specific marker for
malnutrition.

Wound healing increases a patient’s daily energy
(calorie) need. Weight monitoring can help prevent
malnutrition. Significant weight loss is a red flag;
clinicians should refer patients to a dietitian when
significant unintentional weight loss (5%) occurs. If
possible, clinicians should obtain a patient’s weight
history on admission and weight should be taken
monthly in long-term care. Loose-fitting rings,
watches and even dentures can be indicators that a
patient has lost weight.

Wound healing also increases a patient’s daily
protein requirements. Clinicians should encourage
patients to take in consistent protein and calories
throughout the day to encourage protein sparing
and avoid having protein being broken down and
used as energy.

Adequate hydration is required for the perfusion
of oxygen and nutrients to wound tissue for repair.
Clinicians should educate patients on the signs and
symptoms of dehydration. Soup and flavoured gelat-
in can be used to increase hydration.

Barriers and Supports

Purchasing and preparing healthy foods can be dif-
ficult for individuals with wounds. These patients
may not be able to get to a grocery store (e.g., if
offloading feet) or stand to prepare food at a counter
or stove. Patients may rely on convenience stores or
fast-food establishments, which typically offer fewer
healthy options. A few potential solutions to these
issues are food and grocery delivery apps, meal kits
or community ride sharing.

Low-income households are at higher risk of food
insecurity, which is associated with higher rates of
diabetes, cardiovascular disease and hypertension.
While these patients may not appear malnourished,
referral to a social worker is indicated in these cases,
as supplement coverage and special diet funding
may be available. Clinicians should be aware of and
able to communicate to the patient about possible
government supports and/or benefits available and
free food resources in their area.
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Social media can be a large source of misinfor-
mation for patients. Clinicians can direct patients
to accredited organizations who are now using
social media, like Wounds Canada, Diabetes Canada,
Dietitians of Canada and the Heart and Stroke
Foundation. By engaging with these organizations,
patients may be able to find a network of others in
similar health situations and relieve feelings of isola-
tion.

TIPS FROM THE EXPERTS: SCARS,
FROSTBITE

Session Speakers: Michael G. Brandt, MD MSc FRCSC;
Alexander Poole, MD FRCSC DiMM;
Josianne Gauthier, B.Pharm MSc Pharm CRE

Complex Scars

Every surgical incision results in some form of
post-operative scarring. Facial scarring has been
correlated with reduced quality of life, negative per-
ception of body image, decreased objective attract-
iveness and higher incidence of depression. Scars
can be defined by their height, width, discolouration,
distortion, texture, evidence of surgery, impact and
camouflage.

“Unsatisfactory” scars can be pathologic (e.g.,
hypertrophic or keloid) or non-pathologic. Non-
pathologic scars can be intrinsically unsatisfactory
as a consequence of normal wound healing (e.g.,
wide scar, discolouration, raised/depressed, texture/
surface irregularities) or extrinsically unsatisfactory
from iatrogenic sources (e.g., misaligned wound
edges, trap-door deformities, evidence of surgery).
Treatments for intrinsically unsatisfactory scars are
based on their features and might include revisions,
make-up, resurfacing and/or filler. Scar location and/
or position and distortion of surrounding structures
can cause a scar to be extrinsically unsatisfactory.

When addressing unsatisfactory scars, surgeons
aim for improvement over perfection and often
wait for the scar to mature and for the patient to
“own” the scar. Surgical techniques for scar revisions
include fusiform excision, re-excise and close,
Z-plasty (to reorient the scar), W-plasty and geomet-
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ric broken line closure. Multiple procedures may be
necessary to improve the appearance of a scar.

Frostbite

Frostbite is often a preventable injury. When extrem-
ity cold injuries occur, there are three phases:
prefreeze, freeze and thaw. Frostbite occurs in the
second and third phases. When the surface tem-
perature of the skin reaches 15°C, pain occurs. At
7°C, numbness occurs; and at 0°C, frostbite occurs.
Symptoms of frostbite include pallor and/or a waxy,
blue appearance. Post-thaw, skin may appear pink,
red, blue or grey. Additionally, blisters, edema and
eschar may be present.

Freezing injuries like frostbite are caused by extra-
cellular ice formation and osmotic pressure changes.
During the thawing phase, vasoconstriction and
microthombosis occur. The faster the intervention in
this injury, the better. There is a 28% decrease in sal-
vage rate with each hour that passes.

Frostbite classification is based on acute physical
findings:

- 1st degree: numbness, erythema, white, yellow
plaque, mild edema

+ 2nd degree: clear blisters, edema, erythema

- 3rd degree: deeper, hemorrhagic blisters, beneath
the dermal vascular plexus

+ 4th degree: through dermis and into subcuta-
neous tissue, into muscle and/or bone

First- and second-degree frostbite are considered
superficial, with minimal anticipated tissue loss, while
third- and fourth-degree frostbite are considered
deep, with deeper injury and anticipated tissue loss.
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Bone scans have been found to accurately predict

ultimate amputation levels.
A grading system has been proposed for hands

and feet to predict outcomes:

- Grade 1: absence of cyanotic changes, no risk of
amputation

+ Grade 2: cyanosis in distal phalanx, moderate risk
of amputaion

+ Grade 3: cyanosis into the middle phalanx, high
risk of amputation

+ Grade 4: cyanosis into the metacarpal/tarsal,
amputation 100%

Basic treatment includes rapid rewarming, early
movement, wound care, hydrotherapy and the use
of advanced therapeutics, and avoidance of surgery.

Rapid rewarming is best, spontaneous thawing is
next best. Freezing time should not be increased.
Warm water (37-39°C) should be used; it is tolerable
to an unprotected hand for 30 seconds. Skin should
be rewarmed until pink or purple and pliable.

Topical Wound Preparations in Frostbite
While there have been over 40 publications on frost-
bite management from 1961 to today, wound care is
only described in 26 and is often poorly detailed.

Antiseptics with a broad range of antimicrobials
are often added to rewarming water and whirlpool
hydrotherapy. Povidone-iodine and chlorhexidine
are frequently used.

Silver nitrate is a compound with antiseptic prop-
erties that has similar effects as hexachlorophene

and povidone-iodine but can result in less pain and
infection. However, it stains skin, clothing and linens.

Silver sulfadiazine is an antimicrobial cream that
releases free silver ions in high concentration. This
treatment is controversial as there is not enough evi-
dence to know whether it promotes or slows wound
healing, and it requires frequent application.

Aloe vera is an antimicrobial with anesthetic prop-
erties that inhibits thromboxane B, and limits the
production of PGF,,. In elevated amounts caused
by frostbite, thromboxane B, and PGF,,, can cause
vasoconstriction and platelet aggregation. Clinicians
should avoid after-sun products as these often con-
tain lidocaine and alcohol.

There is very little evidence or documentation of
the use of topical antibiotics for treating frostbite.

Frostbite wounds should be left open as much as
possible. Most dressings used for frostbite care are
non-adherent, synthetic contact layers like silicone,
paraffin, smooth acetate or petrolatum. Bulky dry
dressings or gauzes like cotton, rayon and polyester
are used as an outer layer to absorb excess moisture
and protect from trauma by providing some pad-
ding. Occlusive dressings should be avoided.

There are some anecdotal reports on the use of
either hydrofiber silver dressings that release silver
ions in a sustained fashion or silver foam dressings
for frostbite management. These dressings have
been used with the goal of reducing bioburden and
treating local infections, but they do not promote
wound healing. (4
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Predicting Venous Leg Ulcer Healing

Slow- and non-healing venous leg ulcers create sig-
nificant socioeconomic burdens for patients and
health-care systems. It is estimated that 3% of total
health expenditure in Australia is spent on the treat-
ment of chronic leg ulcers, where 70% are predomin-
antly venous in etiology.

It is often difficult to determine whether a VLU
will be hard to heal. Evidence on healing trajectory
of VLUs varies. In general, 70% of VLUs will take
approximately 24 weeks to heal. 30% of VLUs will
remain unhealed even in the presence of best practice
treatment protocols. For these reasons, there is a need
for a Venous Leg Ulcer Risk Assessment tool (VLURA)
to better stratify patients and predict wound healing
outcomes.

Table 1. Risk Factors for Delayed VLU Healing

Physiological e.g., lack of high compression, larger
wound area, longer ulcer duration

Economic e.g., low socioeconomic status

Social e.g., lack of social support

Psychological e.g., anxiety, stress, depression

Many factors may delay healing of VLUs (Table 1).
After reviewing current evidence regarding risk fac-
tors for delayed VLU healing and analyzing predictors
for delayed healing from databases, an expert wound
advisory group has developed a 10-item VLURA tool
(Table 2). Four of the 10 items remained significantly
related to delayed healing: patients who live alone,
compression <30mmHg, PUSH score of >10, ulcer area
reduction of <25% in 2 weeks.

A validated venous leg ulcer risk assessment tool can

Table 2. A 10-Item Venous Leg Ulcers Risk
Assessment Tool

1. Age 6. Size of ulcer area (in cm?)
2. Duration of ulcer 7. Type of compression
(weeks)

Risk assessment score from
baseline visit

3. Does the patient 8.
live alone?

4. Calf and ankle 9. Size of ulcer area from
circumference baseline visit (in cm?)
5. Wound bed 10. Current size of ulcer area

presentation (in cm?)

https://www.vlur-risk-tools.org.au/
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help clinicians identify risk factors for delayed heal-
ing. Clinicians can then determine realistic outcomes
for patients, guide early referrals and tailor treatment
plans. This VLURA tool can also be converted to IT

applications for phones, tablets and handheld devices Presentation Digest is a production of Wounds Canada

to enable efficient and accurate use. Ultimately, a (www.woundscanada.ca).

VLURA tool such as this will help improve healing rates The views expressed in this report are those of the

for patients with VLUs, leading to cost savings for the presenters a.md do not necessa;ily reflect those of unnds
patients and health-care systems. f:;fi?’ which has neither reviewed nor endorsed this
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measuring wound healing is often challen-
ging. Traditionally, wound healing rates can Figure 1. Comparison of Wound Closure Metrics
be evaluated either by total area healed or
percentage area healed. Both metrics pro-
vide an inherent bias when analyzing wound
healing rates. Area-to-perimeter ratio com-
pared to wound diameter (i.e., wound mar-
gin advance [WMA]) demonstrates a linear
relationship and is a much better represen-
tation of the rate of healing and predictor of
wound healing as it removes bias (Figure 1).

How a Change in Practice Improved VLU Healing Outcomes

The geko™ device is a muscle pump activator that stimulates the common peroneal nerve
at the lower leg, activating lower leg muscle pumps, and can increase circulation up to
60% achieved normally by walking. It is often used as adjunctive therapy for the manage-
ment of VLUs.

At a nurse-led ambulatory wound clinic, 30 days of standard-of-care treatments for
VLUs was required prior to adding the geko™ device to the care plans. An evaluation with
18 patients was conducted to compare the healing outcomes of VLUs with standard-of-
care only and standard-of-care plus the geko™ device. The evaluation demonstrated that,

by shortening the time to initiating the geko™

Figure 2. The Effect on Rate of device treatments (from 14.3 weeks to 3.8 weeks), VLU closure was
Wound Margin Advance of Adding significantly faster (~55% increase in rate of healing) (Figure 2).
geko™ to Standard Care (N=18) Faster healing times translate to earlier patient discharge from

wound care services. This, in turn, reduces the socioeconomic
burden of VLUs for patients and health-care systems.

Cost Savings when the geko™ device is used:

Cost of VLUs and the
use of the geko™

device Savings
e Direct nursing care In home and community care:
e Dressing supplies Cost avoidance of $6200/patient

*geko™ device In acute care:
*Length of healing Cost avoidance of $2300/patient
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Vascular Wounds - Time is Tissue
Ischemic wound infection can rapidly progress to tis-
sue loss. All lower extremity wounds should be con-
sidered to have concurrent peripheral arterial disease
(PAD) unless demonstrated otherwise. PAD is a pro-
gressive disease that often requires revascularization
surgery. Even then, surgery may have to be repeated
for some patients. After revascularization surgery,
there is a three-month “window of opportunity” for
wound healing.

For vascular wounds:

Time is vascular patency

Time is extent of wound care requirements
Time is antibiotic requirement

Time is tissue

PAD can pose specific challenges for wound healing.

On a cellular level, PAD can lead to impairment in:

¢ Collagen crosslinking (i.e., collagen scaffold
rebuilding)

¢ Growth factor and cell availability

¢ Biofilm clearance

¢ Nutrient and oxygen availability
® Metabolic waste clearance (leading to altered pH,
cell function and increased bioburden)

PAD can also hinder wound healing by:

¢ Cultivating an environment favouring bacterial
growth

e Neuropathy (i.e., altered sensation and cell func-
tion)

¢ The presence of edema

Patients with vascular wounds often have com-

plex systemic diseases and comorbidities that can
impact wound healing and their overall well-being.
Even post-revascularization and when the wound
progresses to closure, the tissue is often fragile

and the wound can recur. Advanced therapies are a
critical part of the toolkit for timely wound closure.

Non-Healing Wounds - Driving an
Inflammation Cycle

Some vascular wounds can be trapped in a never-end-
ing cycle of delayed wound healing (Figure 1). Non-
healing wounds are often colonized by bacteria. These
bacteria secrete proteases and toxins that can degrade
the extracellular matrix and growth factors, leading
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Figure 1. Cullen’s Circle - The Vicious Circle of
Delayed Wound Healing

Gibson D, Cullen B, Legerstee R, Harding K, Schultz G. MMPs made easy.
Wounds Int. 2009;1:1-6.

to damaged tissues in the wound. Damaged tissues
signal the body to initiate the inflammatory process,
causing cytokines and free radicals to be released.
Bacterial proteases and toxins can also cause the body
to release cytokines and free radicals directly. This
accentuates the inflammatory response. The ongoing
inflammation causes cells in the wound to produce
excess proteases, upsetting the balance between pro-
teases and protease inhibitors. This causes further
tissue damage and re-starts the cycle of none heal-
ing. Advanced wound therapies and products can be
utilized to break free of this cycle of delayed wound
healing.

Advanced Therapies: Part of
the Complete Plan of Care for
Vascular Wounds

Dressings:
Dressings are an important component of wound
management. Dressings may aid in wound healing by:
¢ Maintaining pH and moisture balance
¢ Reducing inflammatory proteases
¢ Stimulating positive wound response by:

¢ Supporting angiogenesis

¢ Providing cellular components for collagen

scaffolding, cell attachment, mitosis
* Growth factor protection

Compression Therapy:

Compression therapy is the gold standard of care for
venous leg ulcers (VLUs) in the presence of adequate
arterial blood flow. They are also helpful for the
management of post-operative edema (Table 1).
When applying compression wraps, bulky underlying

layers of gauze wraps and dressings can inhibit the
comfort layer’s ability to manage skin moisture and
impact compression. Compression wraps should only
be applied by trained clinicians to prevent negative
outcomes. Inadequate compression may feel more
comfortable for patients but can lead to sub-optimal
wound outcomes (e.g., delayed healing).

Negative Pressure Wound Therapy:

Negative pressure wound therapy (NPWT), such as
3M™ V.A.C. ® Therapy, is a useful adjunctive therapy
to support wound tissue building and healing. NPWT
can aid wound healing by:

® Reducing edema

¢ Promoting perfusion and granulation tissue

¢ Drawing wound edges together

® Reducing wound size

¢ Providing an external barrier to contamination
¢ Enhancing epithelial migration

¢ Supporting structural integrity

NPWT with instillation incorporates soaks (most
often saline) and dwell time. Instillation and dwell
time are useful for facilitating the removal of thick
wound exudate and other infectious material in

the wound. 3M™ Veraflo™ Therapy is an example of
NPWT with instillation and dwell. This therapy can
be used with the 3M™ V.A.C. Veraflo Cleanse Choice™
Dressing, which may be considered as a wound
cleansing option when surgical debridement must be
delayed or is deemed inappropriate by the clinician.

Presentation Digest is a production of Wounds Canada.
(www.woundscanada.ca).

The views expressed in this report are those of the
presenter and do not necessarily reflect those of Wounds
Canada, which has neither reviewed nor endorsed this
report.
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Client-Centred Dressing Selection

Dressing selection for wound care is a complex clinical

decision. There is no “magic bullet” dressing that is suit-

able for all wounds and clients nor a “one-size-fits-all”

approach for dressing selection. Clinicians should choose

dressings based on client-centred goals and research evi-

dence. Clinicians should also consider the following fac-

tors when choosing a dressing:?

¢ Goal of treatment

e Wound characteristics (including infection)

e Indications and contraindications

e Phase of healing

e Needs (and risk factors) of the patient, patient choice,
lifestyle and comfort

e Cost-effectiveness

e Product availability and skill of the caregiver

e Safety, effectiveness and ease of use

Biatain® Foam: An Ideal Dressing

As mentioned above, there is no “magic bullet” when it
comes to dressings. With that said, according to research
evidence, there are “ideal” dressing properties and char-
acteristics that can support and/or accelerate wound
healing.

Thermal Insulation and Wound Protection

When a wound bed is cooled below core temperature
(<33°C), evidence shows that neutrophil, fibroblast and
epithelial cell activity decreases. There is also impaired
collagen deposition, reduction of late-phase inflamma-
tory cells and fibroblasts, delayed re-epithelialization and

increased risk of infection. In essence, cooling of a wound

bed below core temperature delays healing. Similarly,
overheating wounds (>42°C) also delays wound healing.

At core temperature of 33°C, there is increased blood flow,

improved oxygen tension and increased collagen depos-
ition and immune function.

Biatain® foams are made with polyurethane (PU) sub-
strate, are biocompatible, mechanically stable, non-toxic,
hypoallergenic, non-shedding and flexible. The open-
celled PU structure is uniquely engineered to support
form and function, unlike other polyurethane foams
(PUF). Biatain® foams can provide thermal insulation
without overheating, and protection from external trauma
and debris.

Moisture Balance

Evaporative loss of moisture of injured skin is 20 times
that of intact skin. Without a dressing, wounds can easily
dry out and healing will be delayed.

Biatain® foams have

an open-cell alveolar

structure that promotes

vertical absorption

of exudate into the

dressing. Since liquid

is a better thermal

conductor than air,

drawing exudate

vertically into the

dressing promotes better

thermal insulation than a dry dressing. Biatian® foams
also have superior exudate retention, reducing flashback
and retaining drainage in the structure of the dressing.

The outer layer of the Biatain® foam dressing consists of
a film backing. This film is water-proof and impermeable
to environmental contaminants and pathogens. It is also
engineered to support moisture-vapour transfer, pre-
venting the wound from drying out.

Conformability

Wounds come in all shapes and sizes on all parts of the
body. These factors can be a challenge for clinicians when
choosing and applying dressings. For deeper wounds,
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there is often a need
to apply “filler” dress-
ings to fill the dead
space and gaps. Failure
to fill the wound
adequately can lead to
increased risk of drain-
age pooling, macera-
tion, tissue degrada-
tion and infection. The
use of “filler” dressings
also increases the cost of treatment.

Biatain® foams are engineered with a proprietary 3DFit
technology to maximize intimate contact with the wound
bed by conforming exactly to the shape and depth of the
wound to a maximum of 2 cm.

Non-adherent/Atraumatic Removal
Dressing removal is often reported as the most painful
component of wound care by patients. Pain related to
dressings is commonly associated with suboptimal mois-
ture balance and tissue adherence or skin stripping asso-
ciated with adhesives.

Biatain® foams come in adhesive and non-adhesive forms.
Biatain® Silicone dressings contain atraumatic silicone
technology across the foam interface and the borders of
the dressing. This significantly reduces the incidences

of painful dressing adhesion and skin stripping relat-

ed to removal. Biatain® Adhesive dressings contain the
Coloplast proprietary 3DFit technology in the PU sub-
strate along with a thin hydrocolloid border. This feature
facilitates an improved seal compared with standard acry-
lates. The moisture absorption into the hydrocolloid pro-
motes superior seal flexibility and contamination preven-
tion. The Biatain® Adhesive dressing is especially useful
for clients with complex periwound anatomy.

Protection from Infection and Removal/

Containment of Odour

Biatain® foams contains an occlusive film outer layer
that provides a barrier against external contaminants
and pathogens. Biatain® Ag and Biatain® Silicone Ag
dressings provide a sustained release of silver ions to
achieve delivery of high volumes of soluble ionic silver

to the wound bed for up to seven days. Biatain® Ag and
Biatain® Silicone Ag dressings have also been shown to
kill 99.9% of mature biofilms (Pseudomonas aeruginosa)
and to prevent biofilm formation (shown in vitro). Both
dressings are effective against a broad spectrum of bac-
teria and fungi, without the need for agents such as
chelators or surfactants. By addressing the bacterial bal-
ance in the wound, these dressings can also contain and
prevent odour associated with local infections.

Ease of Use, Infrequent Changes and Cost

Effectiveness

Biatain® foams have a no-touch backing system and are
easy to apply. They require infrequent dressing changes
due to their abilities regarding moisture balance and
sustained ionic silver release. Their ease of use and infre-
quent changes can result in reduction in the nursing time
required. Compared with conventional gauze, advanced
products such as Biatain® foams have a high per-unit-
cost but may ultimately be more cost-effective due to
faster wound closure rates and the decreased frequency
of dressing changes. The 3DFit technology allowing the
dressing to conform intimately to different wound shapes
reduces the need for “filler” dressings and hence, the
overall treatment cost.

Reference
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PIs and the Importance of Wound

Cleansing Choice

Pressure injuries (PIs) are very common in the hospital
setting and are a challenge to manage. There are various
treatments for the management of PIs and guidelines
regarding the use of certain wound cleansing products.?
Hypochlorous acid preserved wound cleansers are recom-
mended (Level 1 evidence).

Safety vs. Efficacy

When choosing wound cleansing products, clinicians are
often faced with the dilemma of choosing between safety
and efficacy, and it can be difficult to find the right bal-
ance between the two. Normal saline, for example, is very
safe; however, the efficacy of saline on wound cleansing
and healing is questionable. On the other end of the
spectrum, Dakin's solution and other blended synthetic
solutions may be able to remove germs better than saline
but are also cytotoxic to key cells involved in the wound
healing process.

Hypochlorous Acid (HOCl) and Innate

Immunity?

The human body’s ability to fend off pathogens natural-
ly (i.e., innate immunity) provides valuable insight into
the development of wound care products such as Vashe®
Wound Solution. Once neutrophils encounter pathogens
in the body, they engulf the pathogens via phagocytosis.
Subsequently, hypochlorous acid (HOCl) is released to kill
the pathogens.

Why pH Matters in Wound Healing

Wound pH is closely associated with the wound healing
process. When a wound is healing, the pH level decreases
(see Figure 1). The decreasing pH causes an increase in
protease activity and oxygen release, a reduction in tox-
icity of bacterial end products, an enhancement of destruc-
tion of abnormal collagen, a stimulation of angiogenesis
and increased macrophage and fibroblast activity and con-
trol of enzyme activity.? pH also has the greatest impact
on antimicrobial preservative activity of chlorine in solu-
tion:* an increase of pH decreases antimicrobial preserva-
tive activity; a decrease of pH increases antimicrobial activ-
ity. Controlling pH in the wound can encourage healing,

Figure 1. pH levels during wound healing and of commonly used
cleansing solutions.
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protect cells and aid in the removal of
pathogens from wounds.

Best of Both Worlds:

Vashe® Wound Solution
Vashe® Wound Solution contains
0.033% HOCl as an antimicrobial
preservative and is produced at a

pH of 5.5. Because HOCl is naturally
occuring—and thus it is not foreign
to human tissue and cells at the
level present in Vashe®—the Vashe®
Wound Solution is biocompatible and
safe to use on wounds. The Vashe®
Wound Solution has also been found
to be tissue-friendly (e.g., to fibro-
blasts and keratinocytes) and has
demonstrated fast in-vitro killing of
bacteria, fungi and spores.> With the
Vashe® Wound Solution, clinicians do
not have to sacrifice safety for the
sake of efficacy—and vice versa.

Vashe® Wound Solution can be

used in conjunction with ultrasonic
debridement (Figure 2) and negative
pressure wound therapy with instilla-
tion (NPWT-id) (Figure 3).

Vashe® and Wound Bed Preparation

Vashe® Wound Solution has been shown to significantly
reduce costs related to wound debridement protocols when
Vashe® was used instead of saline and collagenase-based
debriding agents.® Vashe® Wound Solution can also be used
to mechanically remove biofilms on chronic and/or hard-
to-heal wounds. It has been demonstrated to penetrate and
disrupt the polysaccharide/protein matrix of bacterial bio-
films® and reduce wound bioburden effectively without the
concern of bacterial antibiotic resistance.!%!
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Venous Leg Ulcers and Chronic Venous

Insufficiency

Venous leg ulcers (VLUs) are a common complication for patients
living with chronic venous insufficiency (CVI). VLUs account for
80% of all leg ulcers and have a high recurrence rate, at 70%.
Unlike arteries, veins have valves to prevent reflux. These valves
work to ensure a one-way return of blood back to the heart to
be re-oxygenated (Figure 1). In the leg, the calf muscles serve
as a “pump” to aid venous return. The calf-muscle pump works
like a bicycle pump, cycling between filling and pumping dur-
ing gait. Inadequate calf-muscle pump function can result from
prolonged inactivity, loss of mobility or age-related decrease

in activity level. Venous hypertension can result from valvul-

ar incompetence, inadequate calf-muscle pump action and/or
venous obstruction. Over time, venous hypertension leads to
increased capillary permeability, resulting in leaking of fluid and
protein into peripheral tissues (i.e., edema). When untreated, CVI
and venous edema can lead to dermatological changes, including
hemosiderin deposit, atrophie blanche and hardening of tissues
in the leg (lipodermatosclerosis).

Figure 1. Normal and Malfunctioning Venous Valves

Normal valve

Malfunctioning valve

(Source: Best Practice Recommendations for the Prevention and Management of
Venous Leg Ulcers. Wounds Canada)

Compression Therapy and Venous Return
Compression therapy is the key to reducing, managing and pre-
venting edema. A complete health history and vascular assess-
ment should be completed prior to initiating compression ther-
apy, and clinicians should also carefully consider contraindica-
tions to compression therapy, such as allergies, severe peripheral
arterial disease and psycho-social factors.

There are two forces that work together to create an interface
pressure between the skin and compression garments or wraps.
Resting pressure is exerted by the compression garment or wrap
when the patient is at rest. This produces the “static effect.”
Working pressure is exerted by the compression garment or wrap
when the patient is ambulating. This produces the “dynamic
effect.” The difference between the two pressures is dependent
on the stretch or stiffness of the compression. Compression ther-

Compression does not work
if the person does not buy in to
the management plan!

apy assists in working against the forces of gravity and helps
support normal venous return up the leg. 30-40 mmHg is the
gold standard level of therapeutic compression for the manage-
ment of venous insufficiency if arterial perfusion is adequate.

Forms of Compression

Compression exists in different forms, including compression
garments, wrapped layered compression, adjustable wraps and
intermittent pneumatic compression. It is important to note that
compression garments help to prevent edema, but do not reduce
edema. Compression wraps are used to reduce and prevent edema
from recurring.

How Compression Wraps Work

Compression wraps should be applied at the same tension over
the entire lower leg. Wraps exert higher pressure at the ankle,
and less at the calf. The amount of pressure exerted by the
wraps is dependent on the number of layers applied, degrees of
overlap and degree of tension applied. The circumference of the
leg inversely impacts the interface pressure (i.e., pressure under-
neath the wraps). The smaller the circumference of the limb, the
greater the interface pressure. Clinicians should always consider
the size of the limb when applying compression wraps. The goal
is to “flatten the curve” and build up skinnier areas of the leg to
even out the interface pressure.

Short-stretch (inelastic) compression provides a lower resting

pressure and a higher working pressure (during ambulation) in
comparison to long stretch (elastic) compression (Table 1). For
these reasons, short stretch (inelastic) compression systems are
more comfortable at rest and have more dynamic effects during
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ambulation due to the higher interface pressure. With that said,
there are instances where elastic compression may be preferred.

Table 1. Types of Compression Bandages

Type Alternate  Static Compression
Name Stiffness Resting With
Activity
Long Elastic Low High Lower
Stretch
Short Inelastic High Low Higher
Stretch (support)

(Source: Best Practice Recommendations for the Prevention and Management of
Venous Leg Ulcers. Wounds Canada)

Things to Consider when Choosing
Compression Therapy

e Peripheral arterial perfusion

e General health status and comorbidities (e.g., congestive heart
failure)

e Presence of wounds (e.g., location, shape, size)

e Presence of pain and/or infection

e Is the patient managed with antimicrobials and for how long?

¢ Edema (e.g., where, how much, etiology)

e Skin and hygiene (e.g., cleanliness, contact or stasis dermatitis)

e Adherence to health management plan

¢ Tolerance of compression

® Social supports (e.g., at home, ability to attend clinic appoint-
ments)

e Team approach, with patient-centred considerations

e Characteristics of the compression system (conformability to leg
size and shape, ease of application, durability, comfort, ease of
patient movement)

AccuWrap

AccuWrap is a two-layer short-stretch compression bandage sys-
tem. It consists of thin and streamlined layering and is made of
100% woven polyester that is sturdy and breathable. There are
accuracy indicators, a visual aid to ensure consistent applica-
tion of the system. The bandages have a slight cohesive texture,
which helps them stay in place, prevents rolling/unrolling dur-
ing application and facilitates minor adjustments by lifting and
repositioning. AccuWrap comes in three different kits: AccuWrap
(30-40 mmHg), AccuWrap XL (30-40 mmHg for longer/large legs)
and AccuWrap Lite (20-30 mmHg). The packaging includes clin-
ician instructions and a rip-off patient education card.

IoPlex and Compression Therapy

ToPlex is an iodine-based dressing that can be used in conjunc-
tion with compression bandaging systems. Iodine is a common
antimicrobial agent in wound care. IoPlex dressings are indicated
for cleaning of exudative wounds, infected traumatic or surgical

wounds and infected burns. Caution should be taken when using
IoPlex for patients with a history of thyroid disease (e.g., Grave’s
disease, Hashimoto’s thyroiditis, goiter) and should not be used
on pregnant or lactating patients.

IoPlex is a polyvinyl alcohol (PVA) foam containg controlled-re-
lease iodophor for on-demand release of iodine when it comes
into contact with proteinaceous exudate. The polymers within
the PVA foam reduce cytotoxicity common with iodine and is
therefore safe to use.

The PVA foam has large exudate capacity and a wicking ability
for significant absorption.

IoPlex has extended wear time, lasting up to three days.
However, IoPlex can be stacked under compression to increase
wear time if you are changing the compression once a week. The
dressing changes colour from charcoal black to white once the
iodine is depleted, signalling the dressing is likely ready to be
changed.

IoPlex comes pre-moistened and is easy to apply. It can be cut to
size or shape and stacked under compression bandaging systems.
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Negative Pressure Wound Therapy

Negative pressure wound therapy (NPWT) is an
adjunctive therapy for the management of a variety

of wounds, including acute surgical wounds, dehisced
surgical wounds, skin grafts and flaps, burns, traumatic
wounds and lower extremity wounds. NPWT is typically
employed for the management of wounds that are larger
and exudative and require quick tissue deposition or
approximation.

Cardinal Health™ NPWT Products
Across the Care Continuum

Cardinal Health™ offers a variety of NPWT products for
acute, post-acute and home care environments. These

products ensure a smooth transition for patients who
require NPWT as they move across the continuum of care.

Cardinal Health™ PRO NPWT Device

The Cardinal Health™ PRO NPWT device is simple to use.
It has a simple design for easy therapy
initiation and troubleshooting for opti-
mal patient care. It weighs less than
0.5 kg and is portable. Patients can
bring this device along as they partici-
pate in day-to-day activities and attend
rehabilitation or therapy sessions. The
device also allows for personalized pres-
sure therapy settings and can support
up to 1,000 hours of therapy.

The Cardinal Health™ PRO NPWT device

is reliable and can function at a

high-performance level with a power-

ful yet quiet motor. There are visual and audible alerts
to ensure patients are receiving constant therapy. The
device has long battery life and can operate for up to 24
hours.

The Cardinal Health™ PRO NPWT device is effective for
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wound healing. Its clinical effectiveness is equivalent

to other market-leading NPWT devices.* It can handle

a high volume of wound exudate and is equipped with
dependable technology with over 10 years of clinical
use.* A recent clinical trial demonstrated that the NPWT
PRO (with and without instillation) was found to be as
effective as traditional NPWT devices for the manage-
ment of foot wounds with moderate or severe infection.
These wounds required surgical incision and drainage
and parenteral antibiotics in addition to NPWT.

Contraindications for NPWT

e Wounds at a high risk of bleeding

¢ Malignant wounds

e Patients with unstable INR

e Explored fistulas

e Infected wounds

e Necrotic tissue or undebrided eschar in wound bed
e Untreated osteomyelitis

e Wounds with exposed organs, anastomosis

Cardinal Health™ PRO to GO
Starter Kit

The Cardinal Health™ PRO to GO starter kit can be
utilized to ensure patients are receiving NPWT without
interruption as they transition from acute to post-
acute/home-care settings. The kit provides everything
patients need for 10 days of NPWT. It is off-the-shelf
ready and is intended for single-patient use.

Like the Cardinal Health™ PRO NPWT device, the PRO

to GO device is user friendly and allows care providers
to quickly assess and make decisions. There is a single
button control for easy navigation. It is intuitive to
use, so clinicians can help patients troubleshoot issues
—even remotely. It is lightweight (~0.41kg), portable
and allows patients to continue with activities of daily
living while receiving uninterrupted NPWT. The Cardinal
Health™ PRO to GO device has various pressure settings
and provides visual and audible alerts.

Traditionally, it is challenging for patients from remote
communities to access NPWT. Patients have to travel and
stay away from home for days at a time to receive such
therapy. Medical staff in these areas tend to be transi-
ent as well. This poses a

challenge for training and

implementation of NPWT.

The Cardinal Health™

PRO to GO provides an

alternative to traditional

NPWT options for patients

from remote and rural

communities.

The Cardinal Health™ PRO to GO starter kit contains:
® 10-day PRO to GO NPWT device

e Three large black foam dressing sets

e Two 300 cc canisters with gel

® A carrying case

e An AC power adapter

Cardinal Health™ SVED® & PRO

Cardinal Health™ offers disposables and accessories for

their SVED® and PRO® devices. They include:

® Black and white foam kits

e Canisters (available in 300 cc and 500 cc)

e Irrigation kit for delivery of Simultaneous Irrigation™
technology

® Bridging kit for positioning of SpeedConnect™ for
patient comfort

e Other accessories: SensiSkin™, IV pole adapter,
y-connector, carrying case

*Data available at Cardinal Health™
Davis KE, La Fontaine J, Farrar D, Oz OK, Crisologo PA, Berriman S, Lavery
LA. Randomized clinical study to compare negative pressure wound therapy
with simultaneous saline irrigation and traditional negative pressure wound
therapy for complex foot infections. Wound Repair Regen. 2020;28(1):97-
104. doi: 10.1111/wrr.12741. Epub 2019 Jun 27. PMID: 31245901; PMCID:
PMC6973291.

CardinalHealth
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Why Choose Blue?

Hydrofera Blue antibacterial dressings are very ver-
satile and address all 4 factors of local wound care:
Debridement, moisture management, infection and
edge effect.

Hydrofera Blue has two types of foams: Polyvinyl alcohol
(PVA) and Polyurethane (PU). The CLASSC PVA dressings
have a very high tensile strength and can be used for pack-
ing deep cavity wounds, sinuses and undermining, and ideal
for use with negative pressure wound therapy (NPWT). The

READY, Transfer and Border PU dressings are ideal for shal-
low wounds. Transfer is great for between toes, under com-
pression and total contact casting (TCC). The Border dressing
provides secure hold and yet gentle removal. No silicone over
the foam allows for intimate contact with the wound bed
and uninterrupted exudate management.

Natural autolytic debridement and disruption of bio-
film. The CLASSIC PVA dressing removes slough and
devitalized tissue and biofilm at dressing change.

Natural Negative Pressure. CLASSIC PVA powerfully
wicks bacteria-laden exudate away from the wound sur-
face and into the dressing where bacteria and yeast are
effectively killed.

The safe, non-cytotoxic choice. All Hydrofera Blue dress-
ings can be used longer term, and throughout the continu-
um of care. Ideal for clinicians looking for an alternative to
silver dressings. Hydrofera Blue is compatible for use with
HBOT and with growth factors and enzymatic debriders.

Flatten rolled wound edges simply by cutting the
CLASSIC dressing about %" bigger than the wound, cover-
ing the edges.
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High tensile strength and wicking capacity. Hydrofera
Blue CLASSIC PVA and tunneling dressings exert a natur-
al negative pressure through capillary flow. This unique
feature allows the dressing to absorb and wick away large
amounts of exudate while maintaining a moist wound
healing environment. Due to its high tensile strength,

it can be used to pack deep cavities, sinuses and under-
mining without worries of fraying or leaving remnants
behind. Easy one-piece removal.

The versatile READY-Transfer PU dressing. TCC remains
one of the mainstays for the treatment of diabetic foot
ulcers. Hydrofera Blue READY-Transfer has been used
successfully in conjunction with TCC. No film backing
allows for exudate to transfer through the dressing, away
from the wound and into a secondary absorbent dress-
ing, killing bacteria as it passes through. The dressing
manages exudate and bioburden while the cast works to
offload the high-pressured areas. Transfer is also ideal
under compression, between toes and areas with yeast
and venous leg ulcers.

All Hydrofera Blue dressings have a bioburden indi-
cator. When the bacteria and yeast are absorbed into the
dressing, they are effectively killed. When this occurs,

the dressing may turn white. This indicates that it is time

to change the dressing. We often say “If it turns white,
it’s lost if fight. If it stays blue change in 72 (hours).”

To request samples, please email
Daniel@hydrof.com

Debridement. The removal of
slough, debris and bacterial com-
ponents is essential for wound
healing and prepares wounds for
adjunctive treatments such as NPWT.

Hydrofera Blue CLASSIC PVA dress-
ings facilitate autolytic wound
debridement safely and effective-
ly. Ideal for clinicians who do not
sharp debride.

Hydrofera Blue and NPWT

Traditional NPWT and disposable negative pressure wound

therapy (ANPWT) are common adjunctive therapies. NPWT

typically requires a white PVA or black PU foam in con-

tact with the wound. Many clinicians have found added

benefits and great outcomes by substituting these foams

with Hydrofera Blue Heavy Drainage PVA foam which:

¢ Can be used over bone and tendon, tunnels and under-
mining

¢ Provides antibacterial protection and added wicking

e Saves time: no need to cut HFB to exact wound size
“picture frame” like you need to with black foam

e Saves $$ by allowing faster transition from canister to
disposable NPWT

HydroferaBLUE

N e 000
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The Burden of Pressure Injuries

Pressure injuries (PIs) are common across different
health-care settings, especially among patients who are
hospitalized. The incidence of PIs in hospitalized patients
was found to be ~12%.! PIs are costly to patients and
health-care systems. Amid the ongoing COVID-19 pan-
demic, there is a rise of medical device-related pressure
injuries (MDPIs). Galetto et. al. found that the prevalence
of MDPI was ~62%.?

Pathophysiology of Pressure Injuries

PIs are a result of direct pressure, shearing forces and
soft tissue deformation. These forces combine to cause a
decrease in capillary flow, which leads to capillary throm-
bosis, ischemia and lymphatic obstruction. Edema then
occurs as a result of increased capillary permeability and
can cause cell and tissue death. Edema can also lead to
decreased capillary flow. Lustig et. al. found that the
combined effects of ischemic cell damage, inflammatory
edema-related cell damage and direct deformation cell
damage lead to exponential cumulative skin damage and
rapid damage progression in PIs.?

Risk Factors for Pressure Injuries

Risk factors for PIs include mechanical boundary condi-
tions, susceptibility and tolerance of individuals, internal

strains and stress and damage threshold. A key intrinsic
risk factor to PIs is nutrition. Patients with very low or
very high BMIs are at a higher risk for PIs.*> It is import-
ant for clinicians to remember that obesity does not always
equate to the patient being well-nourished.

Focus on Prevention

The best way to heal a wound is if the wound never existed
in the first place. Prevention is key when it comes to PI
management. A bundled approach, such as S-Skin (Table
1), can be helpful in planning PI prevention strategies.

Table 1. Pressure Injury Prevention Strategies

S Surface

S  Skin inspection

K Keep moving

I Incontinence and moisture management
N Nutrition (including hydration)

Prophylactic foam dressings have been found to be bene-

ficial for the prevention of PIs. The National Pressure

Injury Advisory Panel (NPIAP) recommends the use of:®

e Silicone multi-layered dressings to protect the skin for
individuals at risk of pressure injuries

e Prophylactic dressings as an adjunct to heel offloading
and other strategies to prevent heel pressure injuries

e Prophylactic dressings beneath a medical device to
reduce the risk of MDPIs

Challenges for dressing selection for the management of
pressure injuries include pooling of wound exudate, lack
of conformability and comfort, infection and leakage and
wound maceration. Foam dressings that can redistribute
shear, pressure and friction and manage wound microcli-
mate are ideal for the prevention and management of PIs.

Mepilex® Border Flex
The Mepilex® Border Flex dressing consists of five
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layers: a wound contact layer, a foam

pad, a dispersion layer, a drainage

retention layer and a waterproof/

vapour-permeable film backing. This

dressing comes in different shapes

and sizes to accommodate different

wound types and anatomy. There

are “Y” shaped cuts to allow for 360° stretch. The Flex
technology allows the dressing to be conformable to
accommodate different anatomy and prevent early dress-
ing detachment. The SafeTac® soft silicone wound inter-
face technology results in less painful dressing changes
and reduces the risk of maceration. The waterproof film
backing allows patients to leave the dressing on while
showering and bathing.

The Mepilex® Border Flex dressing

retains its shape despite normal

weight and shearing forces.” It has

excellent fluid handling capacity

(FHC) and proposed bacterial trapping

action due to its exudate-absorhing

properties. It has high axial stiffness.?

This allows the dressing to distribute tissue loads bet-

ter to prevent PIs. However, when a dressing is too stiff
(especially around the borders), it can cause skin dam-
age. The Flex technology reduces stress on the border of
the dressing by an average of 20% compared with similar
dressings, reducing on skin damage around the borders of
the dressing. Importantly, the SafeTac® technology allows
for atraumatic dressing removal.

In a recent study, the Mepilex® Border Flex and Mepitel®
One were observed to be effective for the treatment of
type 1-3 skin tears. The complete wound closure rate for
these silicone dressings compared with non-adherent,
non-silicone dressings with Alldress was significantly
higher at one, two and three weeks.® The wound closure
rate at week 3 was 96.9% for the silicone dressings com-
pared with 34.4% for the control dressings.’

How to Choose a DRESSING?

D Diameter and depth of the wound
Resources available
Exudate (amount and viscosity)
Site (contour, movement, contaminantion)
Surrounding areas (skin and beyond)
Infection and/or biofilm management

Necrotic or non-viable tissues

D =2 = »n v mx

Goals: Is the wound healable, maintenance or
non-healable?

w

Suffering (pain and related symptoms)

-~

Questions from patients and/or caregivers
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Epidémiologie

® 15 a 25% des personnes diabétiques présenteront un
ulcere du pied diabétique au cours de leur vie

e Le diabéte est responsable de 70% des amputations
non traumatiques des pieds et des jambes

Physiopathologie

Les trois facteurs principaux impliqués dans l'ulcére du
pied diabétique sont:

1. La neuropathie: sensitive, motrice et autonome

2. La maladie artérielle périphérique

3. La dysfonction du systéme immunitaire

La neuropathie sensitive peut affecter l'ensemble des
fibres nerveuses au niveau tactile, thermique, nocicep-
tif et proprioceptif. Pendant la premiére phase de

la neuropathie sensorielle la douleur ressentie par

le patient se manifeste par des fourmillements, des
picotements ou une sensation

de briilure qui évoluent vers une

MODE D'EMPLOI
Dépistage du pied diabétique en 60 secondes
LA GESTION

bien a la marche, entre autres sur la téte des premiers
métatarses.

La neuropathie autonome ou végétative est une dys-
fonction des glandes sudoripares responsable de la
sécheresse cutanée (anhidrose) qui donne lieu a des
fissures, des durillons et des callosités (hyperkératose).

Le diabéte est un facteur de risque de développement
d'une maladie artérielle périphérique, il faut donc tou-
jours dépister cette maladie quand les patients diabé-
tiques consultent.

Lindice tibio brachial (ITB) est un test de dépistage qui
oriente le plan de traitement afin de mettre en place
les mesures appropriées et a identifier les membres a
intégrer a l'équipe de soins. LITB doit étre réalisé et
interprété par des professionnels compétents. Il faut
savoir que les patients diabétiques présentent beau-
coup de calcifications ce qui peut générer de faux
positifs, 'ITB n'est donc pas fiable

S a 100%. Quand les artéres sont cal-

perte de sensation compleéte. Il est

cifiées et qu'on doute de la fiabilité
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primordial d'éduquer les patients

de UITB, les ondes artérielles et la

atteints de neuropathie sensorielle a
examiner leurs pieds a chaque jour

pression a l'orteil sont des alterna-
tives de dépistage additionnelles.

pour identifier toute plaie car ils

Lhyperglycémie perturbe le fonc-

peuvent présenter une lésion sans

tionnement du systéme immunitaire

s'en rendre compte.

ce qui entraine une réaction inflam-

La neuropathie motrice résulte

matoire et retarde la cicatrisation.

d'une altération des nerfs moteurs,

Chez le patient diabétique Uhyper-

ce qui donne lieu a un débalance-

glycémie et l'cedéme des membres

ment de la structure du pied: orteils

inférieurs crée un milieu favorable a

en griffe, orteils marteaux, pied

la croissance bactérienne. Cependant

creux, ce qui peut générer une pres-

quand la glycémie se normalise la

sion accrue qui se répartit moins

fonction immunitaire s'améliore.
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Eléments d’évaluation du pied diabétique

Loutil de dépistage du pied diabétique en 60 secondes
(Inlow) regroupe différents éléments d'évaluation a
réaliser sur les deux pieds tels:

® Le dépistage de la neuropathie: Test au mono-fila-
ment accompagné d'un questionnaire sur la présence
d’engourdissements, de sensation de brilure, d'in-
sectes rampants sur la peau ou de picotements.

¢ Le dépistage de la maladie artérielle périphérique:
Evaluation des pouls et de la coloration de la jambe
en position déclive et élevée. Il est bon de savoir que
le pouls pédieux est absent chez 8% de la population
et que le pouls tibial postérieur est absent chez 3%
de la population.

e Tl faut aussi noter si le patient a déja eu une ou des
amputations, s'il présente un pied de Charcot ou une
rigidité du pied. La qualité des chaussures doit aussi
étre évaluée.

Interventions

Les tissus non viables doivent étre éliminés si la vascu-
larisation est suffisante car ils sont un milieu propice
a la croissance bactérienne. Il est cependant contre-in-
diqué de débrider toute plaie au talon présentant une
crolite séche méme si la vascularisation est suffisante.

Lhyperkératose périlésionnelle doit aussi étre débri-
dée de facon & bien visualiser la base de la plaie. A la
suite du débridement le patient doit absolument porter
une botte de décharge jusqu'a la cicatrisation de l'ul-
cere. S'il est fidele a porter sa botte de décharge, cette
derniére peut étre amovible pour permettre les soins
d’hygiéne, mais

en cas de doute
il est préférable
de recommander
une botte inamo-
vible, une botte
platrée ou un
platre de contact
total. Dans le cas

d'un produit de

décharge inamovible il faut s'assurer que le patient sera

fidéle a ses rendez-vous. Lorsque l'ulcére est guéri, le
patient devra toujours porter des chaussures adaptées
pour prévenir toute récidive.

Lhumidité doit étre bien gérée et l'exsudat absorbé
adéquatement pour prévenir la macération qui génére
aussi un milieu propice a la croissance bactérienne.

En résumé l'approche thérapeutique de l'ulcére du pied
diabétique consiste a en identifier et éliminer la cause,
a mettre le pied en décharge, a traiter l'ischémie le cas

échéant et a procéder aux soins locaux de l'ulcére, a
savoir le débridement des tissus non viables et le main-
tien d'un milieu humide controlé.

Pansements et thérapies adjuvantes:
solutions 3M

e Le Silvercel non adhérent est un pansement antimi-
crobien absorbant qui contient un alginate (proprié-
tés hémostatiques) et de la carboxyméthylcellulose.

® Une feuille de nylon couverte d’argent libéré jusqu'a
7 jours est en contact direct avec la plaie.

® Les ulceres du pied diabétique deviennent souvent
des plaies chroniques diis a un excés de protéases qui
retardent la cicatrisation. Le Promogran Prisma est
un modulateur de protéases qui permet de rétablir
l'équilibre a ce niveau. Il contient aussi de l'argent, de
la cellulose oxydée régénérée ainsi que du collagéne.

® Des études ont démontré les bienfaits de la thérapie
par pression négative comparativement aux traite-
ments standards. La thérapie par pression négative
3MM V.A.C.M est pourvue du champ hybride sili-
cone-acrylique 3M"¢ V.A.C. Dermatac®, qui permet de
repositionner facilement le pansement mousse 3M*¢
V.A.C.MP Granufoam™ et assure une meilleure étan-
chéité.

e La thérapie 3M"¢ Veraflo™® associée au pansement
3M"¢ V.A.C. Veraflo Cleanse Choice™, permet de bien
nettoyer la plaie et d'en éliminer l'exsudat épais et la
fibrine.

e Finalement le film protecteur cutané non irritant
Cavilon™ peut étre appliqué sur la peau périlésion-
nelle pour en prévenir toute perte d'intégrité.
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