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Dear Reader
I t is with great pleasure that I welcome you to this

second edition of the EWMA Journal.

The EWMA Council had for a long time been aware that
in order for our organisation to become a truly European
organisation and achieve a relevant international debate,
we needed a forum for communication with representatives
of all the countries in Europe. It is my opinion that the first
issue of the EWMA Journal, which was published in May,
has given us this forum.

We were delighted with the response to this first issue, but
are aware that there are many areas in which we must con-
tinually improve. One of the criteria by which we seek to
measure our own success is whether we inspire international
debate in wound care (research, education and clinical prac-
tice). We therefore urge you, dear reader to use the EWMA
Journal. This Journal is a unique opportunity to communi-
cate your opinion and get in touch with more than 8000
colleagues from all over Europe. Send us your ideas, perhaps
suggesting a topic for conferences. You can also submit
clinical articles, book reviews and general information about
progress in wound care issues from your country.

We cannot make this an international forum for debate if
we do not hear from you. We hope that you will enjoy and
use this issue of the EWMA Journal and we are looking for-
ward to receiving your input.

Kind regards
E. Andrea Nelson
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INTRODUCTION
The wound healing process is of a multifactorial
nature, which is influenced by many externally
introduced factors and compounds. In order to
obtain a better understanding of the complexity
of these processes research is essential. Wound
healing research has traditionally been categorized
in basic experimental – and clinical human re-
search. There are, however, a few experimental
models that are applicable to humans too. For this
reason a general subdivision in experimental- and
clinical research is preferable. Experimental re-
search is fundamental for development in clinical
research, because clinical research studies are nor-
mally based on results from experimental research.
A successful treatment of a patient’s problem
wound is therefore based on knowledge both
from experimental and clinical research.

While many persons involved in treating
wounds have learned about or participated in
clinical research studies fewer have, however, been
involved in experimental research, especially in
animals. This article will in short and general
terms focus on the most important issue in ex-
perimental research: the use of wound healing
models.

What is the use for models in
wound healing research?
The wounds in daily clinical praxis are heteroge-
neous. They can be big, small, open, closed, deep,
superficial, consist of different types of tissue, can
have different etiologies and healing may to a
certain degree be based on different mechanisms:
epithelialisation, contraction, collagen production
etc. The interaction of all these elements makes
it difficult for one wound to serve as an example
for another. Clinical wound healing has unfortu-
nately been delayed for many years because stud-
ies of wound healing have used wound compli-
cations as indicator or end point of the studies.

Experimental
Wound Healing
Research
The use of Models
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This complexity of the end point requires the re-
cruitment of a large number of patients with their
problems unsolved. However, if each component
can be isolated, it may be possible to investigate
the specific influence of each of these components.

In order to attain this goal, experimental re-
search studies are performed. The aim of such in-
vestigations is to simplify the study conditions
allowing the single component of the healing proc-
ess and related processes to be explored. This can
only be achieved if the wound formation and the
healing circumstances are as similar, comparable
and standardised as possible. In this situation
standardised wound models are needed and have
become a fundamental part of experimental re-
search.

What is a wound healing model,
and what are its limitations?
In the Oxford English Dictionary a model is de-
fined as: “a representative of a real or actual ob-
ject”. A model aims to clarify thinking, assist in the
generation of a hypothesis and simplify complex
problems. It is, however, not a substitute for hy-
pothesis or for creative thinking. The use of mod-
els, has its limitations. Is it possible to transfer the
results to the situation initiated by the use of the
model? Are we looking at pharmacological con-
centrations versus physiological? Are there ethical
or legal problems? There may also be limitations
in experimental psychological conditions and it
has to be taken into consideration that the re-
searcher is also part of the model used. The ideal
animal model should reflect the aetiology and the
pathogenesis of the wound chosen and it should
illustrate the clinical situation. Unfortunately no
existing model fulfils all these criteria.

An experimental animal model therefore can be
defined as a living organism with an inherited,
naturally acquired or induced pathological proc-
ess that, in one or more respects, closely resembles

Scientific Articles
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The advantages of an in vivo model in wound healing
research are that the wounded tissue is similar to wounds
found in clinical practice, and, in the case of skin wounds,
can be made in human subjects. The disadvantages are that
direct examination of single tissue components are diffi-
cult, and, in the case of human skin wounds, only small,
clean wounds can be produced and even this may be an
ethical problem.

In order to investigate the efficacy of a therapeutic com-
pound different parameters can be used.

In vitro: cultures of cells (fibroblasts, keratinocytes,
macrophages, epidermal or endothelial cells etc.) and ob-
servation of activity in these cultures by monitoring dif-
ferent collagen metabolites, amino acids, glycosaminogly-
cans etc., following the modulation of cultures by cloning
of cells or adding types of wound fluid or tissue factors.
Organ cultures of the skin can also be used. Migration of
epidermis can provide information on the first phase of
wound healing and the system is easily used for studying
the influence of intrinsic as well as extrinsic factors.

In vivo: biomechanical and biochemical studies of the
healing tissue, observation of healing macroscopically,
measurements of different wound healing markers, cellu-
lar response and the immunological responses. In vivo
models can be subdivided into artificial models and tissue
models.

Artificial material models: Consist of artificial material
and are primarily usable in the evaluation of the effect of
systemic or local application of different substances on the
wound healing process (e.g. growth factors, growth hor-
mone, pharmacological agent etc.). Most often the sub-
cutaneous tissue has been investigated.

Tissue models: The normal tissue of the animal or hu-
man is an integrated part of the model. In these models
measurements of outcome are most often made discontin-
uously. These models may be used for investigating the
effect of locally placed physiological substances.

Which experimental wound healing models
can represent humans?
Animal models provide invaluable information for the
human wound healing response. There may, however, be
problems with the extrapolation, interpretation and im-
plementation of the results in the daily clinical life. A good
example is the use of growth factors, which have shown
beneficial effects on healing in animals, but until now have
shown much lesser effect clinically. Another problem has
been that no animal models of chronic wounds like venous
leg ulcers, diabetic ulcers or pressure ulcers are presently
available. For these reasons the use of human models, de-
spite the ethical and methodological problems, are pref-
erable in wound healing research. The relatively few, but
important, experimental human models will be described
in the following.

Artificial models
Three minimally invasive artificial material wound mod-
els are currently available for studies on the acute wound
healing response in humans. These are the subcutaneous
implanted tubes and the PVA sponge models.

Subcutaneous implanted tubes. This model was intro-
duced in 1982 as a miniature porous expanded poly-
tetrafluoroethylene tubing (ePTFE) (Gore-Tex®) model.
This strong and porous material is inserted subcutaneously
and allows the ingrowth of connective tissue, which can
be evaluated by histology, and measurements of collagen.
More recently a less expensive material of ePTFE (formerly
Impra®) with a higher ingrowth has been used. The ad-
vantages of this model are high collagen yield, and the po-
tential for DNA assessment and histology. The disadvan-
tages are a moderate variability and that the method is less
suitable for study of early wound healing. Viscose cellu-
lose sponge inside a silicone material (Cellstick®). The
device is inserted as a drain. In this model, wound fluid is
analysed during the first two or three days after wound-
ing. This model is suitable for studies on wound fluid com-
ponents in the early inflammatory phase of wound heal-

the same phenomenon in man. An experimental human
model is a wound healing condition in humans allowing
standardised measurements of specific components or
compounds. The few examples of experimental models
available will be mentioned later in this article.

How to choose a wound-healing model
From a general point of view the choice of models in
wound healing research is dependant on several factors
such as: a. type of investigation (tissue repair physiology or
pathophysiology, biological agent efficacy, dressing efficacy,
safety evaluation, pharmacokinetics etc.); b. type of meth-
od (in vitro/in vivo, acute/impaired/foetal, animal/human,
etc.); c. animal or human studies (animal type, anatomy, bi-
ology, extrapolation, ethical aspects etc.); d. variability (in-
tra/inter organism variation, variability of involved meas-
urements etc.); e. outcome measurements (wound size (area/
volume), wound strength, granulation tissue/collagen,
blood supply, resurfacing, visual assessment etc.); and f.
recruitment criteria (age, sex, species, strain, statistical con-
sideration etc.).

The choice of type of wound healing model depends
not only on the problem itself but also on some impor-
tant practical factors such as the space and physical facili-
ties required for animal studies, laboratory facilities, tech-
nical expertise, financial resources, time, ethical and legal
factors.

Before the final decision on which model to use two
factors are important: 1. the problem itself and 2. the de-
gree of simplification deemed acceptable. In the investi-
gation of the efficacy of a topical component, the model
used is dependent on the stage of the component in the
clinical development and which purpose the test should
fulfil. If it is a preclinical pharmacological and/or toxico-
logical investigation an animal (in vitro or vivo) model will
probably be used? If it is a product efficacy study in phase
I-III a human model can be used.

METHODS
Which types of wound healing models?
The models available can be divided into in vitro and in
vivo models. Each of these groups can be further subdivid-
ed in different types of models (Table 1 and 2). With the
lack of models for chronic wounds impaired models have
been developed. These are, however, not directly compa-
rable with chronic wounds in humans.

In vitro models can generally be used as cell cultures or
organ cultures. The most investigated cells in wound heal-
ing research are fibroblasts, keratinocytes, macrophages,
epidermal- or endothelial cells. In vivo models relate to
healing of tissue and organs and can involve both animal
and human models. The advantage of in vitro models in
wound healing research is the direct examination of the
effect of an environmental changes or substances on the
tissue without influencing the other tissue components.
The major disadvantage is the difficulty in extrapolating
the results to fit the wounded tissue in an otherwise nor-
mal organism.

Table 1.
In vitro models in wound healing research (modified from (1))

Single cell systems
1. Monolayers (study: migration, proliferation,

protein syntheses)
2. Three-dimensional (study: migration, proliferation,

protein syntheses, wound contraction)

Multicellular systems
1. Co-cultures (study: cell-cell interactions)
2. Three-dimensional (study: cell-matrix interactions,

migration, proliferation, protein synthesis,
wound contraction)

Organ cultures
Intact skin (study: epithelialisation, tensile strength,

morphology)

Table 2.
In vivo animal models in wound healing research
(modified from (1))

Models of acute wound healing
1. Artificial models:
Subcutaneous
chamber/sponges (polyvinyl-alcohol-, wire mesh chamber)
Subcutaneous tubes (expanded polytetrafluoroethylene tubes,

viscose cellulose sponge inside a silicone
material (Cellstick®)

Others (dynamic
measurements) (microdialysis, tissue oxygen measure-

ments, etc.)

2. Tissue models:
Excisional wounds (full thickness dermal wounds, ear wound

models, biopsies)
Incisional wounds (incision in skin, retina, GI-tract or other

type of tissues)
Partial thickness wounds (blister wounds, dermatome wounds, tape

stripping, abrasions)
Burns wounds (partial or full thickness)
Others (necrotizing wounds (local constriction,

toxic injection) skin windows etc.)

Models of impaired wound healing *
1. Artificial models: Same as for acute healing.
2. Tissue models: Same as for acute healing.

(* Impaired healing is established by:
local factors: Ischemia (surgery, pressure), infection etc
systemic factors: age, diseases (diabetes, cancer, immune etc.), infection etc.
outside factors: radiation, agents (steroids, cytotoxics, hormones etc),



EWMA JOURNAL 2001 VOL 1 NO 28

JOHNSON & JOHNSON

ing. The major advantage of this model is the opportuni-
ty to study the early inflammatory response of the heal-
ing process and investigate wound fluid. The disadvantages
are the limited prospect of studying late healing and the
complicated interpretation of the results. A combined use
of this model and the ePTFE model has proved to be very
useful for studying the whole wound healing process.

The polyvinyl alcohol sponges (PVA) model. In this model
three small preweighed polyvinyl alcohol sponges are
placed inside a perforated silicone tubing. This model is
used for investigating granulation tissue histologically and
biochemically. In humans the yield of collagen, however,
is lower and the variability of the results higher than ob-
served with the use of the ePTFE model. The advantages
of this model are that histology can be evaluated, that it is
easy to insert and remove and it can be used to study ear-
ly phases of healing. The disadvantages are low collagen
in growth and relative high variability.

In table 2 Other models are mentioned which include
dynamic measurements such as microdialysis tissue oxy-
gen tension measurements, ulcer-washing chambers etc.
These models/methods are usable in humans, but are
merely more wound healing measurements, for which rea-
son they will not be further discussed. Further description
can be found in reference 2.

Tissue models
Excisional wound model. In this type of model biopsies of
4-8 mm can be taken in humans by a punch biopsy in-
strument or a trephine. The advantage of this model is that
this type of wound allows investigations of different types
of dressings as well as local applied agents. Early healing
can be followed by histology and later scarring and defor-
mation of the surrounding area can be observed. The dis-
advantage of this model is that the defect heals from the
edges as well as by contraction.

Incisional wound models. This model has in the past
been used as a model for studying the development of
wound strength, but today this is not possible from an
ethical point of view. The model can be used to investi-
gate the wound healing process and the influence of dif-
ferent types of compounds and dressing. This can be eval-
uated directly through biopsies or indirectly by scanning
procedures. The advantage is are that this type of wound,
in skin, is found in most surgical procedures, and the dis-
advantages is that most of the wound healing measures are
indirect.

Superficial wound models. These models consist of the
blister wound model, the tape stripping model and the
partial thickness excisional wounds. In these models it is
possible to evaluate epidermal regeneration and matrix
production. In the blister wound model, the blisters are

produced by sucking using different types of devices and,
after the removal of the blister roofs, identical superficial
wounds of similar diameter and uniform depth are creat-
ed. Different type of tests can be performed using this
model such as absorption of drugs or compounds in dif-
ferent solution or molecular weight. These effects can also
be evaluated under occlusive and semiocclusive conditions.
In addition, Trans-Epidermal Water Loss (TEWL) can be
used as a measure for the effect of the barrier function of
epidermis. The advantages of this wound model are that
all wounds are created at the same time under identical
conditions; the wounds are of identical surface area and
depth; the wounds can be compared side by side in the
same field on the same body area. However, the disadvan-
tages are that the healing of suction blister wounds takes
place only by re-epithelialisation, the wound is superficial,
and evaluation may be of no relevance to deeper dermal
wounds. Successive stripping of the epidermis using adhe-
sive tape produces the wound of the tape stripping mod-
el. This method disintegrates the skin barrier located in the
lowest part of the stratum corneum. The disintegration of
the barrier can be estimated by an evaporimeter measur-
ing TEWL. This method is more damaging for the epider-
mis than the blister model. The wounds of the partial
thickness excisional wound model (donor sites) are pro-
duced by a hand-held or electrical dermatome. The depth
of the wound can be adjusted to the desired type of wound.
The model can be used for evaluation of local environ-
mental factors and topical agents. The advantage of this
model is small or no wound contraction, the surface area
can be calculated exactly and the wound is stabile and easy
to handle. The main disadvantage is that it is a surface
wound with no possibility to measure matrix and collagen
development.

CONCLUSION
Wound healing models are a fundamental part of experi-
mental research. Choosing the correct wound healing
model is essential for an effective outcome to the research
process and for the successful treatment of patients with
problem wounds.                                                 �
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er by biopsy, or by biochemical and microbiological means,
let alone on clinical grounds. So there is a ‘dynamism gra-
dient’, from active host cells, down to damaged and then
dead host cells and bacteria, then back up into that of
planktonic and sessile bacteria, in their respective environ-
ments.

Cellular turnover. There is a wide range of cell turnover,
even under ‘normal’ physiological conditions, with ‘active
death’ – apoptosis – of most cell types that retain the ca-
pability of mitosis. Injury and infection create situations
where high cell proliferation is vital, particularly of the in-
flammatory and connective tissue cell lines. But adverse
conditions in the wound environment, such as bacterial
toxins and free radicals, will lead to higher death rates,
particularly of white cells. These dead cells then become
the main constituent of pus.

GRADIENTS
There are a number of gradients in the chronic wound:
� Temperature. Normal skin, particularly at the ex-

tremities, is cooler than the body core temperature,
in most climates. Wound temperature depends on a
number of factors; its blood supply, whether it is ex-
posed or covered, whether the part is artificially heat-
ed or not. These factors can cause significant gradi-
ents of temperature. Necrotic tissue is ‘cold’, and will
remain more or less at ambient temperature.

� Oxygen. Skin repair is very demanding of Oxygen.
The oxygen supply to the chronic wound essentially
comes from two sources, the circulation and the at-
mosphere. An obvious oxygen gradient exists from
the active circulation to ischaemic areas of the
wound. But the micro-environmental dynamics of
oxygen distribution are more difficult to define. Aer-

ophilic, micro-aerophilic, even anaerobic organisms,
can co-exist, particularly when protected by bio-film.
Intermittent treatment with hyperbaric oxygen will
skew these gradients.

� pH. pH gradients are ubiquitous; within the living
cell, across cell membranes, within the dying cell,
across the base of the chronic wound, within the
wound exudate. The pH powerfully affects all en-
zymic activity, whether host derived or ‘parasite’ de-
rived. In the chronic wound the pH is characteristi-
cally low, lowest where there is necrosis, and ‘normal’
where there is viable host cellular activity.

RATES
� Fluid dynamics. The most obvious dynamic in a

chronic wound is the fluid outflow. This is generated
by efflux, whether from healthy or damaged capillar-
ies, in the wound base. It is contributed to by tissue
fluid pressure, which may be considerably raised in
dependant extremities or various general or local cir-
culatory disorders, especially those resulting in ve-
nous and/or lymphatic obstruction. Wound exudate
may be serous, copious, and largely acellular, or may
be thick glutinous pus, with a heavy content of dead
cells and tissue debris. Much depends on the size of
the wound, the position of the affected part, and
constraints provided by dressing materials, especially
those that are relatively impermeable, or allow con-
trol by vacuum drainage of the wound.

� Micro-organisms. These are found in two states; ses-
sile, relatively static within their ‘ghettos’ in the bio-
film; and planktonic, mobile and free. Most of

Figure 2.
Schema of the Chronic Wound
with Larval Intervention.

Clinical Articles
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SUMMARY
A schema is presented, studying the nature of the
chronic wound, and the effects on it of larval in-
tervention, in clinical practice.

INTRODUCTION
Normal primary wound repair is complex, but
under optimal conditions proceeds rapidly to
healing by ‘first intention’. The chronic wound is
more complex. The potential for healing remains,
but is hindered, or arrested, by general or local
factors, so that a ‘stale mate’ situation develops.

Lindblad summarises the wound environment
thus: It is ‘... an extremely complex assemblage of
cells, soluble mediators, extra-cellular matrix
molecules, and lipids, which does not lend itself
to refined analysis’. The question is then posed;
‘Given this level of intricacy, how should clini-
cians and researchers reduce the complexity in
order to develop a deeper understanding of the
processes in repair? One can use the reductionist
approach ... or one can use a more holistic ap-
proach and attempt to keep the system intact ...’ 1

The introduction of intact living organisms –
larvae – into wounds represents a holistic ap-
proach. Their efficacy, as agents of debridement
and bacterial attack, is now well established 2-5.
These larvae however, bring their own complex
biology into the wound environment, further
complicating the picture.

THE SCHEMA
Fig. 1 is a schematic overview, depicting some fea-
tures of the chronic wound. Fig. 2 amplifies this,
adding further features, with the intervention of

larval feeding. This provides a basic bio-physio-
pathological ‘scaffolding’, within which must be
set the complex, and often rapidly changing, in-
terplay of a wide range of cellular activities, and
micro-environmental factors.

The host healing mechanisms are depicted on
the left hand side of the diagrams, the non-heal-
ing on the right, with a complex ‘no man’s land’
in the centre. All type-face in white denotes posi-
tive factors, that in yellow depicts negative factors.

Dynamism – Stasis. There is a vigorous biologi-
cal dynamism in the healing acute wound, with
some cell multiplication rates exceeding those in
a tumour mass. The cell types involved exhibit a
range of dynamism, from amoeboid motility, as in
phagocytic white cells, to contraction as in the
myofibroblasts, and migration along extra cellu-
lar matrix planes, as exhibited by epithelial cells.

By contrast, necrotic and decomposing organic
material is relatively inert and static. The only
dynamism there is that of the contained organ-
isms. Bacteria exhibit their own range of dyna-
mism, from the relatively static, within the ‘ghet-
tos’ of the sessile bio-film, to the mobility, both ac-
tive and passive, of their planktonic forms.

Within a chronic wound there is an interface
between the living tissues with their dynamism,
and the inert dead tissue. This may be clear-cut,
with an abrupt transition from the living to the
necrotic, often dessicated, tissue. But more usually
the interface is a confused ‘no-man’s-land’, often
appearing yellow in a wound, exposed to all the
variations of the different factors being considered
here. This is extremely difficult to evaluate, wheth-
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Figure 1.
Schema for Chronic Wound.
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Being semi-transparent, it is clinically possible to moni-
tor larval feeding status, with the normally brown-stained
contents indicating the crop size.

When larvae are fully developed, at the end of the third
instar, they stop feeding. They will then actively attempt
to leave the wound area, seeking a suitable environment
for pupation. This need never happen clinically, as they
should be removed from the wound before they reach the
pre-pupal stage.

Larval death. In clinical practice larval numbers often de-
cline whilst they are in the wound. This can be due to
adverse local physical factors, such as pressure, or toxic
agents in the wound secretions. Specific dressing materi-
als are used to confine the larvae, but the wound may then
become swamped with exudate, or conversely become
dessicated.

Debridement. The most obvious activity that larvae exhi-
bit in a human wound is the relatively rapid atraumatic
physical removal of necrotic or semi-decomposed materi-
al. Once this is disposed of, a number of gradients that are
adversely affected by the continuing presence of necrotic
material are altered for the better. Clinical observation
would indicate that the chronic wound reverts to a more
acute state.

Antimicrobial activity. Larval activity in a human wound
regularly leads to the reduction of bacterial numbers. Lar-
val exo-enzymes not only inhibit the production of bio-
film, but also actively strip established bio-film, releasing
the contained organisms 8. These would thereby be ex-
posed not only to the further direct action of these en-
zymes, but also to other anti-microbial factors in the
wound, such as host scavenger cells, antibodies and anti-
biotics.

It has been shown that certain organisms are destroyed
in the gut tube of these larvae 9. Recent studies on the ef-
fect of Lucilia sericata larvae on bacteria and yeast isolated
from wounds, have demonstrated that all wound organ-
isms tested were ‘totally cleansed’, with the exception of
Pseudomonas aeruginosa cultures. These were apparently
unaffected by larvae, and the larvae died. Antimicrobials
used in these tests had no effect on the larvae. 10.

Larval exo-enzyme penetration into host tissues. Whilst
larval feeding is generally directed at decomposing mate-
rial, the feeding process must lead to some exo-secretion
penetration of surrounding wound tissues. Growth factors
and cytokines of larval origin presumably enter the wound
with the other exo-secretions. Being smaller molecules,
these would penetrate further, and thus could have direct
or indirect effects on host cells. The universal clinical ob-
servation, that after successful larval debridement, the
wound granulation tissue is exuberant and healthy, would
bespeak some cytokine ‘kick-starting’ of host cell popula-
tions. The efflux of wound secretions would tend to op-
pose the penetration of active agents being elaborated by
the larvae.

Host immunological responses presumably occur fol-
lowing larval ‘challenges’ in the wound. Little is known
however of the extent of these host responses, or whether
they might lead to hypersensitivity in some patients. No
serious clinical adverse immunological responses have yet
been reported.

The enhancement of larval activity in the human wound.
With advance in our understanding of the micro-environ-
ment of the chronic wound, and in turn how this is affect-
ed by the intervention of larvae, it will be possible to de-
velop clinical strategies to enhance the activity of the lar-
vae whilst they are in the wound. This presents an on-go-
ing challenge, but can only result in improved clinical re-
sults, and a development of the range of indications for,
and the art, of larva therapy, in both acute and chronic
wounds, as much in Western society as in the Tropics.

�
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these organisms are invaders, from the patient’s skin
or mouth, or from the environment. In the sessile
‘ghetto’, organisms are relatively protected from the
host’s defence mechanisms. Cells and antibodies can
not penetrate the bio-film. Neither can pharmaceuti-
cal agents such as antibiotics. Bacterial population
dynamics depend on the immediate micro-environ-
ment. Planktonic organisms can proliferate exponen-
tially, sessile organisms less dramatically.

Chronic wounds are routinely covered by dress-
ing materials. They are generally absorbant. They
can however provide an environment for bacterial
proliferation, with absorbed wound exudate as sub-
strate, distanced from host cellular attack.

� Metabolites. Active host cells elaborate metabolites
which diffuse into the surrounding tissue. Their dif-
fusion rates are affected by size, degree of ionisation,
and the nature of the local extra-cellular matrix.
They will also be subservient to the tissue fluid dy-
namics, outlined above. A vital group, the ‘growth
factors’ and ‘cytokines’, must encounter their target
cells, in adequate concentration, to become effective.

� Extra-cellular matrix (ECM) This is elaborated by
host cells which generally remain within it, or on it.
The essential ingredients are muco-polysaccharides,
with fibrous components such as collagen, elastin, fi-
brin, and laminins, fibronectins, and other compo-
nents of basement membranes, and ‘ground sub-
stance’. The ECM in normal tissue is structured and
ordered, optimally controlling the location and mi-
gratrion of cell populations within it. The ECM
elaborated by wound healing cells, is also structured
and ordered, but in a more random fashion than
normal tissue. By contrast, the ECM in a chronic
wound where there is infection and cell death, is dis-
ordered, and ‘chaotic’. The complex fibrin cuffs
formed in chronic venous ulcers are an example of
this.

Sessile bacteria elaborate an alien ECM, their
protective bio-film, normally firmly attached to any
ischaemic or foreign material. The composition and
nature of this ECM is presumably distinctive, and
specific to each species forming it.

Clinical application of Lucilia sericata larvae. When lar-
vae are introduced into a wound, their active intervention
causes a whole array of further biological changes. These
can be considered in the context of the environmental fac-
tors already summarised above.

Oxygen. Larvae are air-breathing, mostly through their
posterior spiracles, which must thus be clear of fluid sur-
faces. They are semi-aquatic feeders, with their mouth-
parts immersed. They can survive for periods under wa-
ter, or in other adverse conditions, though they will not
then feed. Larval activity seems to ‘improve oxygen sup-
ply within granulation tissue’, as shown by monitoring
wound granulation tissue with remittance spectroscopy 6.

pH. Larval feeding activity, whether in a wound or other-
wise, creates a relatively alkaline medium. Their feeding is
optimal once this level of alkalinity is reached. Despite this
however, they actively migrate into, and feed in, those parts
of a wound which contain necrotic and decomposing or-
ganic material. Thus they are, at least initially, exposed to
a low pH.

Temperature. Larval metabolism, as with most insect bi-
ology, is temperature dependent. In their third instar phase
they characteristically exhibit a group feeding behaviour,
closely packed, head down and tail up. They thus gener-
ate an increase in local temperature, accelerating their en-
zyme production, and with it their feeding rates.

Attractants and Repellents. Larvae are photophobic. This
is an advantage clinically, in that it drives them in under
necrotic over overhanging tissue, to deeper levels of the
wound. They are attracted to decomposing material within
chronic wounds, probably by biochemical signals, which
may also arise from bio-film and the micro-organisms
which elaborate it. Equally, they are repelled by some bi-
ochemical agents. Propylene glycol, a stabilising agent in
hydrogels, inhibits maggot growth 7. Pharmaceutical
drugs, whether administered topically or systemically, or
their breakdown products, will be present in the wound.
Some of these, such as cytotoxic drugs, must be deleteri-
ous to larvae in a wound.

Dynamism. When larvae are placed in a wound they are
undoubtedly the most dynamic agents in it, not only in
their rapid physical migration, but also in the abrading
feeding behaviour, using their oral hooks to draw food
particles towards them. Their feeding action can be com-
pared to a ‘carpet shampoo’, with the rapid and forceful
ejection of exo-secretions from their salivary glands, to the
equally rapid and piston-like action of their mouthparts,
swallowing largely liquidised food. This is passed on to the
crop, situated at the junction of the foregut and midgut.
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P ressure ulcers are currently a high profile
topic. Perhaps not only because people are
interested, I don’t think I am being cyni-

cal when I think that the increasing costs of mod-
ern health care play an important role in this rather
sudden popularity. PUs are considered to be a mi-
nor problem, ready to be solved when modern
management techniques are properly applied. In
my country management in health does not sound
positive. It has associations with ever-growing of-
fices with lots of people dressed like businessman
or women, or, in any case, not like the people who
are in direct contact with our patients. In some
way they fit into the definition of a malignant
tumor: growing bigger and bigger without any
sign of regulation and eventually killing the old
structures. In management such terms as macro,
meso and micro are often used. They point at the
level from which the organisation is inspected.

The macro-level is what we can see in Europe.
Until recently there was no coordination between
the countries. In most countries there is some or-
ganisation around specialized nurses and a branch
of the WCS. Only in the Netherlands was there a
government-ordered management-like structure
with a steering committee, in which all groups
dealing with pressure ulcers were joined. In 1996
the European Pressure Ulcer Advisory Panel was
installed and, at first, it was mainly made up of
persons who were also members of the European
Wound Management Association. It became ob-
vious that the organisation of pressure ulcer care
differed enormously between countries, but also
that, in a few years, rather large achievements had
been made: guidelines for prevention and treat-
ment of PU were made and translated in all lan-

guages. These guidelines were based on both lit-
erature and evidence. Statements were ranked fol-
lowing an A-B-C model, where A meant the high-
est degree of proof, and C was expert opinion or
indirect proofs. It was obvious that most PU re-
search was at the C level and one of the largest
goals of the panel was to increase the strength of
proof of the whole field. One of the larger achieve-
ments was that we agreed one single definition of
the stages of pressure ulcers. This may seem mi-
nor, but until very recently almost every country
used its own classification and some countries even
used two or more classifications. In my own coun-
try – by the way – that is a national habit; when
three people have a different opinion we have a
new religion. The use of the same definitions in
all countries enables the comparison of therapies
and regimes between countries, until now this was
nearly impossible. I recall the much cited study of
Kate O’Dea in 1995 stating that in Germany and
Italy the prevalence of PU was about 25% of that
in the United Kingdom and the Netherlands. The
reason for this large difference was the fact that
Germany and Italy used a totally different classi-
fication in which only PU in stages 3 and 4 were
considered. In fact, in the other countries, PU of
this severity only occurred in about 20% of all
patients with a PU.

Another macro-aspect is the creation of a Euro-
pean quality mark for anti-pressure ulcer devices.
If there is one field of beliefs instead of proofs this
is the ultimate example. In most European coun-
tries the regulations about beds and mattresses are
only rudimentary; they do not have to be tested
at all. Therein lies the problem: why should med-
ication be studied following a strictly defined pro-
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those risk assessment tools that are genuinely effective and
fulfil all statistical and epidemiological requirements. Re-
sults will be presented shortly.
The patient himself is not mentioned yet. More and more
it becomes obvious that there are other factors largely in-
fluencing the development of pressure ulcers and their
eventual healing. However, we still do not know to what
extent these factors play a role in an individual patient.
Until now the adding of substances like vitamin E, ar-
ginine, and other trace elements did not show any signif-
icant change when carefully studied. In animal studies
however, where large amounts of the substances were used,
very interesting observations were made. It was, for in-
stance, possible to increase the resistance of pigs to pres-
sure induced tissue damage by adding vitamin E to their
food. Perhaps in a few years patients undergoing elective
surgery such as a hip replacement, will, in the weeks prior
to the operation, use a cocktail of good things in order to
prevent the development of pressure ulcers.

This presentation had to be about management of pres-
sure ulcers.

I did not give you an overview of the opinions and in-
sights regarding prevention and treatment, neither did I
discuss which high-tech bed and which colour works best.
I also did not address specifics about dressings, which to
be used on what types of very defined wounds and I could
not go into detail about which specific substance and in
which amount should be added to the food of a female
patient with Alzheimers of 48 kilos and 90 years old. This
talk was only a view as if from a comet or meteor falling
to the earth with you flying with it. At first you could only
vaguely see the earth, or, in our ideas, pressure ulcers as a
problem. And they are, since you cannot change the orbit
of the meteor: you will fall on the earth, like it or not.
Somewhat later you could see separate countries, all with
their own way of dealing with pressure ulcers. Just before
the actual collision you could distinguish even separate
institutions, all with their own specific protocols, special
types of patients, of own lines of beds and dressings and
finally you finished in the patient’s bed, creating a hole like
a pressure ulcer stage 4. And there we deal with inconti-
nence, nutritional status, infection, prognosis. But a comet
falling on the earth creates lots of attention for sure, and
that is exactly what is happening with pressure ulcers at this
very moment. When the clouds have disappeared there is
a clear picture of a complication, complete with causes,
pathofysiology, epidemiology and evidence based ways to
prevent or treat it. �

tocol while devices may simply be introduced into use
without these studies? Money is an important factor in this
problem. As a rule, the manufacturers say that their indus-
tries are too small and that it is financially impossible to
perform studies to the extent and precision you need. To
prove the small differences between devices you will need
large numbers of patients. But is this a good argument? I
think not; the problem can be dealt with if the studies are
performed in more than one country and the results be
joined, as is often the rule in pharmaceutical studies. Even-
tually all materials and devices should have a marking such
as ISO or DIN, not CE, since this, at the level of mattresses
and beds, is only a declaration of goodwill on the part of
the manufacturer and not the result of objective studies.
This issue of relevant quality mark is a big issue for the
panel.

At the meso-level we can look at the organisation of PU
care in a single country. Using a Deming-model it is pos-
sible to identify the problems in the organisation and
where and how attempts should be made to change things.
Usually the model starts with the definition of the extent
of the problem. And therefore one needs registration, for
instance by means of prevalence or, even better, incidence
recordings. In my country we now have some years’ expe-
rience and the rather large numbers of patients attracted
much attention from the government, making it possible
to enlarge officially sponsored investigations. There was a
prevalence of more than 30% in nursing homes. This does
not simply mean that care in these institutions is bad, but
also that in the Netherlands more and more people are
nursed not in hospitals but in these institutions during
their final weeks. One of the statements of the guidelines
is that preventive and therapeutic measures should be in
line with overall goals. In terminally ill patients very ac-
tive pressure ulcer care could well be not such a goal. Prev-
alence figures give insight into the location of problems
and whether one has to accept them or take action.

The European panel is currently organising these kinds
of prevalence investigations in other countries using grants
from the European Government.

Using the Deming-model it also became obvious that the
implementation of new insights is difficult. For instance,
when we establish a European guideline, this does not
necessarily mean that every nurse or doctor will use it
immediately. Every country follows its own procedures
covering the distribution and diffusion of these changes.
One could use consensus methods, joining all people in-

terested, and specialised journals are also possible. We have
chosen a model in which trained nurses, comparable with
tissue viablity nurses in the UK, act as a consultant in one
or more institutions. These specialists are more managers
than nurses: they identify and locate problems at depart-
ment or ward-level, and deal with them. The education of
nurses could be a problem in one department, the availa-
bility of devices or the use of dressings a problem in an-
other. In the first, training is given, while in the other more
devices are ordered or a protocol for the use of dressings is
introduced. The task is not directly coupled to the patient.
The specialized nurse does not apply dressings, but in-
structs other nurses how to do it. In a larger hospital one
specialist-nurse could be needed, it is also possible to di-
vide the attention over 2 or 3 smaller institutions.

We are now on the micro level paying attention to the in-
dividual institution. It is obvious that every institution
needs its own protocol for prevention and treatment of
pressure ulcers. The prevalence and, even better, incidence
of PU should be a quality indicator. At present a hospital
is still judged by the number of high-tech procedures per-
formed, for instance heart or kidney transplants. Now the
idea emerges that not only these aspects should be consid-
ered, but also the basic care. A Michelin-star for a restau-
rant has everything to do with the taste of the food, but
you will never get a star when the bathroom is dirty. So
pressure ulcers become more and more an indicator of
overall quality. Health inspections should ask for the preve-
lance over the last years and see if there is any change. The
implementation of guidelines, for instance those made by
the European Panel, is very important in this respect and
teaching schemes should be developed to speed up imple-
mentation projects.

The use of a risk assessment tool is an important step
in the identification of patients genuinely at risk. Howev-
er, the strict use of tools such as Braden and Waterlow is
possibly not wise. Sensitivity of 100% in combination with
a very low specificity of about 60% points to the identifi-
cation of too many patients potentially at risk. Since the
outcome of a risk calculation should imply immediate ac-
tion, for instance the use of a special bed, this means that
vast amounts of money might be spent on the wrong pa-
tients. It becomes more and more clear that these rather
rough tools should be replaced by others, focussed at spe-
cific types of patients. While the Norton tool will possi-
bly work in a geriatric ward, other predicting methods are
known in surgical intensive care. At present prospective
studies are performed on a large scale in order to identify
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INTRODUCTION
Incised surgical wounds (or clean fresh incised
traumatic wounds which are not associated with
contamination or devitalised tissue) can be closed
with sutures, staples or tissue adhesives. Careful
apposition of tissues allows healing by primary
intention. Attention to technical factors and sur-
gical skills, will give cosmetically and functional-
ly acceptable scars in skin, nerve or tendon. Bowel
anastomosis needs simple apposition of bowel
ends; many different techniques exist that use a
wide range of sutures or staples. The most likely
cause of leakage is impaired blood supply to the
anastomoses. Vascular arterial anastomosis de-
mands a leak-proof technique using a permanent
suture.

Contaminated or devitalised traumatic
wounds need debridement and should not be
sutured primarily.1. Once clean, they can be
closed by secondary (or delayed primary) suture.
Waiting for clean granulation tissue and control
of infection may take several days. Open non-
cavity wounds can be grafted with split thickness
skin or flaps. Allowing a wound to close by sec-
ondary intention takes longer but the cosmetic
effect can be more acceptable by allowing wound
contraction to occur. Antibiotics are used when
there is clear local or systemic evidence of tissue
infection.

SUTURES
Sutures are used for closing wounds in all body
tissues and are the most frequently implanted
foreign materials.2 The history of suture develop-
ment details the use of a variety of naturally oc-
curring materials, but in more recent times tech-
nology has allowed for the ‘tailor-made’ develop-
ment of suture materials with specific attributes.

WOUND
CLOSURE

BASIC TECHNIQUES

Evidence of suturing wounds dates back to
between 5000 and 3000 BC with the invention of
eyed needles made of bone. Early references to
suture materials were made in the Caraka Samhi-
ta written 3000 years ago and in the Sushruta
Samhita 2500 years ago in which the use of plait-
ed horsehair, cotton, leather strips and tree bark
fibres was described for closing wounds. Cautery
and tendon strip ligatures were used to control
bleeding and wounds were closed with acacia
thorns and the jaws of ants.3

The Edwin Smith papyrus details Egyptian
wound closure techniques dating back to 1600
BC.4 The treatment of a gash - ‘You should draw
together for him his gash with stitching. You
should bind it with fresh meat for the first day. If
you find that wound open and its stitching loose
you should draw together for him the gash with
two strips of linen’. Linen strips coated with resin
or with an adhesive mixture of honey and flour
appeared in Ancient Egyptian medicine, as fore-
runners of our modern-day skin closure tapes
(Steristrips).5

Cornelius Celsus suggested that sutures should
be soft (wool or linen) and not overtwisted. He
also described small metal clips, similar to the
Michel clips of today. Galen repaired the severed
tendons of gladiators with sutures, giving some
hope for recovery of function where previously
there had been only paralysis. He used linen, silk
and catgut sutures. Avicenna, in about 920 AD,
realised that in the presence of gross infection, tra-
ditional materials such as linen thread broke down
rapidly. He used pigs’ bristles as an alternative.
Gold wire sutures were introduced by Fabricius in
1550 and silver wire by Marion Sims in 1850.
Today, stainless steel wire sutures are used, for
example in cardiovascular surgery. Silk sutures
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Fig 2. Types of needles used for sutures.
All modern needles have the suture swaged on to prevent
a ‘shoulder’ damaging tissue and to allow easy passage.

established infection or severe contamination, when heal-
ing by secondary intention, or delayed primary suture,
should be employed.

In practice, much larger sutures are usually used than
are strictly necessary, in relation to the breaking strength
of the tissues.10 Smaller sutures have smaller needles and
these may not allow adequate tissue ‘bites’ to be taken.
They are also more difficult to handle and are often more
expensive than larger, more popular sutures. However, in
some situations, notably ophthalmology, microvascular
surgery and plastic surgery, fine sutures are routinely em-
ployed.

Sutures are sterilised by manufacturers using ethylene
oxide (Vicryl®, Dexon®, PDS®, linen, Prolene® or gam-
ma irradiation (catgut, silk, Nylon, Dacron®). Steel sutures
may be sterilised by autoclave, as can linen, Nylon, Dacron
and Prolene sutures.

Suture Classification
1. absorbable or non absorbable;
2. natural or synthetic;
3. monofilament or multifilament (twisted or braided);
4. dyed or undyed;
5. coated or uncoated.
Ideally, sutures should disappear when their job is done.11

However, variable and often rapid loss of the tensile
strength of absorbable suture materials makes them an
unreliable choice when suturing tissues which are subjected
to significant mechanical stress (e.g., abdominal wall clo-
sure), or in situations in which premature suture failure
would have immediate and catastrophic consequences
(e.g., vascular surgery). The majority of acute wound fail-
ures are due to the ‘cutting out’ of intact sutures from tis-
sues, rather than suture or knot failure and this can result
following the use of any suture type. However, in general,
absorbable materials excite a greater tissue reaction than
non-absorbable sutures and this augmented inflammato-
ry response may weaken the integrity of the tissue bite.
While most cases of ‘burst abdomen’ are probably due to
cutting out of intact sutures,12 premature suture failure can
be responsible for late wound weakness and herniation.13

There are enthusiasts for abdominal wall mass closure with

synthetic absorbable materials, but the risks of suture (and
wound) failure, particularly in situations of impaired heal-
ing, probably outweigh the disadvantages of using synthet-
ic non-absorbable sutures (persistence of foreign material
and irritation from knots).

Monofilament sutures have no interstices in which to
lodge bacteria but they are more difficult to handle and
require more throws to each knot for security than braid-
ed sutures. Monofilament sutures can be absorbable (e.g.,
polydioxanone – PDS) or non-absorbable (e.g., polypro-
pylene – Prolene).

Multifilament sutures are generally easier to handle,
with greater knot security, but do allow capillarity and in-
terstitial bacteria colonisation.9 These can increase the risk
of wound infection, particularly with non-absorbable su-
tures. Multifilament sutures can be absorbable (e.g., pol-
yglactin – Vicryl) or non-absorbable (e.g., silk).

Sutures are dyed in a variety of colours to enhance their
visibility during surgery. Dyes do not affect the absorption
characteristics of the suture.

Sutures are coated (or treated) with a variety of agents
to improve general handling and passage through the tis-
sues (e.g., poloxamer 188 on Dexon), to occlude suture in-
terstices (e.g., wax on silk) and to retard absorption (e.g.,
chrome tanning of catgut). Tables II and III list the prop-
erties and uses of different suture materials.

NEEDLES
Needles (Fig 2) may be curved or straight, and, depend-
ing on size, may be used with needle holders or used as
‘hand needles’. Hand needles risk ‘needle-stick’ injury and
their use should be discouraged, particularly when there
is a risk of viral transmission. There is a variety of differ-
ent curvatures available, from 1/4 circle, through 3/8, 1/
2 and 5/8 circle to ‘J’-needles. Needles may be ‘eyed’, re-
quiring the suture to be threaded, or ‘autraumatic’ with the
needle swaged on to the suture. Needle points and cross-
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Fig 1. Technique of subcuticular
suture (using absorbable or non
absorbable material), that gives
cosmetically acceptable scars
in skin.
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gained popularity, along with waxed thread, in the eight-
eenth century, although catgut was still probably the ma-
terial most often used. In the nineteenth century Joseph
Lister stored catgut in a solution of olive oil and carbolic
acid, and to improve its handling characteristics he chro-
micised catgut and found the unexpected additional ben-
efit of delayed suture absorption.

Since the mid-twentieth century, technological advanc-
es have produced a range of synthetic absorbable and non-
absorbable materials for use as sutures, in braided and
monofilament forms. Both synthetic and natural sutures
benefited from advances made in the textile industry which
allowed for braiding of suture material and coating of su-
tures with a variety of agents (wax, liquid paraffin, silicone,
polytetrafluoroethylene and polybutylate) to improve han-
dling and knotting capabilities and also to reduce the in-
fective potential through the capillarity of suture inter-
stices.

Coupled with the development of suture materials has
gone the development of the eyeless atraumatic needle.
Metal used in needle manufacture has progressed from
carbon steel (often chromicised against rust) to modern
stainless steel. The shape of needle tips has been fashioned
to suit their intended purpose, for example, triangular-
tipped (cutting) needles for easy penetration; round-bod-
ied needles for minimal trauma. A wide range of needle
sizes and shapes are now available, with needles for micro-
vascular work being barely visible to the naked eye 
(Table I).

Wound Healing and the Choice of Suture
 The purpose of a suture is to hold tissue in apposition until
healing is sufficient for the continued presence of the su-
ture to be unnecessary. An ‘ideal’ suture, for all applica-
tions, does not exist and the choice of suture material is
always, therefore, something of a compromise. When
choosing a suture, consideration must be given to the
strength of the tissue to be sutured, its healing rate and
healing capacity. This will largely decide the size of the
suture required and whether the material should be absorb-
able or non-absorbable.

Wounds in the first few days of healing have little in-
trinsic strength; indeed, tissue strength is lost within 0.5
cm of the wound edges due to the action of collagenases.
Adequate support of the wound with sutures placed be-
yond this area of tissue reaction is essential during this pe-
riod.6,7 Gradually, the tensile strength of the healing tis-
sue increases and suture support becomes less important.
Different tissues heal at different rates, but even a year or
more after wounding most wounds will only have about
70% of tensile strength of the unwounded tissue.8 In ad-
dition, several factors can delay healing; in particular, in-
fection, haematoma, steroids and coexisting disease caus-
ing immune incompetence, malnourishment and cachexia.

Tissues that heal rapidly and are not under mechani-
cal stress, can be sutured with absorbable sutures (as in gas-
trointestinal surgery). Tissues exposed to disrupting forc-
es during healing, or which heal slowly, require prolonged
support and generally require suturing with non-absorb-
able suture material (cardiac and vascular surgery and ab-
dominal wall closure). Non-absorbable sutures should be
avoided in bile duct and ureteric surgery because they can
act as a nidus for stone formation.

Skin sutures needs to be left in situ for different peri-
ods depending on the area of the body that has been su-
tured. The skin of the face and neck heals rapidly and su-
tures can be removed after 4-6 days. In this short time the
‘tram-line’ scars will not develop and therefore sutures may
be placed in an interrupted fashion and still achieve excel-
lent cosmetic results. Most of the skin elsewhere on the
body requires suture support for 8-14 days to achieve ad-
equate wound healing. Sutures left this length of time may
leave ‘tram-line’ scars unless a subcuticular technique is
used (Fig 1). Skin may be sutured with absorbable mate-
rials, thereby avoiding the need for suture removal. This
can be particularly useful in children. Synthetic, mono-
filament, non-absorbable sutures are the most popular for
skin closure and give the best cosmetic results.

Sutures are foreign bodies and although modern synthet-
ic monofilament sutures are almost completely inert,
braided and ‘natural’ sutures can excite a significant inflam-
matory response. Bacteria can be difficult, or impossible,
to eradicate once colonisation of the suture or knot inter-
stices has occurred. This can predispose the site to wound
infection, with abscess and sinus formation, wound dehis-
cence and incisional hernias. It is known that the number
of bacteria required to produce infection can be reduced
by 104/g tissue in the presence of a silk suture.9 Sutures
should be avoided or used with caution in the presence of

Table 1. Comparative gauges of suture materials
Metric no. Catgut/collagen Non-absorbables,
(diam. In mm x 10) synthetic Absorbables

0.1
0.2
0.3
0.3
0.4
0.5
0.7
1.0
1.5
2.0
3.0
3.5
4.0
5.0
6.0
7.0
8.0

-
-
-
-
-

8/0
7/0
6/0
5/0
4/0
3/0
2/0
0
1
2
3
4

-
10/0
9/0
8/0
8/0
7/0
6/0
5/0
4/0
3/0
2/0
0
1
2

3&4
5
5



EWMA JOURNAL 2001 VOL 1 NO 2  23EWMA JOURNAL 2001 VOL 1 NO 222

CLIPS AND STAPLES
Mechanical stapling devices were first invented by Professor
Humer Hultl of Hungary and used successfully in the early part
of the 20th century in the operation of distal gastrectomy. Since
then a range of staplers has been developed for a wide variety
of surgical procedures.

Skin wounds may be closed with staples or clips (classical-
ly after thyroid surgery or the long wounds following vascular
or orthopaedic surgery). These give a good cosmetic result, and
are quick and easy to use, but are considerably more expen-
sive than the equivalent length of suture. Proponents would
argue that the savings in operating theatre time more than
make up for the extra expense.

Stapling devices enable gastrointestinal anastomoses to be
fashioned in situations of difficult access where hand-sewn
anastomoses are difficult. This allows for lower anterior rectal
resections and anastomoses to be achieved, reducing the need
for colostomies. Difficult oesophageal anastomoses can be per-
formed using staples, often without the need to open the chest
(including oesophageal transection in the emergency treatment
of bleeding oesophageal varices). Stapling devices are straight-
forward and quick to use and the anastomotic leak rate is not
significantly different from that of hand suturing in experi-
enced hands.

Fig 5. The second interrupted seromuscular layer in end-to-
end anastomosis of small bowel. This further ensures mucosal
inversion and can be performed as a single layer without the
internal all layers suture (Fig 4). The insert shows the effect
seen on transverse section.

�

section can be variable. They may be ‘round-bodied’ in
cross-section and only sharp at the tip; these are used for
suturing bowel, fat, peritoneum and other soft tissues, and
separate tissues rather than cutting them. ‘Taper-cut’ nee-
dles also have a round body, but are sharpened on several
sides towards the tip keeping the needle tract size to a min-
imum; these are particularly useful in cardiac and vascu-
lar procedures. ‘Cutting needles’ have a variety of point
shapes designed for different surgical uses; these may be
flattened and ‘sword-like’, or triangular in cross-section
with the apex cutting edge on the inside of the needle
curvature (reverse cutting). Cutting needles are designed
for ease of penetration of tough or dense tissues, includ-
ing skin. They cut, rather than separate tissues and can,
therefore, cause local bleeding by cutting blood vessels.
Other needle modifications include ‘blunt’ needles for
suturing friable tissues, e.g., the liver and ‘heavy’ needles
which are particularly strong and bear little resemblance
to the size of the suture material.

Use of surgical needles
Needle holders of an appropriate size for the suture con-
cerned should be used; needle that are too large often dam-
age needle holders. The needle should be grasped on the
flattened part of the shank, if present, for the best grip and
to prevent slippage and rotation. However, if the needle
does not have a flattened part then it should be grasped at
a point about one-third of the needle length from the
swaged end, but the needle should not be grasped too near
its attachment with the suture material and never by its
point as this will distort or blunt it.

The needle and suture size appropriate to the required
bite size should be chosen; needles that are too small tend
to become bent and broken. The passage of the needle
through the tissue should follow its direction of curvature.

PRINCIPLES OF SUTURING
1. Tissues should be handled gently and wound edges

protected from contamination, drying, abrasion or
crushing.

2. Haemostasis should be meticulous, but beware of
overuse of diathermy particularly at the skin edges,
as burning of the skin may occur causing both a de-
lay in healing and an increase in the size of the scar.

3. Contaminated and devitalised tissue should be ex-
cised. If severe contamination exists then the wound
should not be sutured, but treated by delayed prima-
ry suture or left open to heal by secondary intention.

4. Choose the correct size and type of suture for the
task, bearing in mind the healing characteristics of
the tissue in question and the tensile strengths
involved. Do not use sutures that are larger than
necessary and avoid implanting non-absorbable
material where possible.

Fig 3. The surgeons knot –
double then single square
reef knot. A further double
reef knot makes the knot
secure.

Fig 4. Continuous all layers
suture in end-to-end anasto-
mosis of small bowel. The loop
on the mucosa Connell stitch is
not haemostatic but ensures
inversion of the corners.

5. Sutures should be tied tightly enough to approxi-
mate the wound edges without ‘strangling’ the tis-
sues. Wound edges become swollen in the early
phase of healing. This will exacerbate ischaemic
problems caused by overtight sutures and may result
in tissue necrosis and ‘cutting out’ of the sutures
with wound breakdown.

6. Surgeons’ knots (Fig 3) should always be used with
particular regard to ‘laying’ each throw of the knot
in the correct orientation to prevent breakage and
slippage of the suture. Synthetic monofilament su-
tures are more difficult to handle than multifila-
ment and natural sutures, and require a greater
number of throws to each knot to ensure security.
Large knots, if close to the skin, should be ‘buried’
to prevent irritation.

7. Suture materials should never be gripped with
instruments as this weakens them and can lead to
suture breakage.

8. Always use appropriate lengths of suture with
adequate bites to do the job. Mass closure of the
abdominal wall demands sutures bites of no less
than 1 cm from the wound edge and about 1 cm
apart.7 This will require a total suture length of at
least four times the length of the wound.14

9. Attention should be directed to appropriate inver-
sion of the sutured tissue edges (e.g. end-to-end
anastomoses Figs 4 and 5) or eversion (e.g. skin Fig
6), to facilitate healing and prevent complications 
(e.g. anastomotic leakage).

10. Once the wound has been sutured, it remains at risk
of becoming infected and should, in general, be cov-
ered with an appropriate dressing and inspected reg-
ularly until healing is sufficiently advanced. Howev-
er, inspection should not disturb the ‘seal’ of the
wound, otherwise infection may be introduced.

11. Make sure adequate instruction is made regarding
the timing of the suture removal.
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One of the major impediments to true
European co-operation is the language barrier,
which, in spite of the growing use of English,
is still a major problem in many international
organisations.

As a part of EWMA’s effort to facilitate the 
co-operation and exchange of knowledge
between the European organisations we
hereby initiate the first step of the
EWMA translation service.

In this issue we bring a translated version of
the index from a non-English national
magazine. The editorial board has chosen the
Danish magazine SÅR as the first example.

The aim is to have translated indices from
all major wound healing and management
magazines in the Journal, along with contact
addresses, in order for the readers to request
relevant articles for translation.

Therefore, we strongly urge the national
organisations to inform EWMA about which
magazines could be relevant, and submit
translated index if possible.

The next step of the EWMA language
programme will be initiated at the conference
in Grenada, Spain, in May next year (please
refer to details in this issue), where EWMA, in
co-operation with the Spanish organisation
GNEAUPP, will host its first ever bi-lingual
conference.

Article index for
SÅR 3/2001:

Proposal for establishment of the
working area of Clinical Wound Healing
Finn Gottrup

Systemisation of scoring and mattress
selection
Inger E. Kjærgaard and Hanne V. Bundsgård

Wound treatment as a county function
Rolf Jelnes

Science search
Monica L. Kjær

Treatment of Neglesopp is especially
important for diabetics
Theis Huldt-Nystrøm

The EWMA
translation service

(a) (b)

(c)

Fig 6.
(a) Simple suture of skin.
(b) Vertical mattress suture of skin.
(c) Horizontal mattress suture of skin.
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Fig 9. An end-to-end stapling device
used to anastomose bowel.

Fig 8. A side-to-side stapling device which can divide
and close bowel or allow side-to-side anastomosis.

Fig 7. A linear stapling device used to close a bowel end.
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There are three basic types of gastrointestinal stapling
device available; linear, side-to-side, and end-to-end sta-
plers.15 Side-to-side staplers are available with or without
a knife blade for transection of a viscus between staple
rows; end-to-end staplers have circular knife blades.

1. Linear stapler (Fig 7)
Linear terminal everting staple line: Used for end clo-
sure of a viscus (e.g., duodenal stump closure in Polya
gastrectomy)

2. Side-to-side stapler (Fig 8)
a. Linear inverting anastomosis with transection:

Used for side-to-side intestinal anastomoses
(e.g., gastroenterostomy).

b. Linear staple line without transection: Used for
fashioning enteric reservoirs (e.g., ileal pouch).

c. Linear staple line with transection: Used for 
closure of a viscus (e.g., small bowel resection).

3. End-to-end stapler (Fig 9)
Circular inverting anastomosis: Used for end-to-end
gastrointestinal anastomoses (e.g., closure of colo-
stomy following Hartmann’s procedure).

Laparoscopic surgical advances in recent years owe much
to the refinement of clip and stapling devices for use with
laparoscopic instruments. Most laparoscopic procedures
would be impossible without laparoscopic clip applicators,
in particular, as laparoscopic suturing is a difficult tech-
nique and one that can add considerably to the operation
time.                                                                    �
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COOK

One of the greatest challenges facing
EWMA in the next few years is to ad
dress the issue of raising the profile of

acute and chronic wounds at an international
level. Why do we need to address these issues?
For practitioners and researchers working in the
field of wound care the dilemmas and complexi-
ties we face on a day-to-day basis are so evident
and challenging that it is difficult to appreciate
that for the European Commission and the
World Health Organisation wounds do not
feature on their agenda.

It is sometimes useful to stop and reflect why
we find ourselves in this situation, and how we
may, as an organisation, challenge the status
quo. The focus of medical research and practice
over the last few decades has been on the eradi-
cation of diseases such as cancer and infectious
disorders, for which there is a high visible mor-
tality. Chronic wounds, while undoubtedly
associated with significant morbidity, are rarely
considered as life threatening, despite the aware-
ness that deaths do occur in patients with pres-
sure ulceration and other wound types. Never-
theless, the real issues of mortality are often
hidden or obscured by other conditions from
which the patient may be suffering. How many
health care agencies can describe their mortality
figures in relation to patients with wounds?
What reliable data exists internationally to
challenge this issue? As we face the realities of
an increasingly elderly population we must also
recognise that there will be a concurrent in-
crease in chronic conditions. This should allow
for opportunities to address the numbers of pa-
tients with disabling conditions such as leg ul-
ceration and pressure ulceration, which increase
in prevalence within elderly populations. The
European Commission in its research priorities
has recognised the importance of improving the
health and quality of life of the elderly in order
to maintain independence and reduce the num-
bers of people who will require residential or
hospital care in the future.

Wound care is frequently considered to be
everyone’s business. Wounds are treated by a
plethora of practitioners in many different
health care settings. With a few notable excep-
tions, there are few academic centres entirely
focussed on understanding the science and
practice of wound healing. Wound care has not
developed sufficiently as a speciality to hold its
head above the parapet and demand to be
heard. Gaining research money to undertake
wound healing research remains a challenge
within an arena where high profile conditions
such as cardiac disease attract attention. This
frequently leads to an ongoing reliance on the
wound care industry to fund many studies that
are focussed on industry-led issues rather than
on the questions generated by the wider scien-
tific community. Gaining education in wound
care in many parts of Europe is difficult, with
practitioners frequently having to come to the
United Kingdom and Scandinavia for training.
It is encouraging to see new wound care pro-
grammes emerging in Spain, Germany, Italy,
France and other parts of Europe, but we must
strive to place wound care education in the
centre of medical and nursing curricula, and
not view it as an optional post graduate issue.
Wound care, as a speciality, deserves a place
alongside traditional specialities such as cardiol-
ogy and intensive care. These issues highlight
some of the problems that contribute to the low
profile of wound care and the challenges that lie
ahead.

During the last few years EWMA has fo-
cussed its attention on fulfilling its role as an
umbrella organisation, drawing together wound
care communities and the national wound asso-
ciations and wound healing societies across
Europe. While there is enormous strength in
our diversity, the differences in access to wound
care products and issues of reimbursement in
many countries must be addressed if we are to
achieve evidence-based wound care across
Europe. If we are to successfully tackle the issue
of raising the profile of wound care, we must do
so from a position of strength, which will
emerge from the unified voice of all wound care
communities within Europe striving together
for improved recognition. This is one particular
area where EWMA will be focusing its efforts
over the next few years and aiming to achieve
European standards of wound care practice
which can be applied across the whole Europe-
an community.                                            �

EWMA news

The Profile of
Wound Care
– A European Challenge
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It is with great pleasure that EWMA
welcomes Sylvie Meaume as a full member
of the EWMA council.

Dr. Meaume is a specialist in dermatology
and gerontology in the Internal Medicine
and Gerontology departments at Charles
Foix Hospital (Assistance Publique-Hõpitaux
de Paris) in Ivry sur Seine, France. She is the
author of several publications on wound
healing, the management of chronic wounds
and immunology, and nutrition in elderly
people. 

Dr. Meaume is vice-president of the French
Society of Wound Healing and is co-founder
of the Journal de Plaies et Cicatrisations, the
French journal on wound care. She has been
the secretary of the French Society of Wound
Healing since 1996 and is the organiser of the
Paris VI University Diploma in Wound Care
and Wound Management.

EWMA is very pleased to announce that Johnson & Johnson
and TYCO Healthcare have chosen to become EWMA
corporate sponsors from 2002.

EWMA  is working very hard to raise both the quality and the 
exposure of wound healing and wound care all over Europe.
The close co-operation between the organisation and the industry
is one of the crucial factors in the development of the wound
healing and management area.

Only by giving the industry a useful and positive outcome for
their investment will it be possible for both parties to benefit
from their association in the long run.

We would like to officially thank our new corporate sponsors
for choosing to help us in our efforts. We hope that everybody
associated with EWMA will support this co-operation in any
way possible.

The EWMA council

EWMA will benefit greatly from the vast
experience Dr. Meaume brings with her
to the Council. Equally important is
Dr. Meaume’s prominent position within
the French Wound Healing Society. This
will facilitate an even closer co-operation
between Société Francaise et Francophone
des Plaies et Cicatrisations (SFFPC) and
EWMA thereby helping to maintain the
international forum for which EWMA
strives.

A warm and heartfelt welcome to you
Sylvie, we are looking forward to working
with you very much.

The EWMA Council

EWMA news

New Corporate Sponsors in EWMA

Welcome to Sylvie Meaume

Awards are available to members of the
European Wound Management Associa-
tion wishing to undertake research, edu-
cation, or a travel scholarship in 2002.

Awards are available in the following
categories:
1. EWMA Research Award in

association with SSL
Members of EWMA undertaking a
research project in 2002 are invited
to apply for funds. Awards will be
made up to a total of £12,000

2. EWMA Education Award in
association with SSL
Members of EWMA undertaking
education in wound care, e.g.
through a course of study, are invited
to apply for funds towards the costs
incurred during study. Awards will
be made up to a total of £5,000.
Course fees will not normally be
considered.

3. EWMA Travel Scholarships
Members of EWMA who wish to
visit centres of interest in wound
research/management/education
during 2002 are invited to apply for
funds. Awards will be made up to a
total of £8,000.

Further details and an application form
are available from:
The Secretary
EWMA
PO Box 864
London SE1 8TT
United Kingdom
Telephone +44 (0) 171 872 3496
E-mail  ewma@kcl.ac.uk

Or visit our web page on
http://www.ewma.org

The closing date for these awards
is the 30th January 2002.

2001
EWMA/SSL Research Awards
– No awards made in this category

EWMA/SSL Education award
1. Julia Graham – £500 to run

multi-disciplinary wound care
related study evenings on the
Island of Arran, Scotland.

EWMA Travel Award
1. Katia Augusta Xavier Furtado,

Portugal, – to allow her to visit
the Centre for research and Im-
plementation in Clinical Prac-
tice, London.

EWMA Poster prizes awarded at
the conference in Dublin
1. Wahlers et al, Denmark, Project

‘Out-patient function – preven-
tion and treatment of pressure
sores’ – poster #48.

2. Ingebretsen et al, Norway,
Educational program for nurses
in leg ulcer care, including
compression therapy – poster
#45.

3. Bradley et al, UK,
Vacuum assisted closure in
managing intractable foot
ulceration infected with
pseudomonas aeruginosa
– poster #27.

4. Cebrian et al, Spain,
Computerized assessment of
chronic wounds in a health
centres – poster #10.

2000
EWMA/SSL Research Awards
1. Rose Cooper – £9000 to work

on the inhibition of wound
pathogens by Welsh honey.

2. Gillian Pedley – £12,679 to
investigate risk factors for
developing pressure ulcers.

EWMA/SSL Education award
1. Julia Graham – £500 to run

multi-disciplinary wound care
related study evenings on the
Island of Arran, Scotland.

2. Sally Hulm, funding for travel,
photocopying and accommo-
dation to enable her to attend
the Post-Graduate Diploma in
Wound Healing and Tissue
Repair at University of Wales
College of Medicine, Cardiff,
Wales.

EWMA Travel Award
1. Rose Cooper – £720 to visit the

Honey Research Unit at the
University of Waikato,
New Zealand

EWMA Poster prizes awarded at
the conference in Stockholm
1. Peter Falk, Sweden, Examina-

tion gloves affect the secretion
of matrix metalloproteinases
(MMPs) and their inhibitors
(TIMPs) from cultured human
fibroblasts – poster #6.

2. Karsten Schmidt, Germany,
Interaction of autologous
human cytokines with modern
interactive dressings in vitro
– poster #15.

3. Roberto Cassino, Italy,
Vulnera and grid: two different
realities in the Italian wound
care – poster #25.

EWMA Awards
2000 and 2001

European
Wound Management
Association
2002 Awards
in Association with SSL
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The use of a framework approach to
curriculum development will provide
greater opportunity for host institu-
tions/ organisations to adapt the con-
tent and learning outcomes in ways in
which they consider most appropri-
ate, as the curriculum will be sub-di-
vided into smaller more manageable
themed units. Currently the project
team is approaching other wound
healing/management organisations
with specific expertise to assist with
the development of specialised curric-
ula units such as pressure ulcers. It is
hoped that involvement of other
wound management organisations in
this process will enhance the specifi-
cation of key learning outcomes for
specialised curricula units and foster
collaboration between such organisa-
tions across Europe.

Once the curriculum development
process is complete, host institutions
will be required to define the relevant
target audience for any educational
initiative i.e. doctors, nurses. They
will also be expected to negotiate, in
advance, the specific content of each
curriculum unit as they may be amal-
gamated or omitted as necessary to re-
flect local requirements. However,
compulsory elements of each curric-
ulum unit will be identified in ad-
vance to maintain standards and en-
sure cohesion of the students’ learn-
ing experience.

HOW YOU CAN HELP
As curriculum development begins to
take shape, the project team will de-
velop a quality assurance process in
the form of a benchmarking standard
for wound care education as well as a
mechanism for endorsement of exist-
ing wound healing/management ed-
ucational programmes across Europe.
Help will be required during all stag-

es of this process. Your expertise as a
clinician, educationalist, manager or
researcher could be invaluable as there
are many facets to a project such as
this. Once the curriculum has been
developed, people with the appropri-
ate expertise will be needed to organ-
ise, facilitate and teach on a variety of
educational initiatives. Although this
is a long-term project the commit-
ment of EWMA, its corporate spon-
sors and co-operating woundhealing
and management organisations will

EWMA news

European Education Development Project

I would like to represent ________________________ (insert country name)

as a participant of the consultative panel for the

European Education Development Project.

Surname

First name(s)

Professional group        � Doctor       � Nurse       � Therapist       � Other

Please state

Title

Institution/Department

Work address

Postal code City

Country

Tel Fax

E-mail

� I do not have access to E-mail

Address for correspondence (if different from above)

Please photocopy this form and distribute to interest colleagues.

Return to

 Congress Consultants

Martensens Allé 8

DK-1828 Frederiksberg C

Denmark

Tel (int.): +45 7020 0305

Fax (int.): +45 7020 0315

E-mail: ewma@congress-consult.com

www.congress-consult.com

ensure that it will come to achieve its
aims.

In the meantime, help is needed to
establish effective consultative panels
for each country in Europe. If you feel
that you could help to describe the
current status of wound care in your
country and would like to be consid-
ered as a panel member or could sug-
gest someone else, please complete the
form above.
                                                �

Chair: Madeleine Flanagan,
Principal Lecturer,
University of Hertfordshire, UK.
Co-chair: Finn Gottrup, Director
Copenhagen Wound Healing Centre,
Denmark.

PROGRESS SO FAR
The planning of the EWMA Educational Devel-
opment Project first began a year ago in October
2000 and the background of the project was re-
ported in the first edition of the EWMA Journal.
The project has ambitious aims to produce a flex-
ible, framework for the delivery of education fo-
cusing on wound healing/management across
Europe accommodating national variations in
health care provision to raise the profile of wound
care in a variety of health care settings. In order
to be successful, a project of this size and complex-
ity will be a long-term one requiring detailed
planning and implementation. Eventually it is
hoped that the EWMA Educational Develop-
ment Project will produce a framework that will
support a structured range of practice develop-
ment support services for countries wishing to
raise awareness of best practice in wound care.

One of the first objectives of this project is to fos-
ter collaboration between wound healing groups/
organisations across Europe. This is already well
underway, but will take time. The project was suc-
cessfully launched at EWMA’s joint conference
with the Wound Management Association of
Ireland in Dublin in May 2001. Individual dele-
gates, wound healing organisations (among others
AISLeC, WMAI, APTF, DSFS), and corporate
sponsors endorsed the need to facilitate multi-
disciplinary education in wound care across
Europe and pledged their support. Meetings with
industry and a workshop for delegates demon-

strated a high level of commitment and enthusi-
asm for the project. As a result of the Dublin con-
ference, the project team has been contacted by
doctors and nurses throughout Europe wishing to
be part of the consensus group panels. These pan-
els will co-ordinate data collection and provide a
profile of wound care in each participating coun-
try so that curriculum development can begin.
Widespread interest has also been expressed from
countries outside the European Union including
South Africa, Australia, New Zealand, the USA
and Canada.

Currently some of the research tools and question-
naires that will be used to gather information are
being piloted in Portugal by the project team.
Once any modifications have been made, ques-
tionnaires will be distributed across Europe so that
multidisciplinary panels of wound management
specialists from participating countries can con-
duct an educational needs analysis to help devel-
op a national profile that provides insight into the
particular educational requirements of individual
European countries. This information will then be
used to identify the curricula content of the
EWMA educational framework.

LONG-TERM GOALS
In the longer term, EWMA aspires to establish a
framework to create educational standards for
wound management without taking away profes-
sional autonomy in different countries for deter-
mining how these standards are achieved. The
inter-disciplinary and multinational nature of the
curriculum development team will help ensure
that individual countries are able to develop an
educational programme which reflects local needs
and fosters collaborative working practices which
value the alternative perspectives of other profes-
sional disciplines.
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What does it do?
The LSN gives people with lymphoedema much needed
information to help them seek assessment, early treatment
and vital on-going monitoring. Given this information pa-
tients can do much to help themselves. Self-help is ex-
tremely important to those unable to get to a lymphoede-
ma clinic and encourages patient compliance. It runs a tel-
ephone helpline; 2000 letters and telephone calls were
received last year from patients and
health care professionals seeking infor-
mation and support. It also produces a
quarterly newsletter, a wide range of fact
sheets and maintains an up-to-date
web-site. It works to raise awareness of
lymphoedema and campaigns for better
national standards of care. There is a
campaign to lobby Members of Parlia-
ment in an attempt to increase govern-
ment awareness of the need to provide
an adequate level of care for the lym-
phoedema patient. An article featuring
a young lymphoedema patient has also
appeared in the press and the LSN has
taken part in a radio programme.

Bi-monthly support-group meetings
are held at the Royal Marsden Hospital.
These were originally intended for pa-
tients at the Royal Marsden lymphoede-
ma clinic but many others now attend
including patients with primary and
secondary lymphoedema, health care
professionals and therapists.

Because there are very few clinics in
the UK that treat children, and their parents have special
needs, one of the LSN trustees, who has primary lym-
phoedema and is a school teacher, usually makes contact
with parents to provide the extra support and information
needed.

How is all this funded?
Funding is becoming increasingly difficult. It comes main-
ly from members’ subscriptions, donations, sales of the
LSN’s first self help video and Christmas cards and other
fund raising events. More funding is needed to maintain
the efficient running of the office and produce the infor-
mation for which there is a growing need.

What problems do you encounter with professionals
and the way services are delivered?
Lack of awareness within the medical profession is one of
the biggest problems and very high on the list of priori-
ties is the need for research. Without it lymphoedema
treatment cannot be taken forward. There is very little clin-
ical evidence concerning the effectiveness of the treatments

for lymphoedema such as bandaging and manual lymph-
drainage. We desperately need clinical trials to evaluate
this. At the moment patients with cancer are more likely
to receive treatment than those with primary lymphoede-
ma. We must strive to provide equality of access
irrespective of what causes the lymphoedema. As one pa-
tient said “Why do we have to get cancer to get treated for
lymphoedema?”

Do you know what the situation
is in other countries?
In Germany there is more awareness of
lymphoedema. It is more generally ac-
cepted as a condition and there seems to
be more treatment available. We hear
very little from other countries.

What are the psychological issues for
people with lymphoedema?
The psychological issues are huge.
Remarks about appearance that does
not conform to society’s idea of how one
should look can be very hurtful. The
breast cancer patient who develops lym-
phoedema finds it very difficult, having
survived the cancer, to then have to deal
with lymphoedema.

Why do you think lymphoedema
hasn’t been a high profile problem?
Because it’s not life threatening. Patients
feel they shouldn’t complain because it’s
not life threatening but they still have

to live with the condition and still want to work, to join
in activities and play sport. It’s low down on the list of pri-
orities because it’s not a glamorous condition and this is
one of the main reasons it has not been taken forward.

Conclusion
As EWMA develops its European network this must be a
time to consider the role of patients within our strategy.
In many countries, issues such as reimbursement of wound
care products remain a major stumbling block to improved
practice. How can we mobilise patients to lobby for access
to improved products? How would reimbursement agen-
cies respond to the collective voice of patients within in-
dividual countries and across Europe?. Should EWMA be
facilitating the development of such initiatives in the fu-
ture? Clearly these issues require greater exploration. If we
really want to improve wound care practice on European
basis we must not forget the voice of the patient.

EWMA would love to hear about other patient groups
who are already in existence.                                   �
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The Lymphoedema
Support Network

Aims To:
• Ensure that every

lymphoedema patient
receives the correct 
diagnosis and a suitable
level of care

• Provide information and
education to the public
on the subject of
lymphoedema

• Promote better awareness
of lymphoedema as a
major health condition to
local health authorities and
health care professionals

• Work for better resources
for the treatment of
lymphoedema for all

Very little attention in wound care has been
placed on the potential role that patients
may play in determining effective service

delivery. In recent years the traditional divide be-
tween professionals and patients has been narrow-
ing as we approach an increasingly consumer-
driven society. Patients’ views must now be con-
sidered within the framework of health care de-
livery. In many countries, such as the United
Kingdom, health policy directives specifically re-
quire professionals to incorporate patients in the
decision-making process and to be able to dem-
onstrate these mechanisms in action. For many
professionals these moves are difficult to assimi-
late and it is challenging to truly integrate patients
as partners in health care.

However, many opportunities exist to harness
the power of the patient in helping professionals
to improve the care provided to patients. Tradi-
tionally, patients with chronic wounds have been
considered to be passive, due in part to the large
number of elderly patients who may not be so
involved in the consumer approach as younger,
more empowered patients. This article explores
the development of one such patient group – the
Lymphoedema Support Network (LSN). This is
the first patient organisation to be working with
EWMA and we hope to see other groups emerge.

As an organisation EWMA must examine ap-
proaches to mobilise patients to achieve better
standards of wound care. In a recent research in-
itiative the LSN has been working with clinicians
and researchers in London in an epidemiology
study which has led to a new model of service
delivery. The results from the epidemiology and
the recommendations for practice will be present-
ed to parliament through a parliamentary lobby-
ist working on behalf of the LSN who is fighting
for better services in the United Kingdom. This
is just one example of the approaches that can be
taken and many other opportunities and models
exist. This article highlights the drive and com-
mitment such organisations have to improve serv-
ices for their members. Such organisations fre-
quently emerge because of the traumatic experi-

ences of individual patients and their desire to
improve care.

The responses to questions posed in a short
interview with LSN council members explained
how the organisation was set up, its functions,
the problems it faces and its hopes for the fu-
ture.

How did the LSN come into being?
The organisation was formed 10 years ago by 7
patients at the Royal Marsden Hospital, a hospi-
tal dedicated to cancer treatment, who each put
£1 in an envelope to cover expenses. It became a
charity in 1992 and will be celebrating its 10th
anniversary in November 2001. It was the prob-
lem of diagnosis highlighted by the experience of
the first chairman whose lymphoedema was not
diagnosed for a year, the lack of information and
the conviction that much could be done to help
patients that led the group to decide to meet
together.

There are now over 2000 members with 46
support groups around the UK, all of which
operate independently as self-help groups.

How does the LSN function?
A committee which meets 10 times a year makes
all major policy and financial decisions. It consists
of a chair, vice-chair, treasurer, secretary, elected
members, a nursing advisor and a voluntary ad-
visor/consultant.

The charity operated from a small office at the
Royal Marsden Hospital in Fulham Road, Lon-
don, before moving to its present offices in the
crypt of St. Luke’s Church in Chelsea, London.
The office is run by five committee members, who
work there regularly, together with two adminis-
trators and volunteers. The membership consists
of patients of all ages, health care professionals and
others concerned with lymphoedema. The chari-
ty’s medical advisors come from the dermatology,
oncology, radiology and paediatric fields. The LSN
works very closely with the British Lymphology
Society (BLS), the national grouping of health care
professionals involved in the management of lym-
phoedema.

The Lymphoedema Support Network
          – A Patient Perspective
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Book
Review

The science of wound management is constantly
evolving which presents a major challenge for
anyone attempting to provide a textbook that

will meet the needs of clinicians. Since the first edition
of this book was published, there have been many devel-
opments and tissue viability has a much higher profile
within nursing. Guidelines for care have been developed
and the pathophysiology of problems such as diabetic
foot ulcers and venous leg ulcers is more clearly under-
stood. This second edition is a welcome updating.

Acute and Chronic Wounds aims to provide a compre-
hensive guide to wound care which will answer both the
specific questions of non-specialist nurses and act as a
vital resource for tissue viability nurses. Its range is
huge, covering the basics of anatomy and physiology
through to specific disease processes related to skin as
well as looking at the broader picture of practice devel-
opment and team working.

However, it does not fall into the category of those
books that promise to be a “complete guide to ...” where
the range is undermined by the lack of detailed informa-
tion. This text has both breadth and depth providing
reliable information that is detailed, comprehensive and
evidence-based.

Title: Acute and Chronic Wounds (Second Edition)
Author/Editor: Ruth A Bryant
Publisher: Mosby
Price and binding:
No of pages: 557
Illustrated: Yes

ISBN 1-55664-410-8

The text is divided into logical chapters with a highly
detailed index. The objectives of each chapter are listed
at the beginning and each chapter concludes with a self-
assessment exercise. Diagrams are clear and appropriate
although there are regrettably few colour plates. 
(Of course, more squeamish clinicians may regard this
as a positive attribute!).

In addition to the chapters that would be expected in a
tissue viability textbook, such as wound debridement
and acute surgical and traumatic wound healing, there
are useful chapters on areas adjacent to tissue viability
such as the management of drain sites and gastrointesti-
nal feeding tubes. Recent developments such as growth
factor technology and adjuvant technologies (e.g. nega-
tive pressure wound therapies) are also addressed.

Bryant highlights the need for the wound care nurse to
function as a change agent. Since the skills required for
change management are frequently underestimated, the
section that addresses practice development is particu-
larly welcome.

Although the contributors are all based in America, the
approach is generally universal and widely applicable
although the chapter that focuses on homecare in
America will inevitably be of limited use for community
clinicians in other countries.

Overall though, this a weighty text book that would
be a valuable resource for any clinician with a need for
reliable information about wound care.

Una Adderley
Qualifications: BSc, BA, DN, RGN

Job Title Research: Nurse/District Nurse
Workplace: Dept of Health Studies, University of York / Scarborough

and North East Yorkshire Healthcare Trust
Correspondence Address: Spring Farm, Cawton, York YO62 4LW
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entated of rulers, Carlos I of Spain
and the V of Germany. This centre
of knowledge, founded in 1528, was
based on the legacy of the ancient
Madraza, the Islamic University, cre-
ated by Sultan Yusuf I, centuries be-
fore. Since then the historic streets
of Grenada have been covered by il-
lusion of youth and hope for the fu-
ture.

Grenada has a long history of ex-
cellence in poetry, music and arts.
This is the city where Manuel de
Falla wrote the majority of his work,
where Andrés Segovia obtained his
magical feel for the guitar and where
the gypsies lives out their unparal-
leled parties “zambras” in the caves
which are found around the ever-
present Alhambra. This incredible
monument of the Arabic empire has
its shadowy walls covered with an-
cient poetry and the Alhambra
speaks clearly of an Andalusian lega-
cy, where “living art” had its strong-
est manifestation. The indelible

memory of Federico García Lorca,
who was born, lived and created his
ingenious work here, also persists
within these same walls.

Arabic palaces and houses mixed
with huge baroque and renaissance
buildings characterize the city. The
cathedral, the royal chapel with the
tombs of the Catholic kings and the
Cartusian Monastery are examples
of the ancient style competing with
the modern styles of the Park of Sci-
ence, the auditorium of Manuel de
Falla, the Sports Stadium and the
Las Gabias golf course.

Grenada is full of life, fun and
bustle in the tavernas and pubs,
which can be found everywhere in
the town such as the student zone
“Pedro Antoio de Alarcón”, the fam-
ily meeting place of “Campo del
Príncipe”, at the base of Alhambra
or in the exotic winding streets filled
with exotic smells and tastes from
the tea houses.

The Albayzín is a famous area of
narrow streets and squares filled
with lively Spanish every day life. A
living and, at the same time, ancient
district, filled with a strong person-
ality, enforced by the abundance of
fountains, monuments and, most of
all, astounding panoramas. From the
vantage point of the San Nicolas
Square, the sight of the Alhambra,
which rises on the opposing hilltop,
has been the inspiration for numer-
ous painters and photographers. The
American president Bill Clinton
returned to this very place in 1997
with his family, after a prior visit
during his younger years, to see
what he described as the “the most
beautiful sunset in the world”.

Grenada is situated in an area that
offers a unique abundance of tourist
attractions. The ski resort of Sierra
Nevada can be found only 32 km
from the city centre, the temperate
climate, the beaches and the fruits of
the tropical coast, the valleys and
tiny villages of the hidden mountain
range of Las Alpujarras, the nearby
historical cities of Seville, Ronda
and Cordoba, the ancient smell of
war and romance in the last resort of
the Arabian empire Al Àndalus, the
villages of pomegranate trees, and
the olive plantations all contributes
to an outstanding visit for any visi-
tor.

This enchanting land both
ancient and young awaits us with
the challenge of sharing science, care
and quality of life.

We hope that you will take this
unique opportunity not only to
experience Grenada, but also to
meet 1500-1800 colleagues dedicat-
ed to the same purpose. Please refer
to the details in this Journal for
more information.

Greetings from Spain.

GNEAUPP
president J. Javier Soldevilla Agreda

GRENADA
Wound care in Grenada
Grenada is one of the eight provinces
of Southern Spain, which make up
Andalusia. Like the land and its
inhabitants, the care of pressure ul-
cers and other chronic wounds in the
preventive and therapeutic phases
have evolved simultaneously with
Spain, improving on areas from pri-
mary care to home care and modern
materials based on the latest research
advances.

In this short presentation the
most important thing to point out is
the enormous work done in the last
years by the Andalusian group Ulce-
sur, and especially the founder and
fire soul of this organisation, Sergio
Juan, member of the GNEAUPP
board. Unfortunately Sergio Juan
passed away recently, but his work
was, and still is, in very large part re-
sponsible for the new ways of consid-
ering and treating these problems so
common and at the same time so se-
rious for the health and quality of life
of those it affects.

Grenada offers a vast experience
as a conference location and invites
us to enjoy its streets and monu-
ments and indulge in its magical
atmosphere. It has, therefore, been
chosen as the meeting point for the
joint meeting of the 4th National
symposium on Pressure Ulcers and
the 12th conference of EWMA.
During this three day bi-lingual con-
ference, the delegates will have the
opportunity to attend the numerous
sessions covering every aspect of
wound care including subjects such
as “Quality of Life for Patients with
Chronic Wounds” and “New advanc-
es in Therapeutics: Genetic
Engineering and Tissue engineering”.
Furthermore a number of workshops

will be arranged covering issues
from “Fungating Wounds” to “In-
ternet and Chronic Wounds”. Last
but not least several of the leading
companies in the wound manage-
ment area will, besides participating
in the accompanying exhibition,
also host a number of symposiums
presenting themselves and their ex-
pertise.

In the following you will find a
short description of the wonderful
city of Grenada.

History
Grenada has always been a meeting
point for the currents of history.
Among the first precise testimonies
we have are some coins struck by a
local tribe in the fifth century be-
fore Christ. The Romans arrived
500 years later and founded the Ibe-
rian Society. The legend tells that
San Cecilio set up his bishopric in
year 62 of our reckoning and Mo-
hamed Ben Alhamar established the

Nazaric rule in 1238. During the
following two and a half centuries,
the city reached a very high eco-
nomic, cultural and artistic level,
culminating in the gradual construc-
tion and expansion of the Alhambra,
and which is one of the most ad-
mired and visited monuments in the
world.

The Catholic rulers, Isabel de
Castilla and Fernando de Aragón,
entered the Moor Capital of Grena-
da on the second of January 1492
thereby crushing the long Arabic
reign of the Iberian Peninsular, three
months after signing the agreement
which permitted the adventurous
travel of Christopher Columbus.

The City
Grenada is today a university city;
almost a fourth of the 250.000 in-
habitants are either studying or
teaching in the old and very famous
university. The university was
founded by that most European ori-

Fotógrafo: L. Dominguez
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The Wounds Group seeks to prepare, maintain and
disseminate systematic reviews of the effects of
interventions to prevent and treat wounds and their
complications. Before a review can be published the
reviewers need to prepare and publish a protocol for
their review. This sets out, in detail, how they will
search and select relevant studies, and then how they
will analyse them. This helps reduce bias and errors
in preparing the review. The Wounds Group now has
18 completed reviews and 18 protocols published in
the Cochrane Library. These have been produced by
64 reviewers from eight countries.

PUBLISHED WOUNDS GROUP REVIEWS

Leg ulcers (10 reviews)
� Compression for venous leg ulcers
� Oral zinc for chronic leg ulcers
� Low laser therapy for venous leg ulcers
� Dressings and topical agents for painful

leg ulcers
� Skin grafts for venous ulcers
� Pentoxifylline for venous leg ulcers
� Intermittent pneumatic compression for 

venous ulcers
� Compression to prevent recurrence of 

venous ulcers
� Electromagnetic therapy for treating

venous leg ulcers
� Ultrasound for treating venous

leg ulcers

Pressure ulcers (3 reviews)
� Beds, mattresses and cushions for prevention

and treatment of pressure sores
� Ultrasound for treating pressure sores
� Electromagnetic therapy for pressure sores

Diabetic foot ulcers (2 reviews)
� Pressure relieving interventions for preventing

and treating diabetic foot ulceration
� Patient education for preventing diabetic 

foot ulceration

Bites (1 review)
� Antimicrobial prophylaxis for mammalian

and human bites

Chronic wounds (1 review)
� Topical negative pressure for chronic wounds

Surgical wounds (1 review)
� Removal of nail polish and finger rings for

reducing surgical wound infection

PUBLISHED WOUNDS GROUP PROTOCOLS
Reviews in progress, ready during 2002!

Leg ulcers (2 protocols)
� Oral antibiotics for treating venous leg ulcers
� Dressings and topical agents for venous leg ulcers

Pressure ulcers (2 protocols)
� Dressings/topical agents to treat pressure sores
� Dressings/topical agents to prevent pressure sores
� Nutrition for preventing and treating pressure

ulcers

Surgical wounds (8 protocols)
� Double gloving to reduce glove perforations
� Intra-operative warming for post-op

complications
� Antimicrobial prophylaxis in colorectal surgery
� Antibiotics for hand surgery (2 protocols)
� Pre-operative fasting (2 protocols)
� Dressings for surgical sites

Burns (1 protocol)
� Dressings and topical agents for burns

Acute wounds (1 protocol)
� Therapeutic touch for healing acute wounds
� Tissue adhesives for lacerations
� Normal saline vs. tap water for cleansing

Reviews being planned – watch this space!
� Repositioning to prevent pressure ulcers
� Debridment for pressure ulcers
� Routine disinfection of hospital surfaces to

prevent infections
� Chinese herbs for burns
� Debridement for diabetic foot ulcers
� Interventions to prevent infections of

orthopaedic pin-sites

HIGHLIGHTS FROM OUR REVIEWS
Review title: Antibiotic prophylaxis for
mammalian bites.

Background: Bites by mammals are a
common problem and they account for
up to 1% of all visits to hospital emer-
gency rooms. Dog and cat bites are the
most common and people are usually
bitten by their own pets or by an animal
known to them. School-age children
make up almost a half of those bitten.
Prevention of tetanus, rabies and wound
infections are the priorities for staff in
emergency rooms. The use of antibiotics
may be useful to reduce the risk of
developing a wound infection.

Objectives: To determine if the use of
prophylactic antibiotics in mammalian
bites is effective in preventing bite
wound infection.

Search strategy: Relevant RCTs were
identified by electronic searches of
MEDLINE, EMBASE, LILACS and
the Cochrane Controlled Trials Register
databases in November 2000.

Selection criteria: We included ran-
domised controlled trials that studied
patients with bites from all mammals.
Comparisons were made between anti-
biotics and placebo or no intervention.
The outcome of interest was the
number of infections at the site of bite.

Data collection & analysis: Two reviewers
extracted the data independently.
All analyses were performed according
to the intention-to-treat method.

Main results: Eight studies were includ-
ed. The use of prophylactic antibiotics
was associated with a statistically signifi-
cant reduction in the rate of infection
after bites by humans. Prophylactic
antibiotics did not appear to reduce the
rate of infection after bites by cats or
dogs. Wound type, e.g. laceration or
puncture, did not appear to influence
the effectiveness of the prophylactic
antibiotic. Prophylactic antibiotics were
associated with a statistically significant
reduction in the rate of infection in
hand bites (OR 0.10, 95% CI 0.01 to
0.86; NNT = 4, 95% CI 2 to 50).

Reviewers’ conclusions: There is evidence
from one trial that prophylactic anti-
biotics reduces the risk of infection after
human bites but confirmatory research
is required. There is no evidence that
the use of prophylactic antibiotics is
effective for cat or dog bites. There is
evidence that the use of antibiotic pro-
phylactic after bites of the hand reduces
infection but confirmatory research is
required.

This review should be cited as:
Medeiros I, Saconato H. Antibiotic
prophylaxis for mammalian bites
(Cochrane Review) Cochrane Library,
Oxford. Update Software.

Review Title: Topical negative pressure
for treating chronic wounds

Background: Chronic wounds mainly
affect the elderly and those with multi-
ple health problems. Despite the use of
modern dressings, some of these
wounds take a long time to heal, fail to
heal, or recur, causing significant pain
and discomfort to the person and cost
to health services. Topical negative pres-
sure, e.g. VAC, is used to promote heal-
ing of surgical wounds by using suction
to drain excess fluid from wounds.

Objectives: To assess the effectiveness of
topical negative pressure (TNP) in
treating people with chronic wounds
and to identify an optimum TNP regi-
men.

Search strategy: The Cochrane Wounds
Group Specialised Trials Register was
searched until July 2000. Experts in the
field and relevant companies were con-
tacted to enquire about ongoing and
recently completed relevant trials. In
addition, citations within obtained
papers were scrutinised to identify addi-
tional studies.

Selection criteria: All randomised con-
trolled trials that evaluated the effective-
ness of TNP in treating chronic wounds
were considered.

Data collection & analysis: Eligibility for
inclusion, data extraction and details of
trial quality was conducted by two
reviewers independently. A narrative
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Cochrane Wounds Group

EWMA news

E. Andrea Nelson,
Research fellow,

Department of
Health Studies,

University of York. UK.
(Editor of the

Cochrane Wounds Group)

synthesis of results was undertaken as
only two small trials fulfilled the selec-
tion criteria and they used different
outcome measures.

Main results: Two small trials with a
total of 34 participants evaluated the
effectiveness of TNP on chronic wound
healing. Trial 1 considered patients with
any type of chronic wound; Trial 2 con-
sidered patients with diabetic foot ulcers
only. The trials compared TNP (as open
cell foam dressing with continuous suc-
tion) for the first 48 hours with saline
gauze dressings. Trial 1 reported a statis-
tically significant reduction in wound
volume at 6 weeks in favour of TNP.
Trial 2 (continuous suction, followed by
intermittent suction after 48 hours)
reported a reduction in the number of
days to healing and a reduction in
wound surface area at 2 weeks in favour
of TNP, – although no statistical analy-
sis was reported.

Reviewers’ conclusions: The two small
trials provide weak evidence suggesting
that TNP may be superior to saline
gauze dressings in healing chronic
human wounds. However, due to the
small sample sizes and methodological
limitations of these trials, the findings
must be interpreted with extreme cau-
tion. The effect of TNP on cost, quality
of life, pain and comfort was not report-
ed. It was not possible to determine
which was the optimum TNP regimen.

This review should be cited as:
Evans D, Land L. Topical negative
pressure for treating chronic wounds
(Cochrane Review) Cochrane Library.
Oxford, Update Software 2000/2.

Cochrane reviews are maintained by
incorporating new evidence, and by
responding to comments/criticisms sent
in by users of the reviews. If you have
comments or criticisms of any of our
reviews, you can submit them to the
editorial office, c/o Mrs. Sally Bell-Syer,
coordinator of the Cochrane Wounds
Group, Department of Health Studies,
University of York, UK YO10 5DD;
e-mail: sembs1@york.ac.uk.
Alternatively, if you have access to the
Cochrane Library, then you can submit
them via the Comments and Criticisms
function.                                   �
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T he EWMA Cost Effectiveness Panel is
being established to address the need to
provide assistance to those wishing to

undertake cost effectiveness studies in wound
management. While the quality of clinical stud-
ies and trials of interventions (both products and
systems) has without doubt improved greatly over
the last 10 years, there remains a dearth of quali-
ty information on the costs and, more important-
ly, the cost effectiveness of wound care interven-
tions. With limits on health service spending, but
an ever increasing expectation from consumers
(patients), the gap between what is expected of
health care provision and what can be provided
is widening. Governments from all over Europe
(and indeed the world), need to judge health care
interventions not only on their effectiveness, but
also to demand the maximum output in terms
of health gains for the input provided (Health
budget).

We will address the following:
� develop a position paper for EWMA on

cost effectiveness.
� provide information and advice on the

principles and types of cost studies
� assist in the development of cost effective-

ness protocols for health professionals
involved in wound care practice

� act as a resource in providing advice on
reimbursement issues

EWMA
COST EFFECTIVENESS
PANEL

At present the EWMA panel consists of Professor
Nick Bosanquet of Imperial College School of
Medicine, Professor John Posnett of York Univer-
sity, and myself. We are keen to expand this panel
further, to encourage collaborations with health
economists, other health professionals already ac-
tive in cost effectiveness studies and members from
our industrial partners, particularly those involved
in reimbursement in Europe. We would expect
panel members to offer themselves free of charge,
and allow access to key information that might
help us understand this problem in more detail.
Clearly members of the panel will have areas of
their knowledge and expertise that they need to
keep confidential, and we will respect this. How-
ever, we believe that by sharing information within
the umbrella of EWMA we can place wound care
on governments’ agendas to ensure easier access to
appropriate care.

The panel will be convened early in the new year
(2002). If you would like to contribute by becom-
ing a panel member, please feel free to contact me.

�

Pressure Ulcers
Berlowitz DR, Brandeis GH,
Anderson JJ, Ash AS, Kader B,
Morris JN, Moskowitz MA.
Evaluation of a risk-adjustment
model for pressure ulcer
development using the Minimum
Data Set.J Am Geriatr Soc.
2001 Jul;49(7):872-6.

Berlowitz DR, Brandeis GH, Morris
JN, Ash AS, Anderson JJ, Kader B,
Moskowitz MA. Deriving a risk-
adjustment model for pressure
ulcer development using the Mini-
mum Data Set.J Am Geriatr Soc.
2001 Jul;49(7):866-71.

Fife C, Otto G, Capsuto EG,
Brandt K, Lyssy K, Murphy K,
Short C. Incidence of pressure
ulcers in a neurologic intensive
care unit. Crit Care Med.
2001 Feb;29(2):283-90.

Burns
Wibbenmeyer LA, Amelon MJ,
Morgan LJ, Robinson BK, Chang
PX, Lewis R 2nd, Kealey GP.
Predicting survival in an elderly
burn patient population.Burns.
2001 Sep;27(6):583-90.

Lukish JR, Eichelberger MR,
Newman KD, Pao M, Nobuhara
K, Keating M, Golonka N, Pratsch
G, Misra V, Valladares E, Johnson
P, Gilbert JC, Powell DM, Hart-
man GE. The use of a bioactive
skin substitute decreases length of
stay for pediatric burn patients.J
Pediatr Surg.
2001 Aug;36(8):1118-21.

Boyce ST. Design principles for
composition and performance of
cultured skin substitutes. Burns.
2001 Aug;27(5):523-33.

Griffe O, Gartner R, Captier G,
Brabet M, Baro B, Selloumi D,
Otman S. [Evaluation of prognos-
tic factors in the burned patient].
Ann Chir Plast Esthet.
2001 Jun;46(3):167-72.

Ben-Bassat H, Chaouat M, Segal
N, Zumai E, Wexler MR, Eldad A.
How long can cryopreserved skin
be stored to maintain adequate
graft performance? Burns.
2001 Aug;27(5):425-31.

Wharton SM, Khanna A. Current
attitudes to burns resuscitation in
the UK. Burns.
2001 Mar;27(2):183-4.

Watts AM, Tyler MP, Perry ME,
Roberts AH, McGrouther DA.
Burn depth and its histological
measurement. Burns.
2001 Mar;27(2):154-60.

Surgical Wounds
Dermatotraction: an effective
technique for the closure of fasci-
otomy wounds: a preliminary
report of fifteen patients. J Orthop
Trauma. 2001 Aug;15(6):438-41.

Stone CA, Dubbins PA, Morris RJ.
Use of colour duplex Doppler im-
aging in the postoperative
assessment of buried free flaps.
Microsurgery. 2001;21(5):223-7.

Lefebvre D, Penel N, Deberles
MF, Fournier C. [Incidence and
surgical wound infection risk
factors in breast cancer surgery].
Presse Med.
2000 Nov 18;29(35):1927-32.

Capon A, Souil E, Gauthier B,
Sumian C, Bachelet M, Buys B,
Polla BS, Mordon S. Laser assist-
ed skin closure (LASC) by using
a 815-nm diode-laser system
accelerates and improves wound
healing. Lasers Surg Med.
2001;28(2):168-75.

Diagnosis/prognosis papers in 2001

EWMA newsEWMA news

Traumatic wounds
Hollander JE, Singer AJ, Valentine
SM, Shofer FS. Risk factors for in-
fection in patients with traumatic
lacerations. Acad Emerg Med.
2001 Jul;8(7):716-20.

Flores JM, Jimenez PI, Rincon D,
Marquez J, Navarro H, Munoz A,
Murillo F. [C reactive protein as
marker of infection among pa-
tients with severe closed trauma].
Enferm Infecc Microbiol Clin.
2001 Feb;19(2):61-5.

Leg ulcers
Stanley A, Osler T. Senescence
and the healing rates of venous
ulcers. J Vasc Surg.
2001 Jun;33(6):1206-11.

Edwards JV, Yager DR, Cohen IK,
Diegelmann RF, Montante S,
Bertoniere N, Bopp AF. Modified
cotton gauze dressings that selec-
tively absorb neutrophil elastase
activity in solution. Wound Repair
Regen. 2001 Jan-Feb;9(1):50-8.

Diabetic foot ulcers
Jirkovska A, Boucek P, Woskova
V, Bartos V, Skibova J. Identifica-
tion of patients at risk for diabetic
foot: a comparison of standard-
ized noninvasive testing with
routine practice at community
diabetes clinics. J Diabetes
Complications.
2001 Mar-Apr;15(2):63-8.       �
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Bispebjerg Hospital

Nursing Home

Nursing Home

Introduction
In Denmark approximately 2000to 4000 persons suffer frompressure sores. Approximately10% lives in the City ofCopenhagen.

Patients with pressure sores,mostly elder, weak and immobileare referred to the CopenhagenWound Healing Center, BispebjergHospital, for out-patient treatment.This often results in:Discomfort of transportHigh transport costsLack of consistency in treatmentPoor communicationLack of sector collaboration

Objectives

Home treatment of patientswith all grades of pressuresores

Reduce disadvantages oftransportation
Reduce costs of transportationImprove nursing standards

Increase the nurses knowledgethrough bed-side-education inorder to prevent and treatpressure sores
Give general recommendationsfor a new concept of co-operation between the primarysector (Community) andsecondary sector (Hospital)

Project “Out-patient Function
– Prevention and Treatment of Pressure Sores”

Wahlers B1

Zimmerdahl V1

Müller K1

Bülow L B2

Gottrup F1

1 Copenhagen Wound Healing Center,Bispebjerg Hospital
2 Health Administration ofthe City of Copenhagen,Denmark

Results

During the first year of the project,90 patients were included, agesranging from
41 to 98 years.
23 patients were 41-80 years old.67 patients were 81-98 years old.The pressure sores ranged fromgrade 0 to grade 4.

550 visits to the patients residencewere carried out.
The nursing staff have developedcapability in producing relevantproposals and methods forprevention and treatment ofpressure sores.

The number of referrals toCopenhagen Wound HealingCenter of patients with pressuresores was reduced by 64%.
A reduction of patient transportbetween the primary andsecondary sector was achievedand resulted in a reduction oftransport expenses of 90.000 GBP.Decreased patient discomfort dueto strain of transport.

Improved treatment consistencyand communication were achievedtogether with improved transsectorcollaboration.

Method

The project is a collaborationbetween the CopenhagenWound Healing Center and theHealth Administration in theCity of Copenhagen
The project is scheduled fora three year period.
The project involves nursinghomes from 2 of 11 districts(1200 citizens).

A research-nurse, specialisedin wound care, is responsiblefor the implementation of theproject.
Nursing staff contact theresearch-nurse accordingto need.

The patient is involved inthe care management.
Participation of Center physicianand physiotherapist fromCopenhagen Wound HealingCenter on an ad hoc basis.Bed-side teaching is establishedcovering the following points:

Need for pressure relief andassessment or improvementas required.
Local wound care management,planning and implementation.Treatment evaluation anddocumentation in a woundrecord.

Estimation of frequency forfollow-up visits.Conclusion

Introduction of an out-patient function and an increased collaboration

between the primary health care sector and Copenhagen Wound Healing

Center has shown a reduction in referrals to the out-patient clinic.
It is desirable in the future to extend this function to patients with all
types of wounds in all districts of the municipality of Copenhagen.

Vision

The design of the project will beestablished on a national level.

DISTRICT 1

DISTRICT 2

DISTRICT 3

DISTRICT 4

DISTRICT 5

DISTRICT 6

DISTRICT 7

DISTRICT 8

DISTRICT 9

DISTRICT 10

DISTRICT 11

Copenhagen Wound Healing Center

italspebjerg Hospital
Bispe

Bispebjerg Hospital · Copenhagen Denmark

Conferences

From the 17th to the 19th of May this
year more than 800 nurses, doctors and
company representatives gathered to-

gether for three days to learn, share and expand
their knowledge on their common interest –
the management and healing of wounds at the
joined EWMA/WMAI conference in beautiful
Dublin, Ireland.

The programme – with a broad variety of
plenary and parallel sessions (more than 150
abstracts submitted) and a number of work-
shops gave the participants a unique opportu-
nity to receive the newest knowledge within the
area. Main themes in the plenary sessions were
Conducting Research, Wound Management
Guidelines, Acute Wounds and Non-accidental
Injuries. Furthermore three plenary sessions
were given on the “The Role of Oxygen in
Wound Healing and Management”, “Revisiting
the Evidence on Topical Antiseptics and Antibi-
otics in Chronic Wound Management” and for
those who stayed to the end, the interesting and
enjoyable session “Tissue Viability Legal Issues
– Attending a Mock Trial at a Coroners
Courts” by City Coroner Nigel Chapman.

For some of the participants the EWMA con-
ference in Dublin, were the first international
conference they attended and for others it was
the first time they had to present a paper in an
international conference. 10 researchers partici-
pated in two special sessions. Among these all
very brilliant presentation the EWMA Awards
for best presentation was won by: Irene Ander-
son, United Kingdom with her presentation ti-
tled “The Effect of Blood Pressure Cuff Posi-
tion on the Recording of Ankle Systolic Pres-
sure in the Lower Leg” and by Roberto Poligna-
no, Italy with his presentation titled “Four-layer
Compared with UNNA’s Boot in Venous Leg
Ulcer Management”.

The Workshops gave practical insight on Band-
aging, Dressing of Difficult Wounds, the Inter-
net as a Medium for Research, Critical Apprais-
al, Doppler – the myths and reality, Skin care
and Larvae for Wound Debridement.

Among the many exciting poster the EWMA
Award for best paper was won by  Britt Wahlers
et al, Denmark, with the poster titled “Project
out-patient function – prevention and treat-
ment of pressure sores”.

EWMA is working to fulfil our obligations
throughout Europe and it was a great pleasure
to hear Justina Somrak from Slovenia presenting

The 11th Conference of
the European Wound Management Association

the newly build wound management associa-
tion. This conference was also our first oppor-
tunity to gather representatives from all the co-
operating wound organisations – to share our
visions and learn from each other’s experience.

During the day – at lunch and coffee breaks –
the leading wound healing and wound manage-
ment companies exhibited their products,
shared and discussed new developments with
the participants and colleagues – and through
there presence made their contribution to the
success of the conference.

After a long day of lectures and workshops the
participants had the possibility of relaxing and
meeting colleagues at the social events. – a visit
to Guinness Storehouse where the participants
had a chance to learn about the brewing process
behind the black magic – the Guinness
Draught and to taste it afterwards at the newly
opened Gravity Bar at the top of the Store-
house. From here we had a beautiful view over
the city of Dublin. The Conference Dinner
took place in the magnificent Ballroom at the

Jury’s Ballsbridge hotel where the participants
enjoyed an excellent dinner followed by a fan-
tastic cabaret, showing the rich Irish culture
with River dance and folklore music. During
the Dinner EWMA announced the EWMA
awards and grants – all given to encourage
further development in the field of Wound
Care. For further information on EWMA
awards given in 2000 and 2001, please refer to
the EWMA awards page in this edition of the
EWMA journal.

Judging from the reactions from participants
and exhibitors and the questionnaires all
enjoyed the conference. We therefore feel it
is justified to call the 11th conference of the
European Wound Management Association
another success, and thank everyone who
contributed. ■

The EWMA Award
for best paper
was won by
Britt Wahlers et al,
Denmark

Deborah Hofman
EWMA Recorder

Geoff Keye
Chairman

Local organising
committee
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Conferences

On behalf of EWMA, we are
delighted to be sharing the

opportunity of the joint Conference
between GNEAUPP and EWMA.

This conference is in line with
EWMA’s strategy to develop
European perspectives in Wound
Healing and Wound Management.

The conference will be a highly
innovative conference with an im-
portant Spanish touch, referencing
the excellent work which is per-
formed within Spanish wound
management.

We are sure that the scientific
programme will be enhanced by
placing the conference in one of the
most picturesque locations in
Europe and we are looking forward
to seeing you in Grenada, Spain,
in 2002. ■

Christine Moffatt, EWMA President
Finn Gottrup, EWMA Recorder
Javier Soldevilla,
GNEUAPP President
Joan-Enric Torra Bou, Chairman of
the Local Organizing Committee

Grenada 2002 SATURDAY, 25 MAY

1000 -1130 Satellite Symposium

1000 -1130 PLENARY

1130 -1200 Coffee-Break. Poster Presentation

1200 -1330 CHRONIC WOUND CARE POLICIES
ACROSS EUROPE
Chair: Finn Gottrup, Denmark and
Javier Soldevilla Ágreda, España

SPAIN. Javier Soldevilla Ágreda
UNITED KINGDOM. Carol Dealey
PORTUGAL. Elaine Pina
ITALY. Andrea Belingheri
FRANCE. Luc Téot
SCANDINAVIA. Finn Gottrup
GERMANY. Ulrich E. Ziegler
EWMA. Christine Moffatt

FRIDAY, 24 MAY

0900 -1000 LEGAL ASPECTOS AND CHRONIC WOUNDS
Chair: Madelaine Flanagan, UK and
José A. San Sebastián Domínguez, España

Aspectos legales y heridas crónicas. Nigel Chapman, UK

1000 -1100 THE DIABETIC FOOT AS CHRONIC WOUND
Chair: Mike Edmonds, UK and
Estrella Perdomo Pérez, España

Epidemiology and impact. Jan Apelquist, Sweden
How to deal with infection in the diabetic foot.
Javier Aragón Sánchez, España

1100 -1130 Coffee-Break. Poster Presentation

1130 -1300 Satellite Symposium

1300 -1400 PLENARY

1400 -1530 Working Lunch

1530 -1700 MOIST WOUND HEALING IN THE THIRD 
MILLENIUM: NEW WOUND DRESSINGS IN A
MOIST ENVIRONMENT
Chair: Wolfgang Vansheidt, Germany and
Carmen Blasco García, España

Dressings, the nurse’s perspective.
Fernando Martínez Cuervo, España
Dressings, the doctor’s perspective. Sylvie Meaume, France
Dressings, the industry’s perspective. Representantes Convatec
S.A./Coloplast S.A./Smith&Nephew S.A./Johnson&Johnson S.A.

1700 -1730 Break

1730 -1830 NEWS ADVANCES IN THERAPEUTICS: 
GENETIC ENGINEERING, TISSUE ENGINEERING
Chair: Geoff Keye, Ireland and
Manuel Gargo Fornels, España

George Cherry, UK
Finn Gottrup, Denmark
Marco Romanelli, Italy

1830 -1930 PLENARY

2130 “El Capricho” Centre, Cocktail Party,
Farewell Dinner and End of Conference Ball

OFFICIAL WORKSHOPS

1. Practice based on evidence and chronic wounds
Andrea Nelson, UK and Joan Enric Torra i Bou, España

2. Neoplasic wounds
Elena Santamaría, España and Patricia Grocott, UK

3. Debridement and chronic wounds
Finn Gottrup, Denmark and Deborah Hofman, UK

4. Psychological care of patients with chronic wounds
Ramona Rubio, España

5. The Internet and chronic wounds
Albert Cortés Borra, Sevilla and
Andrés Roldán Valenzuela, Sevilla

6. Podiatric care of the diabetic foot
José A. San Sebastián, Bilbao and
Enrique Giral Veciana, Barcelona

7. Decision tree diagrams in chronic wounds
José Verdú Soriano, Alicante

PRELIMINARY PROGRAMME

THURSDAY, 23 MAY

0800 -1000 Registration. Collection of Documentation

1000 Opening Ceremony
J. J. Javier Soldevilla Ágreda, España, Christine Moffatt, UK
Finn Gottrup, Denmark, Joan-Enric Torra i Bou, España

1030 -1130 QUALITY OF LIFE FOR PATIENTS WITH CHRONIC WOUNDS
Chair: Peter Franks, UK and Ana Orbegozo Aramburu, España

Quality of life: impact of body change on patients “behaviour”. Patricia Price, UK
Psychosocial aspects of leg ulcers. Peter Franks, UK
Practical topics based on case studies. Deborah Hofman, UK

1130 -1200 Coffee-Break. Poster Presentation

1200 -1300 VENOUS ULCERS COMPRESSION: FROM THEORY TO PRACTICE
Chair: Peter Vowden, UK and Joan-Enric Torra i Bou, España

Physiopathology of venous insufficiency and surgical correction.
Olle Nelzen, Sweden
The science of compression. Hugo Parsch, Austria
Multilayer bandaging. Christine Moffatt, UK

1300 -1400 PRESSURE ULCERS: THE CHALENGE OF DIAGNOSIS
Chair: Marco Romanelli, Italy and Luis M. Novillo Briceño, España

From theory to practice. Tom De Floor, Belgium
The impact of diagnosis.  Joan-Enric Torra i Bou, España
Reality of assessment in the clinical area. Carol Dealey, UK

1400 -1530 Working Lunch

1530 -1700 Satellite Symposium

1700 -1800 PLENARY

1800 -1830 Break

1830 -1930 PAIN AND CHRONIC WOUNDS
Chair: Christine Moffatt, UK and Pilar Ibars Moncasí, España

Interiorising pain. Michelle Briggs, UK
Pain in old age. Mercé Capó, España
The nurse’s role in pain management. Ramon Pediani, UK

1930 -2030 PALLIATIVE CARE AND CHRONIC WOUNDS
Chair: Christine Lindholm, Sweden and Justo Rueda López, España

Palliative care and chronic wounds,
the nurse’s perspective. Elena Santamaría Andrés, España
Latest advances in the treatment of neoplasic wounds. Patricia Grocott, UK

2030 Auditorium Manuel de Falla. Popular folk performance

2115 “Mirador” of the Palacio de Congresos y Exposiciones.
Welcome Cocktail Party

Fotógrafo: F. Ontañon

Fotógrafo: Blanca Berlin
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Conference Calendar

International Workshop
on Multidisciplinary Concepts

in Wound Healing

The Danish Wound Healing Society is very
pleased to announce the Workshop on
Multidiciplinary Concepts in Wound Healing.

The development in the field of wound healing
and management has never been as fast as in
the recent years and the necessity of exchanging
data, comparing clinical practice and getting
updated on the most recent achievements is
more important than ever before.

The workshop, which is the first arrangement
celebrating the 10-year anniversary Danish
Wound Healing Society’s (DWHS), will be a
gathering of outstanding professionals in the
Wound Healing and Wound Management area.

The workshop will focus on the newest
multidisciplinary treatment models and assessing
these in order to define in what direction the
development of the wound healing area should
be continued. This is of vital importance for
all involved in clinical work, research and
commercial activity within the area of Wound
Healing and Care.

April 24th 2002
Helsingør (Elsinore) · Denmark

For more information please contact:
Congress Consultants
Martensens Allé 8
DK-1828 Frederiksberg C
Denmark

European 
Co-operation

As a part of the new EWMA strategy, we
       have, within the last year, worked hard

 to create closer bonds between the na-
tional wound healing and management organisa-
tions.

Through co-operating with EWMA the
national organisation receives a large number
of benefits including:

■ The members of the organisation register as
EWMA members at conferences

■ The members will receive the EWMA Journal
■ A quarter page or half a page in the EWMA

Journal for association data or national news
■ Link at EWMA web-site
■ Invitation for EWMA co-operating

association workshop at the annual
EWMA conference

■ 1-2 free invitations for the annual EWMA
Conference

■ Participation in the European Curriculum
Group, developing guidelines for education
within the wound management area

■ Co-operative status in relation to EWMA
research funding

■ The organisation is free at any time to 
co-operate with other wound management
associations

■ EWMA expects no financial obligations from
the co-operating association

On the following pages you will find a
presentation of some of the organisations which
have agreed to co-operate with EWMA. Others
will be presented in the following issues of the
EWMA Journal.

We are very happy that so many within such
a short time have agreed on the need for closer
co-operation within Europe. We are also
convinced that the number will keep rising, and
that we are all well on our way to create a truly
European forum for the improvement of wound
management.

We hereby hope that more associations will
see the opportunities and contact us, so that we
can all benefit from the synergy that is being
created around EWMA.

Christine Moffatt, EWMA President

Danish Wound
Healing Society

Tel (int.): +45 7020 0305
Fax (int.): +45 7020 0315
E-mail: mcwh@congress-consult.com
www.congress-consult.com/mcwh

The language barrier have always
been a major obstacle to the ex-
change of research methods within
any scientific field. Many highly quali-
fied researchers have stayed away
from presenting at conferences solely
due to a nerves at presenting in a
language different from their own.
This is a great loss to everybody in
the field.

EWMA seeks in every way possible to
help researchers meet and exchange
ideas, and the following initiative is a
part of the overall EWMA language
programme.

To increase and stimulate active
participation in EWMA Conferences,
EWMA would like to encourage
national associations and centres to
establish training possibilities for pre-
senting at international conferences.
EWMA plans to assist with establish-
ing good practices for presentation
and presenting in English. Funding
for such courses could likely be found
in national industry.

The aim is to develop a tutor pro-
gramme in which a national repre-
sentative will be available from all
countries to help their fellow country-
men with both scientific and practical
matters.

The initial steps to this will be intro-
duced already in the 2002 confer-
ence in Grenada, where simultaneous
translations and “language meeting
points” will be arranged.

EWMA will greatly welcome any idea
or initiative from the national
organisation in the development of
this programme.

Please contact the Conference
Secretariat for further information.

Tel: +45 7020 0305 or
ewma@congress-consult.com

The EWMA Language programme

Conference 2001 Place Country

5th Annual Wound Care Congress for Rehabilitation Professionals October 25-27 Rhode Island US

Achtste WCS Congres November 06-07 Utrecht Holland

1st Bennial Meeting of the European Tissue Engineering Society November 07-10 Freiburg Germany

GSA, Gerontological Society of America 54th Annual Scientific Meeting November 14-18 Chicago USA

Conference 2002 Place Country

Optical Technologies to Solve Problems in Tissue Engineering Jan 19-25 San Jose USA

NIFS 2002 seminar ”The sick patient with open wounds” February 07-08 Trondheim Norway

4th Australian Wound Management Association Conference March 07-10 Adelaide Australia

Tissue Viability Society Spring Conference 2002 April 09-10 Blackpool UK

Multidiciplinary Concepts of Wound Healing (MCWH) April 24 Elsinore Denmark

Sår i 10 år Nordisk Jubilæumssymposium April 25-27 Elsinore Denmark

12th EWMA Conference May 23-35 Grenada Spain

The Wound Healing Society 12th Annual Symposium May 29-02 Baltimore USA

The XXI Congress of the EAACI June 01-05 Naples Italy

10th international conference on Behcet’s disease June 27-29 Berlin Germany

20ème Congrès Mondial de Dermatologie July 01-05 Paris France

UWMEF Controversies in Wound Care: Addressing the issues July 01-02 Cardiff UK

World Council of Enterostomal Therapist Congress July 07-12 Florence Italy

6th International Conference ”Materials in Clinical Applications” July 07-12 Florence Italy

Cosmo Derm & Laser Derm September 05-08 Trieste Italy

17th European Conference on Biomaterials September 11-15 Barcelona Spain

6th European Pressure Ulcer Advisory Panel Open Meeting September 18-21 Budapest Hungary

55th Annual Scientific Meeting of the Gerontological Society of America November 22-26 Boston USA

For links and further information, see www.ewma.org. If you know of any relevant event which is not on this list,
please contact the Conference Secretariat, on Tel: +45 7020 0305 or ewma@congress-consult.com

Conferences



EWMA  JOURNAL 2001 VOL 1 NO 2  49EWMA JOURNAL 2001 VOL 1 NO 248

The Portuguese Wound Manage-
ment Association (A.P.T.F.) was
born due to the need felt by the
health professionals in the treat-
ments of wounds and has as its
main aim the training and diffusion
of news services within this area.
In October 1998 the installing com-
mission organised a National Con-
gress about Wound Management.
In April 1999 the council and the
others socials organs were elected.

Since May 1999 the A.P.T.F. council
has organised many workshops all
over the country, to discuss wound
managements. These workshops are
directed at doctors, nurses, pharma-
cists in hospitals, Public Health
Centers and nurses schools.

In October 2000 we had the first
symposium about Chronic Wound
Management.

In September 2001, we had our
first International Congress in Maia
Forum, in Oporto.

General Assembly:
President: Delfim Oliveira
Secretaries: Pedro Sá Couto, Surgeon

Fernanda Peixoto, Nurse

Directive Council:
President: Anibal Justiniano, Surgeon
Vice-president: Anabela Gomes, Nurse
Secretary: Arminda Costeira, Nurse
Treasurer: Olinda Mendes, Nurse
Vocals: Isabel Moscoso, Nurse

Teresa Magalhães, Nurse

Financial Control Council:
President: Fátima Carvalho
Redactor: Mavilia Morais
Secretary: José Carlos

APTF
Associaçato
Portuguesa

de Tratamento
de Feridas

Portuguese
Wound

Management
Association

Anibal Justiniano
President

Correspondance to:
Associaçato Portuguesa de

Tratamento de Feridas
Rua Alvares Cabral,137, sala 14

4050-041 Porto Portugal
Telephone - 351-2-22026725

Fax - 351-2-22007890

Organisations

American Academy of Wound Management AAWM aawm.org USA
American Burn Association ABA ameriburn.org USA
Association for the Advancement of Wound Care AAWC aawc1.org USA
Australian Wound Management Association Inc. AWMA awma.com.au Australia
British Burn Association BBA – UK
European Burn Association EBA – Europe
European Pressure Ulcer Advisory Panel EPUAP epuap.org Europe
European Tissue Repair Society ETRS etrs.org Europe
Grupo ULCESUR ulcesur.com Spain
Hong Kong Council of Enterostomal Therapists H.K.C.E.T – Hong Kong
ICNA ICNA – Europe
Korean Association of Wound Ostomy Continence Nurses KAWCON – Korea
Mediterranean Burns Club – Southern Europe
National Decubitus Foundation NDF decubitus.org USA
National Pressure Ulcer Advisory Panel NPUAP npuap.org USA
Pediatric Tissue Society – Europe
PERSE PERSE – France
Società Italiana Riparazione Tissulate – Italy
South Australian Wound Management Association SAWMA wound.sa.edu.au Australia
Wound Care Institute, Inc. woundcare.org USA
Wound Care Society WCS woundcaresociety.org UK
Wound Care International, Inc. woundcareinternational.com USA
Wound Care Society of Thailand – Thailand
Wound Healer woundhealer.com USA
Wound Healing Society woundhealsoc.org USA
Wound Healing Society (Singapore) – Singapore
Wound, Ostomy and Continence Nurses Society WOCN wocn.org USA
Woundcare Consultant Society WCS wcs-nederland.nl Holland/Belgium

Name Abbr. www. Country
Associação Portuguesa de Tratamento de Feridas ATPS – Portugal
Associazione Infermestica per lo Studio delle Lesioni Cutanee AISLeC aislec.it Italy
Associazione Italiana Ulcere Cutanee AIUC – Italy
Dansk Selskab for Sårheling DSFS dsfs.org Denmark
Deutsche Gesellschaft für Wundheilung und Wundbehandlung DGfW dgfw.de Germany
Finnish Wound Care Society FWCS – Finland
Grupo Nacional para el Asesoramiento en Úlceras por
Presion y Heridas Crónicas GNEAUPP gneaupp.org Spain
Leg Ulcer Forum LUF – UK
Lymphoedema Support Network LSN lymphoedema.org UK
Norsk Interessefaggruppe for Sårheling NIFS saar.dk/norsk.html Norway
Slovenian Wound Management Association SWMA – Slovenia
Société Française et Francophone des Plaies et Cicatrisations SFFPC sffpc.org France
Svenskt Sårläknings Sällskap SSS sarlakning.com Sweden
Tissue Viability Society TVS tvs.org.uk UK
Wound Management Association of Ireland WMAI – Ireland

Co-operating Organisations

Organisations
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Luc Téot
President of the SFFPC,

Burns Unit, Montpellier France

Sylvie Meaume
Vice-president of the SFFPC.

Specialist, Geriatric dermatology,
Hôpital Charles Foix,

Paris Health and Hospital Services

NIFS
Norsk

Interessefaggruppe
for Sårheling

Norwegian
Wound Healing

Association

Theis Huldt-Nystrøm
Chairperson
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NIFS Norsk Interessefag-
gruppe For Sårheling

NIFS has arranged its 2002 seminar
“The sick patient with open wounds” for
February 7th and 8th 2002 at Rica Hell Ho-
tel, Værnes Airport, Trondheim, Norway.

For a detailed program, information and
registration, please contact NIFS secretary
Gunn Tove Solem. E-mail: nifs@online.no

The seminar will cover a broad range of
wound problems in patients with underlying
diseases, including pathophysiology, nutri-
tion, pain treatment, surgical aspects, ulcers
in cancer patients, mucosal ulcers,  and
lymphatic drainage techniques.

Mini-symposia will cover practical techniques
for pressure relief, practical problems in
connection with the use of wheel chairs,
cushions, positioning and pressure beds.
Current developments in local wound
treatment will be presented and discussed
in a separate session.

The two day seminar will combine lectures,
mini-symposia, practical demonstrations, case
presentations with exhibitions of develop-
ments in wound coverages and equipment.
The language will be Scandinavian.

The seminar will give credits for post graduate
education for general practitioners.

Finally, we feel we owe the reader an expla-
nation for the name of the seminar hotel
– hell is the Norwegian word for nothing
but luck!

We look forward to welcoming you to the
NIFS seminar 2002.
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SFFPC
La Société

Française et
Francophone

de Plaies et
Cicatrisations

The French and
Francophone

Society of
Wounds and

Healing

We Made Wound Management Association
of Slovenia – WMAS

After EWMA offered us their co-operation,
we realised that it was time to work harder for
wound care in our country. We succeeded in
establishing a team of professionals from all
over Slovenia and even managede to get
support for our meetings with EWMA.

A small group of entusiasts are now work-
ing on creating a constitution for our associa-
tion and keeping the multidisciplinary teams
together. We have defined our main goals as:
cooperation with educational institutions and
professional associations in Slovenia and
abroad, cooperation with the ministry of
health and setting national standards in
assessment of wounds. The priority is good
quality and cost effective studies, in order to
obtain evidence which can convince our
country that we need materials for managing
wounds on perscription.

We have contacted the ministry of health
to let them know, what we are trying to do
and to get their support.

24th of october was a big day for us – WMAS
became legal. We are sending you a picture
of our logo and our first president, who is a
plastic surgeon asistant Toma_ Jane_i_, dr. of
medicine and the lady vice-chairman is Vanja
Vilar, RN, ET. We are very satisfied with our
achievements so far. Our only regret is that a
group of surgeons insists on leadership in the
area because we objected when they sug-
gested to make an association of their own.
It is very important for all parties to work
together in this field and we hope that the two
organisation will be able to work together in
the future.

Hypocrat said: »Healing is a matter of
time, but it is also a time of oportunity.«
We want to get our oportunity!

With best regards,

Dragica Tomc - _alamun, RN, ET
for Wound management association of
Slovenia

Le SFFPC
The assessment and treatment of wounds and
associated pathologies was initially developed
in France by Ambroise Paré in the 18th century
and handed down through the generations by
surgeons and dermatologists. Baron Larrey
contributed to the popularisation of Peruvian
balsam during the Napoleonic wars. The
problem of bedsores was rescued from gen-
eral obscurity by Dr. Vilain in the sixties.
He often reduced complex situations using
simple phrases bordering on the formulaic, in
the style of “one can put anything on bed-
sores except the patient himself”.

When he retired, the problem was once
again consigned to medical no-man’s land.
No universities instructed their medical stu-
dents in the care of bedsores and attempts by
colleagues to educate nursing staff were few
and far between.

Compression dressings for varicose ulcers
began to appear in the 1960s, superseding
the classic treatment, the Unna boot. Sur-
geons became the final arbiters and only a
few asked themselves whether the use of tra-
ditional dressings should be challenged or
whether all types of wound would benefit from
the application of the most recent advances in
flap surgery, given the high incidence of fail-
ures experienced following the rotation of glu-
teal flaps in sacral bedsores.

Burns were treated more and more suc-
cessfully by specialist services after 1960 and
centres for diabetology have been developed
since the 1990s.

Several researchers of international repute
(CNRS, INSERM) are collaborating with clini-
cians in scientific forums and committees.
Such concerted efforts have enabled a team
from Lyon to perfect keratinocyte cultures in
the 1970s.

The early days
In 1984, doctors of physical medicine insti-
gated a conference on bedsores, and pub-
lished a work in which a number of practices
were described. The impact on specialists was
positive, but nursing staff did not yet feel com-
pletely involved. From 1990 onwards, discrete
regional initiatives evolved in Paris, Mont-
pellier and Angers. Between 300 and 500
people took part in occasional conferences,
allowing contacts and links to be forged be-
tween specialist doctors and nurses, pharma-
cists and physiotherapists. These links allowed
them to speak a common language, to
optimise the use of supports and dressings
and respect the principle of healing in a
humid environment.

 WMAS
Slovenian

Wound
Management

Association

Martan Gantar
President

Correspondence to:
SIMPS’S

Motnica 3
SLO-1236 Trzin

Slovenia

Tel: +38 66 11 62 13 39
Att: Helena Peric

The increasingly close relations which de-
veloped between the paramedical and medi-
cal teams in burns units facilitated exchanges
of expertise and created both a precedent and
a model for other specialities. The 1993 legis-
lation on nursing practices for the prevention
of bedsores underlined the necessity of a
common treatment for patients through inter-
disciplinary co-operation.

In 1995, a group of specialist doctors, sur-
geons and nurses started the le Journal des
Plaies et Cicatrisations (JPC), The Journal of
Wounds and Healing, published 4 times an-
nually (7000 copies per issue) and a special
run of 25000 to coincide with the annual con-
gress. For a long time, the Journal was the
only source of information and specialist data
for interested professionals that addressed
their day-to-day preoccupations. The Journal
is one of the major contributors to the practi-
cal advances in France.

The first Conférence Plaies et Cicatrisations
(CPC) Conference on Wounds and Healing
was organised in Paris in 1997 and La
Société Française et Francophone de Plaies
et Cicatrisations (SFFPC) The French and
Francophone Society of Wounds and Healing
was founded.

Today SFFPC is a well functioning institu-
tion with almost 3000 delegates attending the
meetings. The aim of the conferences is to
encourage the training of non-specialist
nurses, doctors and pharmacists, to help them
to establish a system of reference for their
practices and understand advances in terms
of dressings and research. Another mutual
benefit these days is the high number of inter-
nationally renowned colleagues who attend
the conferences.

At the latest conference, 58% of the par-
ticipants came from the paramedical sector
and more than 800 doctors were present.

The workshops, which set selection crite-
ria, are judged annually. This facilitates im-
provement of the quality of the training given.
Innovative educational initiatives based on an
interactive approach were introduced in 2000.
We have also introduced an English-language
facility for colleagues from overseas who
would like to present their work with simulta-
neous translation.

SFFPC also has a well functioning website
www.sffpc.org and many other activities which
will be described in following issues of the
EWMA Journal.
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The association has carried out epidemiology
studies to examine the size of the problem of
chronic wounds in Italy. In 1984 the reported
prevalence of pressure ulcers was 8.6% rising
in 1993 to 12.45% in the 2288 patients ex-
amined. This data was confirmed in 1996
when a prevalence of 13.98% was found in
3296 patients, with 11.38% in 2258 patients
cared for in homecare. This study highlighted
the problems of correct use of wound care
materials, and the organisation began to fo-
cus on these issues. In 1998 in a study involv-
ing 23 AISLeC members and 2665 patients
an overall prevalence of chronic wounds was
56.2%. Within this population 24.84% suf-
fered pressure ulcers, 20.07% vascular lesions
and 11.29% lesions on the foot. This large
scale municipal study showed the improper
use of antibiotics

AISLeC was established in 1995 as a nursing
organisation concerned with wound healing
problems and quality assurance initiatives for
this patient group. In 1998 the association
became multidisciplinary welcoming members
from other professional groups to ensure a
truly global approach to care.

Since the beginning the association has been
involved in many quality assurance initiatives
throughout Italy. The following are a report of
the activities in this time period.

� 60 study days
� 76 courses (14 University) involving 6600

nurses and some doctors
� Pressure ulcer epidemiology
� Winner of EWMA 1997 poster prize
� Finalist at Quality Prize 1997 VRQ Italy
� Development and editing of information

brochures for professionals and care givers
� Consultancy to Health Departments and

Professional Associations
� Training and consultancy for pharmaceuti-

cal and dressing companies
� Contribution to pressure ulcer treatment

guidelines circulation

AISLeC
Associazione

Infermestica per lo
Studio delle Lesioni

Cutanee

Italian Cutaneous
Wounds Association

Andrea Bellingeri, President
Battistino Paggi, Vice-president

Correspondence to:
AISLeC

Via Larer n 6
27100 Pavia

Italy
Tel: +39 382 422133
Fax: +39 382 523203

aislec.sede@venus.it
www.aislec.it

AIUC
Associazione Italiana

Ulcere Cutanee

Italian Association for
Cutaneous Ulcers

Giovanni Micali
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Correspondence to:
Marco Romanelli
University of Pisa

Dept. of Dermatology
Via Roma 67
I-56126 Pisa

Italy
Tel: +39 0 50 992436
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Second Annual Meeting of AIUC
(Associazione Italiana Ulcere Cutanee)
Milan, 14.-16. November 2001

The theme of this year’s AIUC annual meet-
ing is: The cutaneous ulcer: the present and
the future. The meeting will take place in the
aula magna of the Ospedale Maggiore, which
was built in 1456 under the sovereignty of
Francesco Sforza. The local organizing com-
mittee belongs to the Institute of Vascular
Surgery at the University of Milan and Prof.
Piero Bonadeo is the chairman of the meet-
ing. On the first day opening magistral
lecture, given by Prof. Nelzen (Uppsala,
Sweden), will cover epidemiology and the
socio-economical aspects of cutaneous ulcers
in the lower leg. Following the introduction of
a new innovative schedule, the ’free papers‘
sessions will take place early every morning in
order to attract interest in new studies and
give young investigators the opportunity to
present their papers to a large audience. The
main sessions will update the delegates on
growth factors, tissue engineering, physical
therapies, sexually transmitted diseases, ulcers
of rare observation such as cutaneous genetic
disorders, lymphoma and neoplastic ulcers.

A full session on guidelines will give delegates
the chance to overview the Italian proposals
on critical limb ischemia, diabetic foot treat-
ment and compression bandaging. The drug
tariff and DRGs will also be discussed in a
plenary session covering the economical
aspects of wound care. Another main topic of
the meeting is pain and quality of life in
patients with cutaneous ulcers where the
pharmacological treatment and psychological
implications will be addressed.

The AIUC board is continuing to progress
the development of educational activities in
Italy and its co-operation with the European
Wound Management Association will bring
a vital, new lift to both societies for an
enthusiastic program of scientific exchange.

Further information can be obtained at:
MGR - AIM Group
Divisione Congressi
Via Ripamonti, 129
20141 Milano - Italy
tel +39-02-566011
fax +39-02-56609045
E-mail: aiuc@mgr.it

DSFS
Danish

Wound Healing
Society

Finn Gottrup
President

Correspondence to:
Niels Müller

Cypresvej 18
DK-3450 Allerød

Denmark
Tel: +45 4817 7025
Fax: +45 4817 7025

dsfs@mail.tele.dk
www.dsfs.org

The Danish Wound Healing Society was
established during a meeting of doctors and
nurses on the 12th of February 1992. Devel-
opments since then have shown that there is a
major need for organisation and multi-
disciplinary build up of the wound area in
order to help patients as well as the society.

In Denmark, this has resulted in the
creation of several groups of wound-interested
personnel and the establishment of the
Copenhagen Wound Healing Center.

The Society has expanded from the start
and presently the membership is around
1000 persons from the Danish Health Care
system. For these reasons we want to cele-
brate the 10th anniversary of our organisation
by holding an extended meeting consisting of
an international one day pre-conference work-
shop on Multidisciplinary Concepts in Wound
Healing and the two and a half day Nordic
10th Anniversary Symposium.

The Workshop on Multidisciplinary Concepts
in Wound Healing will focus on the recent
development of multidisciplinary concepts and
the significance these different models have
now and will have in the future. The workshop
will consist of sessions on background, socio-
economical aspects, transmural care, educa-
tion/training, and where are we now? 
In addition there will be a panel discussion on

where to move in the future. The workshop
will be in English and internationally recog-
nised experts have already accepted our
invitation to participate in the workshop.
This event will be of high interest both for 
the general health care professional as well
as companies involved in this area.

The 10th Anniversary Symposium is an update
on a broad spectrum of topics related to both
clinical and scientific wound healing. This
includes development, education, research
methods, microbiology and present and new
treatment procedures. Experts from Scandina-
via, and a number of international experts are
invited as speakers. The symposium will be in
Scandinavian except for the international
speakers. We expect the Nordic Symposium to
be the event of the year in Scandinavia and
hope that colleagues and those interested will
participate from all the Nordic countries.

Further information on these arrangements
can be obtained from:
Congress Consults,
Martensens Alle 8
1828 Frederiksberg C,
Denmark
Tlf: +45 70200305
E-mail: congress@congress-consult.com

GNEAUPP
Grupo Nacional
para el Estudio y

Asesoramiente
en Ulceras por

Presión y
Heridas Crónicas

Spanish Pressure
Ulcers and

Chronic Wounds
Advisory Panel

Javier Soldevilla
President

Correspondence to:
Joan Enric Torra Bou

Consord Sanitari De Terrassa
C/Citra De Torrebonica E-8227

Terrassa, Barcelona, Spain
Tel: +34 45 49 11 17 68
Fax: +34 45 49 11 17 07

E-mail: gneaupp@arrakis.es
www.gneaupp.org

GNEAUPP. In 1994, in order to highlight the
importance of the problem of chronic
wounds, and specially pressure ulcers, the
Grupo Nacional para el Estudio y
Asesoramiento en Úlceras por Presión y
Heridas Crónicas (GNEAUPP) (Spanish
Pressure Ulcers and Chronic Wounds Advi-
sory Panel) was created. This is an interdisci-
plinary society with more than 1500 health
care professionals. The aim of the GNEAUPP
is to focus on the promotion of evidence-
based comprehensive approaches for the pre-
vention and treatment of chronic wounds in-
volving different types of disciplines.

Every two years the GNEAUPP organizes a
national meeting about pressure ulcers and
chronic wounds and is involved in other
European organisations like the European
Pressure Ulcers Advisory Panel (EPUAP) and
the European Wound Management Associa-
tion (EWMA). The GNEAUPP has published
several guidelines:

� The prevention of pressure ulcers
� The staging of pressure ulcers
� The treatment of pressure ulcers
� Obtaining samples from chronic wounds
� Epidemiological indicators

GNEAUPP has funded several research
projects about pressure ulcers and is develop-
ing a white report about pressure ulcers in
Spain.

The GNEAUPP has its own website:
www.gneaupp.org, it produces a newsletter
and publishes a scientific journal, Gerokomos-
Helcos, in conjunction with the Sociedad
Española de Enfermería Geriátrica y
Gerontológica (Spanish Geriatric and
Gerontologic Nursing Society).

The evolution of Wound Care in Spain has
produced an increase of research activities in
fields like clinical, epidemiological and basic
sciences.

Previous meetings and conferences:
1. Meeting 1996 Logroño 700 Delegates
2. Meeting 1997 Barcelona 1200 Delegates
3. Meeting 1998 Logroño 1300 Delegates
First Summer school 2000 La Rioja
Second Summer school 2001 La Rioja
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EWMA was founded in 1991
at a conference in Cardiff to
address clinical and scientific
issues associated with wound
healing represented by medical,
nursing, scientific and pharma-
ceutical interests.

The objectives agreed upon then
were as follows:

■ To promote advancement of
education and research into
epidemiology, pathology,
diagnosis, prevention and
management of wounds of
all aetiologies.

■ To hold conferences on
aspects of wound manage-
ment throughout Europe.

■ To provide grants and bursa-
ries to EWMA members

■ To hold multi-centre, multi-
disciplinary training courses
on topical aspects of wound
healing.

EWMA has since worked to fulfil
these objectives and, at the same
time, searched for new ways to
help the promotion of a truly
international forum for wound
management.

At present EWMA is enjoying an
ever-increasing number of mem-
bers; participants in the annual
conferences; co-operating organi-
sations; promising projects, and a
warm support from the industry.

Ten years after its foundation, it
is not too much to say that the
European Wound Manage-
ment Association has truly be-
come the international forum
envisaged in Cardiff.

There is, however, still potential
for improvement, and we hope
that many will join EWMA and
thereby help the organisation
and the whole wound manage-
ment area.

The rate for a one year full
membership is £15.

European
Wound Management
Association

Membership application

Payment accepted in pound sterling only.

I enclose a cheque of £15. Please indicate cheque no.:

Please make cheques payable to:
European Wound Management Association

Or

Please debit my account by £15:
Credit Card type: (Delta, Master Card or Visa)
Credit card no:

Expiry Date:   

Exact name and initials on the credit card:

Please return form
and enclose cheque to:

EWMA
PO Box 864,
London SE1 8TT,
United Kingdom

Surname:

First name(s):

Profession:

 Physician  Surgeon  Dietician

 Nurse  Pharmacist  Other

Work Address:

Address for Correspondence (if different from above):

Tel:

Fax:

E-mail:

LUF
The Leg

Ulcer
Forum

Mark Collier
Chairperson

Correspondence to:
Leg Ulcer Forum Secretariat

c/o PO Box 337
Hartford

Huntigdon
PE29 1FX

United Kingdom
Tel: +44 1480 456798
collier@cricp.u-net.com
www.legulcerforum.com

The Leg Ulcer Forum
A national forum to
advance clinical practice
for the management of
patients with leg ulcers
and associated
conditions through the
education and support of
all relevant professionals.

The Wound Management
Association of Ireland
(WMAI) is organising all
categories of health area
staff: doctors, nurses,
therapists etc. in both
Southern and Northern
Ireland.WMAI

Wound
Management

Association
of Ireland

Bernadette Kerry
Chairperson

Correspondence to:
Ann Witherrow

Altnagelwin Hospital
Glen Shane Road

BT47 6SB
Londonderry

Northern Ireland

LYMPHOEDEMA

Do your patients suffer
from this swelling of the
limbs and body?

The Lymphoedema
Support Network
provides support and 
up-to-date information
about lymphoedema to
patients and health care
professionals.

For further information
please contact
The Lymphoedema
Support Network.

LSN
The

Lymphoedema
Support
Network

Correspondence to:
The Lymphoedema

Support Network
St. Luke’s Crypt

Sydney Street
London XW3 6NH

UK

Tel: +44 20 73514480
Fax: +44 20 7349 9809

E-mail: adminlsn@
lymphoedema.freeserve.co.uk

Website: www.lymphoedema.org/lsn

FWCS
Finnish

Wound Care
Society

Helvi Hietanen
Chairperson

Correspondence to:
PL BOX 16

02201 Espoo
Finland

Tel: +358 9 412 5074
Fax: + 358 9 412 5074
e-mail:haava@co.inet.fi

http://personal.inet.fi/yhdistys/haava

The Finnish Wound Care
Society is a forum for
multi-professional
discussion and debate
concerning wound care.
The society also co-
operates with national
health authorities and,
through this co-
operation, contributes to
the promotion of the
development of wound
care in Finland.
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