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The basic principles that underpin acute and chronic wound care are
similar and both include optimising the overall management of the
patient and any associated disease processes. Despite this, the methods

employed to facilitate healing do vary considerably between individual
practitioners, within and between specialities, and across the individual states
that constitute Europe. Why should these differences have arisen? Often the
answer lies in tradition and re-imbursement policies, which have unfortunately
been allowed to establish practice, and the failure of research to provide
evidence of sufficient quality to categorically define “best” practice.

Through its individual members and by co-operation with other associations
and societies, EWMA has the opportunity to influence future wound care
practice by bringing together health care professionals, scientists and industry.
Clearly this needs to be done through partnership, and to facilitate this EWMA
has continued to develop collaborations with national wound care groups and
other pan-European sub-specialty societies. The development of these links is
one of the cornerstones of EWMA’s strategy. Such links will, however, be
ineffective unless they are combined with a greater understanding of the factors
that influence the provision of care within individual nations. To facilitate the
growth of supporting information for the development of a pan-European
wound care strategy I hope that EWMA will be able to use existing grants and
educational award schemes to sponsor and assist specific research projects
aimed at providing epidemiological and cost-related data. My hope is that this,
combined with the work of the educational and cost-effectiveness groups, will
provide both EWMA and the co-operating societies with a greater
understanding of the problems facing wound care specialists, from whichever
discipline they come, and will also demonstrate the skills and standards
available across Europe.

We have already made a start with the EWMA Position Paper on Pain at
Dressing Changes – this is now freely available i German, Spanish, Italian,
French and English. It is a testament to what you can achieve by bringing
together industry partners, researchers, educators and clinicians and we intend
this to be the first in a series of EWMA position papers.

Much of the necessary data is already in existence. My hope is that by
developing additional links and strengthening existing links with other wound
care societies EWMA can act as a data resource for existing local and national
guidelines and can help societies develop and standardise care.

Peter Vowden, EWMA President



PROMOGRAN
PROTEASE-MODULATING MATRIX

For all chronic wounds

Active modulation of wound environment1,2

Protease inactivation

Growth-factor protection

Clinically proven3

Ease of application and storage3

Bioresorbable, natural components4,5

PROMOGRAN 

APPLIES SCIENCE

TO THE FORCES 

OF NATURE

1 Cullen B, Smith R, Silcock D, et al. 
The mechanism of action of PROMOGRAN*, 
a protease-modulating matrix for the treat-
ment of diabetic foot ulcers. Wound Repair 
Regen. 2002; 10 (1): 16–25.

2 Cullen B, Watt PW, Lundqvist C, et al. Characterisation 
of collagen/ORC, a novel biomaterial for wound healing: 
An investigation of potential mechanisms of action. 
Int J Biochem Cell Biol. 2002; accepted for publication.

3 Veves A, Sheehan P, Pham H. A randomised controlled trial of a
collagen/oxidised regenerated cellulose dressing PROMOGRAN vs 
standard therapy in the management of diabetic foot ulcers. 
Arch Surg. 2002; 137 (7): 822–7. 

4 Bailey AJ. Perspective article: the fate of collagen implants in 
tissue defects. Wound Repair Regen. 2000; 8 (1): 5–12.

5 Dimitrijevich SD. A review of wound healing application of ORC 
and ORC based devices. In preparation.
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Email: j.latarjet@worldnet.fr

INTRODUCTION
In a recent international wound care survey on pain and trauma
at wound dressing changes, dressing removal was considered by
practitioners to be the time of greatest perceived pain1. Burn
injuries cause intense and prolonged pain, made worse by the
need to change dressings frequently to prevent infection and
aid healing. Modern techniques such as early excision and skin
replacement therapy have reduced the number of dressing
changes necessary to treat a burn injury2. Nevertheless, daily
cleansing of the wound, topical applications and occlusive dress-
ings remain the preferred recommended management tech-
nique, especially for injuries where sufficient epidermal living
cells remain to ensure a degree of satisfactory spontaneous heal-
ing. Because a burn injury can be heterogeneous, it may be
necessary to wait eight to ten days before determining which
tissues need to be excised and grafted, and which will heal by
themselves.

Choinière et al3 examined the characteristics of pain experi-
enced by burn patients and identified that the time of greatest
pain is usually experienced during therapeutic procedures. The
study emphasised the need to distinguish between this type of
procedural pain and background pain (at rest) that, once as-
sessed and evaluated, can be managed pharmacologically with
paracetamol, non-steroidal anti-inflammatory drugs (NSAIDs)
and opioids. The aim of zero background pain in burn inju-
ries is an achievable and perfectly realistic goal. However, pro-
cedural burn pain as a result of dressing changes is difficult to
assess and manage4, and there is no consensus among burn
specialists on how best to determine or control this pain. Studies
have shown that procedural pain is widely under treated, even
in specialised burn centres5, 6. In addition, pain control, even
when recognised as important, can be further constrained by a
lack of staff training, time and monitoring capabilities. Under-
treated pain in burn patients can result in non-compliance with
hospital treatment, disrupted care7 and increased risk of post-
traumatic stress disorders 8,9.

The management of
pain associated with
dressings changes in
patients with burns

Key words
Burns; wound healing; procedural pain;
pain assessment; analgesia

Key points
1. Inadequate pain management is detri-

mental to burn patients. The differ-
ence between continuous background
pain and pain due to therapeutic pro-
cedures, such as dressing changes,
must be evaluated and treated sepa-
rately.

2. Control of procedural pain is impossi-
ble without strong pharmacological
treatments, such as IV opioids. Non-
pharmacological therapies should
never be used alone.

3. The management of burn pain at
dressing changes is generally over-
looked. The future of burn care must
focus on the optimal control of pain to
avoid patient suffering and reduce the
risk of post-traumatic stress disorders.

This paper focuses on pain associated
with dressings changes in burn patients.
The pain experienced during such proce-
dures is often excruciating, although this
issue is frequently overlooked. The author
emphasises the need for accurate pain
assessment in both children and adults,
and describes a variety of pharmaco-
logical and non-pharmacological methods
of pain management.

�
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PATHOPHYSIOLOGY OF BURN PAIN
The immediate pain that follows a burn injury is due to
the stimulation of skin nociceptors (pain sensing nerves).
Nerve endings that are completely destroyed will not trans-
mit pain, but those that remain intact will trigger pain
throughout the time and course of treatment, as will re-
generating nerves – those still connected with intact affer-
ent fibres10.

Primary hyperalgesia
A burn injury will immediately prompt an intense inflam-
matory response and the release of chemical mediators that
sensitise the active nociceptors at the site of injury. This
will cause the wound to become sensitive to mechanical
stimuli such as touch, rubbing or debridement, as well as
chemical stimuli such as antiseptics or other topical appli-
cations11.

Secondary hyperalgesia
Continuous or repeated peripheral stimulation of nocic-
eptive afferent fibres induces a significant increase in dor-
sal horn excitability, partly via N-methyl-D-aspartate
(NMDA) receptors12, leading to increased sensitivity in the
surrounding unburned areas of skin. This so called ‘wind-
up pain’, as shown in recent studies by Pedersen and
Kehlet13 is a component of post-burn hyperalgesia, and is
exacerbated by the mechanical stimulation that occurs as
a result of frequent dressing changes. This ‘wind-up’
mechanism may also be partly responsible for a patient’s
increased pain sensitivity observed during the course of
burn management and reflected in the greater opioid re-
quirement for dressing changes over time14. Ketamine, a
potent NMDA antagonist, works by blocking the pain
transmission pathway implicated in the development of
central sensitisation. It has been used extensively in burn
patients for more than 40 years15, although this property
was not recognised for some years.

Patients with severe burns who require dressings over
a long period of time may continue to experience pain de-
spite an escalation in opioid dose requirement. This phe-
nomenon cannot be explained by the pharmacological
effects of burn injuries such as hypermetabolism13.
Whether this is due to opioid tolerance or increased pain
sensitivity, it is important to be aware that the pain does
not usually decrease over the time and course of treatment.

STAGES OF WOUND DRESSINGS
It is essential to recognise the significance of the clinical
technique used in the first dressing, which is usually ap-
plied on admission. Inadequate pain management at this
stage will have lasting effects. The patient may, for exam-
ple, dread subsequent dressing changes and lose confidence
in the care team.

Atchison et al17 have analysed pain at different stages
of wound dressing and identified the most painful stage
to be the removal of the innermost layer of gauze, which
usually adheres to some degree to the wound bed. This was
followed by debridement and topical applications.

TIME-COURSE OF PAIN
It is important to note that post-dressing background pain
intensity is always greater than the pain experienced be-
fore a dressing change. It has also been suggested that pain
increases with the size of the burn17. The time it takes to
change the dressing will depend on the extent of tissue
damage, but dressings applied to the face and hands will
take longer than those applied to other parts of the body.
In an unpublished study for the French national insurance
system, burn specialists estimated that it took three peo-
ple a total of 138 minutes (46 minutes per person) to dress
a 10-30% burn (not involving the face or hands); 105
minutes for three people to dress a facial burn (35 min-
utes each); and 66 minutes for three people to change a
hand dressing (22 minutes each) (this did not include the
person responsible for analgesia).

Skin grafting
The excision of non-viable tissue and the application of
skin grafts decreases the duration of a patient’s pain. Not
only will these procedures reduce the number of painful
dressings changes required, but the wound itself will also
feel less painful, despite having undergone a surgical pro-
cedure. The donor sites are likely to be painful for 48 to
72 hours.

Fig. 1. 70% burn; first dressing with Alfentanyl alone.
Total dose: 35 mg.
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The first dressing following a skin graft is particularly sig-
nificant, as the pain will be caused predominantly by the
removal of staples; an alternative is to use resorbable
stitches to reduce trauma and pain. Donor-site dressings
should be left in place until they peel away of their own
accord.

Newly healed burns
In a patient with newly healed burns, the pain and discom-
fort experienced during dressing changes will originate in
the small unhealed areas or are related to other procedures
such as concomitant physiotherapy.

ASSESSMENT OF PAIN INTENSITY
It is important that clinicians assess pain intensity to es-
tablish the severity of pain and the effectiveness of anal-
gesia. The pain experienced by burn patients varies greatly
from patient to patient3. For this reason treatment
protocols stipulate low starting doses of analgesia, and al-
low for adjustments to be made based on the individual
pain assessment. For adults and children aged over seven,
a visual analogue scale or a verbal numeric scale are excel-
lent tools for assessing pain18. The picture-based Children
Hospital of Eastern Ontario Pain Scale (CHEOPS)19 is
well suited to assessing burn procedural pain in young
children.

PHARMACOTHERAPY
IV opioids
Some dressing changes are undertaken in a Hubbard tank
or in theatre. However, because of the risk of cross-infec-
tion, most dressings changes are carried out in the ward.
Box 1 lists the requirements needed for optimal opioid
analgesic therapy at burn dressing changes.

Intravenous medications, especially IV opioids, are well
suited to fulfill the requirements in Box 1. This is because
IV morphine can be given in small incremental doses20,
however, its delayed onset of action (10 minutes) and long-
lasting effects (several hours) do not allow for the analge-
sic therapy to be adjusted easily to meet individual needs.
Therefore, short-acting medications such as fentanyl,
alfentanil and remifentanil are more appropriate for pain
relief in burn patients. When administered intravenously,
alfentanil, a mu agonist, is a fast-acting medication – reach-
ing peak effect in one minute. There is rapid pain relief and
its relatively short duration of action (mean half-life 90
minutes) fits well with the mean time taken to change a
dressing, providing good post-procedural analgesia. Clini-
cal experience suggests a starting dose of 10mcg/kg, which
is repeated every minute according to the level of pain; the
mean starting dose for changing burn dressings has been
found to be 22±12mcg/kg, with a mean total dose of
29.9±18mcg/kg for procedures that take 41±20min21.
Combining repeated boluses with a continuous infusion
of 2mcg/kg/min is effective in improving pain relief (fig.1).

Remifentanil is even shorter acting; its quick and com-
plete catabolism by plasmatic esterases makes it extremely
useful in the case of high-risk patients, but because the
drug is short-acting it has the disadvantage of not being
capable of providing lasting post-procedural pain relief.

Partial mu agonists or antagonists such as nalbuphine
or buprenorphine are of little interest because of their lim-
ited maximal efficacy (‘ceiling effect’).

The use of IV opioids for severe procedural pain does,
however, have its drawbacks in that some patients may
require such high doses of analgesia, that there is an in-
creased risk of apnoea and loss of consciousness. This can
be problematic during the first dressings of superficial
burns, as patients may need to undergo extensive debri-
dement of necrotic tissue. In these cases, to avoid subject-
ing the patient to pain, the option of general anaesthesia
should be considered.

Box 1: Requirements for optimal analgesia at
burn dressing changes
• Ensure an adequately staffed and safe environ-

ment in which to care for sedated patients
• Control severe acute pain due to nociception

(inflammatory response) during the painful
stages of the dressing (i.e. dressing removal,
wound cleansing) by titrating analgesia to
patient’s individual requirements

• Avoid over sedation during and following the
dressing change, but ensure adequate post-
procedural analgesia through frequent pain
assessment and monitoring of vital signs such
as respiratory rate and sedation level

• Avoid prolonged fasting whenever possible, as
adequate nutrition and hydration is essential
for the healing process

�
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Non-opioid IV drugs
Midazolam and various anxiolytics should be used with
great caution and only under expert supervision as they act
synergistically with opioids to potentially increase the risk
of respiratory depression and reduced mental awareness.
They should, therefore, be used to treat anxiety only, which
is usually anticipatory and can be reduced considerably
with efficient analgesia21 and thoughtful pre-procedure
preparation of the patient.

The option of involving a skilled anaesthetist in order
to use anaesthetic agents such as ketamine or propofol
should be considered for achieving ‘conscious sedation’22

versus general anaesthesia. Sub-anaesthetic doses of
ketamine have been used extensively for many years, es-
pecially in children in whom its unpleasant dysphoric side
effects are less pronounced15,23. Low-dose propofol has also
been suggested for short procedures20, but its safety at the
bedside remains questionable.

Oral medications for mild pain
Oral morphine takes 30-90 minutes to reach peak effect
and can be administered at least 60 minutes before the
dressing change24; it is widely used in adults and children.
The recommended starting dosage is 0.3mg/kg in chil-
dren20, although clinical experience suggests that 0.5-1
mg/kg may be more appropriate (fig. 2)21. The main draw-
backs of oral morphine are:
� its reduced and uncertain bioavailability (15%-50%)
� it is not possible to give extra doses in response to

severe pain during the procedure (delay for peak
plasma concentration: 30-90 minutes)

� the usually long post-procedural sedation.

For patients who have become intolerant to morphine
through prolonged treatments, oral methadone25 can be
used as an alternative.

Oral ketamine has also been used, although its effects
can be unpredictable. The recommended dosage is 10-
20mg/kg)26.

Fentanyl lollypops are a more interesting alternative27;
they have a rapid onset of action (within a few minutes)
and a longer-lasting effect than IV fentanyl due to their
double mechanism of absorption (transmucosal and gas-
tric).

Inhaled medications
Nitrous oxide (Entonox) is one of the most popular and
safest anaesthetic agents used with burn patients28. It has
a rapid onset of analgesia and can be used for the duration
of the procedure. However, it has a very limited analgesic
potency and although it is widely prescribed there is no up-
to-date published research on its use in burns29.

NON-PHARMACOLOGICAL THERAPIES
Recent research30,31on the effects of distraction therapies
in reducing burn procedural pain shows that anticipation
of pain increases pain intensity and discomfort, which can
be decreased by diverting the patient’s attention. Distrac-
tion through use of interactive computerised virtual real-
ity32, for example, can have a significant analgesic effect.
The same is true for hypnosis, which is used extensively
by a number of burn teams33. These supportive techniques
may be time-consuming, but they can help to reduce the
feelings of fear and anxiety, especially during long proce-
dures. However, they must always be used in conjunction
with pharmacological treatments, and should never replace
them16.

PAEDIATRIC BURN PAIN
Children aged between birth and four years old represent
approximately 20% of all hospitalised burn patients34.
Several studies show that procedural burn pain in children
is largely underestimated and under treated4,5. However,
these shortcomings can be overcome by adhering to
protocols similar to those used for adults, since the
pharmacokinetic and pharmacodynamic differences be-
tween children and adults are minimal.

For infants less than three months old, the adult opioid
dosages must be divided by three because of hepatic and
renal immaturity35. In children older than three months,
the pharmacokinetic effects are similar to those in an adult.
In preschool-age children, the half-lives of morphine and
alfentanyl are 50% those in adults, which explains the need
for higher dosages36. Despite some clinicians’ preconcep-
tions, the pharmacodynamics of opioids, especially the

Fig. 2. 90 minutes after 1mg/Kg of oral morphine.
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effects of respiratory depression, are no different in infants
than in adults37. Accidental over dosage mostly occurs
because of the difficulties of pain evaluation (overestima-
tion) in children rather than the actual pharmacodynamic
specificity of a drug.

In addition, special attention should be paid to the
child’s environmental conditions. For instance, a parent’s
presence and participation in the procedure can have a
highly beneficial effect38.

AMBULATORY PATIENTS
About 95% of burn patients are treated on an outpatient
basis, but only 75% of these patients receive medication
at dressing changes39. There is scant literature on the sub-
ject and, unfortunately, there are no published guidelines
for best practice. In the author’s opinion, most protocols
involving short-acting IV opioids used at the bedside are
suitable for use in the outpatient setting provided there are
facilities for post-procedural surveillance.

14 Choinière, M. The pain of burns. In: Wall, P.D.,
Melzack, R. (eds) Textbook of Pain (3rd edition).
London: Churchill-Livingstone, 1994.

15 Latarjet, J., Lépine, O., Dorne, R. Use of ketamine in
the burned patient (1000 cases). Anesth Analg 1975;
32: 763-781.

16 Choinière, M. Burn pain: a unique challenge.
Pain Clinical Updates 2001; 9: 1-4.

17 Atchison, N.E., Osgood, P.F., Carr, D.B. Pain during
burn dressing changes in children: relationship to
burn area, depth and analgesic regimen. Pain 1991;
47: 41-45.

18 Choinière, M., Auger, F.. Latarjet, J. Visual analogue
thermometer: a valid and useful instrument for
measuring pain in burned patients. Burns 1994;
20: 229-235.

19 McGrath, P.A. Pain in Children. New York:
Guilford Press, 1990.

20 Meyer, W.J., Marvin, J.A., Patterson, D.R. et al.
Management of pain and other discomforts in burned
patients. In: Herndon, D. (ed.) Total Burn Care.
Philadelphia: W.B. Saunders, 1996.

21 Latarjet, J., Choinière, M. Pain in burn patients.
Burns 1995; 21: 344-348.

22 Ebach, D.R., Foglia, R.P., Jones, M.B. et al.
Experience with procedural sedation in a pediatric
burn center. J Pediatr Surg 1999; 34: 955-958.

23 Slogoff, S., Allen, G.W., Wessels, J.V. et al. Clinical
experience with sub-anesthetic ketamine. Anesth
Analg Curr Res 1974; 53: 354-358.

24 Nahata, M.C. Plasma concentrations of morphine in
children with chronic pain. J Clin Pharmacol Ther
1991; 16: 193-195.

25 Williams, P.I., Sarginson, R.E., Ratcliffe, J.M.
Use of methadone in the morphine-tolerant burned
paediatric patient. Br J Anaesth 1998; 80: 92-95.

26 Humfries, Y., Melson, M., Gore, D. Superiority of oral
ketamine as an analgesic and sedative for wound
care procedures in the pediatric patient with burns.
J Burn Care Rehabil 1997; 18: 34-36.

27 Sharar, S.R., Bratton, S.L., Carrougher, G.J. et al.
A comparison of oral transmucosal fentanyl citrate
and oral hydromorphone for inpatient pediatric
wound care analgesia. J Burn Care Rehabil 1998;
19: 516-521.
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CONCLUSION
The question as to whether pain has a detrimental effect
on the healing outcome for burn patients remains largely
unanswered and requires further investigation. The avoid-
ance of patient suffering is, however, a key objective16 as
under-treated pain in burn patients can result in non-com-
pliance with hospital treatment. This can disrupt care and
increase the risk of post-traumatic stress disorders.

In burn management the issue of pain at dressings
changes is generally overlooked. The future of burn care
lies in ensuring optimal control of pain from the outset of
care and application of the first dressing, through to the
end of treatment. The process is technically feasible if cli-
nicians, in the first instance, acknowledge that pain plays
a crucial role in burn management. They must also accept
the need to equip themselves with appropriate knowledge,
and recognise the need to devote more time and funding
towards the improvement of pain management for burn
patients.  �
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INTRODUCTION
Pressure ulcer research in Australia is in its infancy compared
to the cumulative bodies of work in the United Kingdom (UK)
and United States of America (USA). Childs and Rimmington1,
who conducted the first Australian pressure ulcer prevalence
survey in 1983, recorded a prevalence of 4.5%. Since the mid
1990’s the reported pressure ulcer prevalence in public hospi-
tals has ranged between 4.5 and 19%.2-10 In private hospitals
the range is 2 (personal communication H Purdy) to
13.6%.11,12 Prevalence in the community is between 6 and
8%.13,14 Prevalence in nursing homes is 3.4 and 5.4%.15,16

Incidence in hospitals ranges from 5.4 to 11%.9,17,18 Interpre-
tation of the data from these surveys is difficult because of the
differing methodologies used as well as the differences within
the clinical settings themselves.

In Australia, in 1997 and 1998, pressure ulcers were cited
as the underlying cause of death in 101 cases. See Table 1. They
were a contributing cause of death in a further 408 cases. (Per-
sonal communication Australian Bureau of Statistics, Can-
berra). Government expenditure on pressure ulcers in 1997 was
$350M.19 In 1999 Porter and Cooter estimated that 60,000
Australians annually would develop a pressure ulcer.28

Clinical practice guidelines (CPG’s) are systematically de-
veloped statements that help clinicians and their patients to
make appropriate health care decisions in specific clinical cir-
cumstances.21-24

They represent the clinical implementation of research and
are applicable to clinical practice, preventative practice, and
diagnostic or prescribing practices. They made be used in acute,
chronic or community care settings.21,25-27 CPG’s reportedly
improve patient outcomes; reduce harmful, unsubstantiated or
inconsistent clinical practice; reduce unnecessary use of goods
and services; improve knowledge; and promote continuity of
the principles of care between institutions, clinicians, consum-
ers, governing bodies and industry.21,24,26,28-35

Pressure ulcer guidelines were first developed in the Neth-
erlands in 198536, the USA in 198923 and 199437,38 and in
Europe in 1998.39 In 1996 the Australian Wound Management
Association (AWMA) established a multidsciplinary Pressure

Evaluating Australian
Clinical Practice Guidelines
for Pressure Ulcer
Prevention

Summary

Aims: To prospectively evaluate the effec-
tiveness of Australian guidelines for pre-
dicting and preventing pressure ulcers, in
conjunction with an education program,
in reducing pressure ulcer prevalence.
Secondly, to determine whether guide-
lines improve clinician’s knowledge and
management of pressure ulcers.

Methods: A pre and postest approach
was used to assess pressure ulcer preva-
lence and staff knowledge before and
after the release of the guidelines and
education program in ten Australian
teaching hospitals in 2000.

Results: In the pretest pressure ulcer
prevalence survey the prevalence found
was 26%. The postest prevalence was
significantly reduced at 22% (p<0.01).
Over 13,000 staff surveys have been
distributed over the two survey periods.
Staff knowledge of pressure ulcer risk
factors is less than optimal. Constraints
to preventative pressure ulcer care have
been identified.

Conclusion: A significant reduction in
pressure ulcer prevalence has been
demonstrated following the introduction
of the guidelines and education program.
Staff knowledge is surprisingly poor.
Constraints to clinical practice are lack
of time, staff, education and support
surfaces.
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Table 2
Results of the Pre-test Prevalence Survey

Hospital Patients Seen Patients with Ulcers Prevalence

A (Perth) 579 78 13.4%

B (Melbourne) 231 72 31.1%

C (Sydney) 332 122 37%

D (Brisbane) 307 100 33.2%

E (Perth) 258 81 31.1%

Totals 1707 453 26.5%

Ulcer Interest Sub-Committee22, whose primary objective
was to develop evidenced-based CPG’s for pressure ulcers
for Australian clinical settings. The guidelines contain rec-
ommendations for clinical practice, which focus on risk
factors and risk assessment, skin care, support surfaces,
documentation and risk management. The Australian
National Health and Medical Research Council have
reviewed these guidelines.

THE AIMS OF THIS STUDY WERE:
1. To determine whether the introduction of Australian

guidelines for predicting and preventing pressure
ulcers together with an education program reduces
the prevalence of pressure ulcers.

2. To determine if there is a change in the clinical
practice and knowledge of medical and nursing staff
following the introduction of guidelines for predict-
ing and preventing pressure ulcers together with an
education program.

METHODS
Hospital Selection
Ten teaching hospitals in Perth, Melbourne, Sydney and
Brisbane approved participation in this study. Selection
was based on geographical location, like patient popu-
lations, equitable case-mix loading, and other demographic
similarities. Allocation of 5 hospitals to the prevalence
survey group was based on patient numbers to meet sam-
ple size requirements and the hospitals ability to fund one
prevalence survey.

Prevalence Surveys
These surveys were conducted on a specified day within
each facility on a rotational basis moving west to east across
the country. The pre and postest surveys were conducted
six months apart. The Study Investigator (SI) supervised
these surveys to ensure consistency in interpretation of the
study methods and data collection processes.

Interrater reliability
Interrater reliability education and testing of surveyors
prior to the prevalence surveys was uniform across all sites.
This involved theoretical and visual assessments of pres-
sure ulcer staging according to the National Pressure Ulcer
Advisory Panel of America’s definitions for Stage 1 to 4
pressure ulcers. Potential surveyors were required to stage
16 images of pressure ulcers from 35 mm colours slides and
record their responses on a test paper. The test papers also
contained 4 multiple choice questions about the NPUAP
ulcer staging framework. Nurses needed an eighty percent
pass rate to function as a surveyor. Surveyors examined pa-
tients in pairs and generally did not survey their own ward
thus eliminating potential bias42.

Junior Medical and Nursing Staff Knowledge Surveys
These postal surveys were conducted on the same rota-
tional basis as described above. They were, however, con-
ducted in advance of the prevalence surveys in order to
reduce any potential contamination of the data from a
Hawthorne effect. The survey forms were anonymous and
included return addressed envelopes.

Education Program and Guideline Dissemination
The SI provided intensive in-service education on pressure
ulcers and the guidelines for one week after the first preva-
lence survey at each site. Results of the prevalence survey
and reasons for the high prevalence were discussed at ward
level. An Education Manual, that contains a series of in-
dependent learning modules, tutorial notes and audio
visual aids, including a compact disk that supplements
information contained within the guidelines, was devel-
oped to facilitate this program. The Co-Investigators at 4
sites continued the education program for a further six
months and used a Logbook to record education given.

Data collection tools
The prevalence survey instrument contained 24 variables.
Data collected included patient demographics, elective
versus emergency admission, length of stay, risk status,

Table 1
Australian deaths in 1997/98 with pressure ulcers as
the primary or secondary cause of death.

Age Range           Male Deaths          Female Deaths
(years) 1997 1998 1997 1998

15-24 1 0 0 0

25-44 2 4 3 2

45-54 3 0 0 0

55-64 6 3 4 1

65-74 13 11 16 10

75-84 42 68 41 65

85+ 31 36 73 74

Totals 98 122 137 152
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support surface in use and the location, stage and number
of ulcers found, and documentation of their management.

The staff questionnaires were a paper and pencil tool
containing 26 variables. Staff have recorded their demo-
graphics, use of risk assessment tools, knowledge of hos-
pital pressure ulcer policies, constraints to clinical practice
and risk factors for pressure ulcer development. Two ad-
ditional questions in the second survey will determine who
responded to the first survey and who has seen the guide-
lines. Data has been processed using the Optimal Mark
Recognition Program (Remark™)

Inclusion and Exclusion criteria
There are two study groups; inpatients on the day of the
point prevalence survey in five hospitals, and junior medi-
cal and nursing staff at all ten hospitals.

Pressure ulcer prevalence survey inclusion consisted of
all adult inpatients, who verbally consented to a full body
skin inspection for evidence of pressure injury. If the pa-
tient was unable to give consent this was sought from a
close relative or the patients’ doctor. Exclusion criteria were
paediatric, maternity and psychiatric patients. All nursing
and junior medical staff at each hospital were eligible for
inclusion in the staff survey. Return of the completed ques-
tionnaire was taken as implied consent to participate.

Ethical Considerations
Skin inspection is a non-invasive everyday nursing action.
With the exception of one hospital, verbal consent only
was required for patient participation. All data has been
kept under secure conditions and no patient identifying
data will be kept.

Sample Size and Statistical Analyses
The sample size calculated for each prevalence survey was
a minimum of 1700 patients to give an 80% chance of
finding a reduction of prevalence of 3% (from 12 to 9%)
at 95% Confidence Intervals.

The sample size for the staff surveys was 70 respond-
ents at each site to give an 80% chance of finding differ-
ences in responses with 95% Confidence Intervals. Data
analysis for each survey and comparison of the data be-
tween the first and second surveys will be by Chi squared
analysis.

Non-Responder Surveys
Due to the low response rate to staff surveys non-responder
surveys were conducted to assess whether or not there were
any differences in responses given and to ascertain why staff
did not respond to the surveys.

Pilot Study
A Pilot Study was conducted in Fremantle Hospital in
1999 to test study methods and data collection tools.
Minor adjustments to the tools were made.

RESULTS
In the first prevalence survey 1707 patients underwent a
skin inspection; 453 patients were found to have one or
more pressure ulcers, a prevalence of 26.5% (range 13.4
to37%). See Table 2.

A total of 884 pressure ulcers were found on these 453
patients, 63% (n=555) were Stage 1, 31% (n=276) were
Stage 2, 2% (n=17) were Stage 3 and 4% (n=36) were
Stage 4. Sacral ulcers accounted for 25% of ulcers, heels
20%, and elbows 10% with other sites constituting 45%
of ulcers found. Eighteen per cent of ulcers were present
on admission. In 26% of cases clarification of the docu-
mentation needs to occur before it can be determined if
the pressure ulcer was present on admission or hospital
acquired. However, 251 patients were documented to not
have a pressure ulcer on admission, which is 56% of the
total number of patients with pressure ulcers or 14% of
patients surveyed. Fifty two per cent of patients had more
than one pressure ulcer and 23% had more than 3 ulcers.

Table 3
Results of the Post-test Prevalence Survey

Hospital Patients Patients Prevalence Prevalence
Seen with Ulcers 2nd Survey 1st Survey

A (Perth) 599 101 16.8% 13.4%

B (Melbourne) 248 79 31.8% 31.1%

C (Sydney) 342 101 29.5% 37%

D (Brisbane) 319 55 17.2% 33.2%

E (Perth) 299 61 20.4% 31.1%

Totals 1807 397 21.9% 26.5%

�
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Prevalence rates were also analysed by sex and age. 24%
male patients had a pressure ulcer, while 29% of females
and a pressure ulcer. Amongst patients 64 and over, preva-
lence was 16% and prevalence rose with age – 25% for
65-74 year olds and 37% in people of more than 75 years.

Documentation of the existence, management or
progress of ulcers found, in the medical or nursing records,
within the five days prior to the prevalence survey, was
absent in 81.5% of cases. Risk assessments were completed
on 36% of patients with pressure ulcers between the 1st
and 3rd day of admission but had not been completed on
60% of patients with a pressure ulcer. Only 59% of pa-
tients with a pressure ulcer had a support surface in place.

Skin assessments were completed on 1807 patients dur-
ing the second prevalence survey; 397 patients had one or
more ulcers: a prevalence of 22% (range 16.8 to 31.8%).
See Table 3.

When comparing these two data sets by Chi-squared
analysis the difference in prevalence found between the first
and second survey is statistically significant (p<0.01).

A total of 7,642 staff surveys were distributed across all
ten hospitals, in the first survey period.

Twelve hundred and twenty-one were returned giving
a response rate of 16%.

Staff were asked to identify 10 risk factors, which they
felt were most likely to predispose a patient to being at high
risk of developing a pressure ulcer. Their responses have
been tabulated against the primary risk factors identified
within the AWMA guidelines. See Table 4. Constraints to
clinical practice that staff felt inhibited them in their abil-
ity to provide preventative or correct treatment are listed
in Table 5. A non-responder survey of this group identi-
fied no differences in responses given.

Over 600 clinicians attended education sessions given
by the SI. Three hundred full versions of the guidelines and
7,000 pocket guides were distributed across all ten hospi-
tals.

DISCUSSION
A number of papers have reported that the introduction
of pressure ulcer guidelines has led to reduced preva-
lence.29,42-45 In Australia the Joanna Briggs Institute found
no significant change in prevalence with the introduction
of guidelines in three Australian hospitals7. The methodo-
logical approach they used to assess prevalence pre and post
guideline intervention, may account for the low prevalence
found in both instances, and have been criticised by other
authors.46

The prevalence of pressure ulcers found in the first
survey was considerably higher than expected. In particu-
lar, the number of Stage 1 and 2 ulcers. In the interven-
ing six months between the pre and post-test surveys hos-
pitals C, D and E maintained a strong emphasis on edu-
cation and guideline implementation and correction of
deficits found at their respective sites. The resulting de-
creases in prevalence at these sites are clearly identifiable,
see Table 3. Less educational activity could be sustained in
Hospital B; consequently no change in prevalence was
achieved. The increase in Hospital A’s prevalence in the
second survey may be due to several factors; lack of ongo-
ing education and improved interrater reliability and data
collection. Consistency in the methodology used to assess
prevalence in this study, adds validity to results found.

In the first staff knowledge survey pressure, shear and
friction have been poorly identified as risk factors by both
groups; less than 1% for medical staff and less than 10%
for nursing staff. Other factors most commonly identified
were peripheral vascular desease, changes in body mass in-
dex, alterations in skin integrity and medications. All
medical and 95% of nursing staff responded to this ques-
tion, however, only 46% of medical and 40% of nursing
staff were able to list 10 factors. Data from the second
survey has yet to be analysed and compared to the first
survey.

Table 4
Identification of Risk Factors by Medical and Nursing Staff
(preliminary data)

Risk Factor % Medical Staff % Nursing Staff

Pressure 4.4% 4.4%

Shear 0.8% 6.5%

Friction 0.8% 9.3%

Immobility 84% 73%

Sensory Perception 69% 37.3%

Impaired Activity 43.3% 44%

Age 61% 55%

Chronic Illness 78% 57.2%

Nutrition 34% 70%

Moisture 42.4% 42.4%

Table 5
Constraints to Providing Preventative Pressure Ulcer Strategies

Constraint % Medical % Nursing

Lack of in-service education 32% 31%

Lack of knowledge 28% 17%

Insufficient support surfaces 18% 88%

Lack of time 17% 32%

Lack of staff 12% 21%

Financial restraints 12% 11.5%
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Education focused on the epidemiology of pressure ulcers in Australia and
related costs. The chapters within the guidelines on aetiology, pathophysiol-
ogy, risk factors, risk assessment, skin care, strategies for pressure offloading,
documentation, collaborative practice and patient education and recommen-
dations made were also summarised.

CONCLUSION
It is evident that guidelines for the prevention and management of pressure
ulcers in Australian hospitals are required. Pressure ulcer prevalence remains high
at 22%. Each site’s commitment to education and correction of deficits which
have been identified correlate very clearly with changes in prevalence be they a
reduction, no change or an increase. Whether or not these guidelines have
engendered a change in clinician’s knowledge is yet to be determined.

It would appear, however, that clinical practice guidelines for pressure ulcers
when introduced with an education program do reduce the prevalence of pres-
sure ulcers.  �
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INTRODUCTION
The work of Winter in the 1960s established the
concept of ‘moist wound healing.1 This principle
has contributed to the development of the pleth-
ora of products that are currently available, among
which are hydrogels, hydrocolloids, alginates, and
foams or films. Some of these products also incor-
porate antiseptics in their delivery systems.

However, it has become evident that ‘moist
wound healing’ alone may not be sufficient to
improve wound healing outcomes. This is because
each wound type can have different barriers to
healing. Closure of surgical wounds is inhibited
by poor perfusion and infection. Delay in healing
of a chronic wound, can result from pressure, ve-
nous hypertension, poorly controlled diabetes,
inadequacy of arterial inflow, vasculitis, repeated
trauma or failure to debride necrotic tissue.

Recent advances in wound management incorpo-
rate new technologies that “interact” with the
wound either physically or at a cellular/molecu-
lar level, rather than merely reducing moisture
loss. These technologies include an array of phy-
sical modalities such as ultrasound, hyperbaric
oxygen, vacuum-assisted closure and wound
warming, as well as biological and tissue engi-
neered materials that interact with the wound bed
directly to influence healing by delivering active
agents such as growth factors and protease inhibi-
tors. Advanced wound dressings are becoming
more interactive, for example hydro-selective*
dressings, which provide increased concentrations
of growth factors in the wound itself.

The integration of recent advances into clini-
cal practice guidelines and protocols, combined
with continuing education collaborations, makes
the future of wound management look very bright
indeed. This paper reviews some of the recent
advances in wound management.
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BACKGROUND
Care of wounds, including venous leg ulcers, dia-
betic foot ulcers, and pressure ulceration, has been
estimated to consume £1 billion per year in the
UK in direct costs alone2. In the USA, venous leg
ulcers affect up to 2.5 million people3. They ac-
count for 85% of all lower-extremity ulcers and are
responsible for treatment costs of $3 billion and
loss of 2 million workdays per year4.

Delayed healing of wounds is common, especially
in diabetes, venous and arterial insufficiency, and
may lead to infection, complications and disabil-
ity as well as significantly increasing the cost of
care5,6. Studies in both France7 and the USA8,9

have shown that larger wounds with delayed pres-
entation take significantly longer to heal at a
higher cost.

Coordination of care and a high level of exper-
tise are crucial to improving outcome in lower
limb ulceration. Current treatment is widely
acknowledged to be fragmented, poorly taught
and inadequately researched10. Multidisciplinary
guidelines for the diagnosis and treatment of ve-
nous leg ulcers have been shown in the USA and
the UK to improve accuracy in diagnosis and in-
crease healing rates, resulting in significantly lower
costs4.

The fundamentals of wound care remain the
most important elements of management and
must not be neglected in the drive for improved
treatments2,11. Patients at risk or suffering from
pressure ulcers require pressure relief. Those at risk
of diabetic neuropathy require education in basic
foot care, pressure-off loading footwear and regu-
lar debridement of calluses. Compression therapy
promotes rapid healing of venous leg ulcers, gives
reliable, cost-effective healing in most patients12

and is the first line treatment of choice for patients
without significant arterial disease13.

* Trademark of Smith & Nephew plc
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NEW UNDERSTANDING IN
WOUND CARE PATHOPHYSIOLOGY
Normal wound healing is a well orchestrated and complex
series of events which passes through overlapping phases
of inflammation, granulation, epithelialisation and remod-
elling2,11,14. Each phase is modulated by a vast array of
cytokines and growth factorsA, which form an elaborate
communication network co-ordinating the healing proc-
ess. New understandings in the complexities of wound
healing, and particularly the role of growth factors, are
enabling clinicians to manage superficial wounds such as
skin flaps and even the most difficult-to-heal wounds more
effectively.

The inflammatory phase of wound repair starts almost
immediately after wounding and lasts for three to five days,
when classic symptoms of oedema, erythema, heat and
pain are prominent. Initially, blood vessels constrict to halt
blood loss and platelet activation promotes fibrin clot for-
mation. Then, substances released by platelets stimulate
coagulation, vasodilation and increased capillary perme-
ability, allowing an outpouring of biologically active cells
and chemicals to the wound area. Protein-rich serum leaks
into the interstitial space and combines with the evolving
clot to produce a fibrin plug, temporarily closing the
wound. Inflammatory cells build on the fibrin scaffold to
produce a temporary matrix for tissue repair.

Many growth factors also accumulate in the wound
fluid. Growth factors are chemical signalling agents, mainly
proteins, released by platelets initially and then by cells at-
tracted to the wound site. They have a wide variety of key
functions in cell growth and maintenance, cell migration
and healing. They stimulate and control many wound
healing processes including inflammation, epithelialisation
(generating new epidermal skin), fibroplasia (forming
granulation tissue), angiogenesis (new blood vessel growth)
and scar formation.

Wound fluid contains many growth factors including the
following:
� platelet-derived growth factor (PDGF),
� transforming growth factor alpha and beta

(TGF� and TGF�),
� epidermal growth factor (EGF),
� insulin growth factor 1 (IGF-1)14.
These play an important role in initiating tissue repair by
attracting cells such as white blood cells, macrophages,
fibroblasts and smooth muscle cells to the wound site.
They also promote cell division.

Cytokines such as granulocyte macrophage colony
stimulating factor GM-CSF (are released from platelets,
and interleukin-1 (IL-1), which is a cytokine promoting
further growth factor secretion, is released from the epi-
dermis of wounded skin14.

Neutrophils flood into the wound site early on to contain
contaminating bacteria and release proinflammatory
cytokines, including tumour necrosis factor alpha (TNF-
�) and IL-1�. Along with PDGF, cytokines attract
macrophages which engulf debris and are essential to
wound healing. Once recruited the macrophages release
more growth factors, including PDGF, TNF-� and TGF�.

These growth factors play a crucial role in stimulating
the subsequent proliferative (granulation) phase in heal-
ing, which may last three weeks or more. As granulation
tissue is formed, the wound contracts and finally epithe-
lial cells move across the newly formed wound bed to close
the wound. Until closure macrophages continue to pro-
duce cytokines to stimulate fibroplasia, epithelialization
and angiogenesis. Angiogenesis is under the control of
multiple growth factors including VEGF, FGF2, FGF1,
TGF� and TGF�.

Growth factors also attract and stimulate fibroblasts,
cells that produce an extracellular matrix to give strength
and structure. These stimulated fibroblasts themselves pro-
duce growth factors, including PDGF, creating a feedback
loop and amplifying the wound repair process. Fibroblasts

A. Cytokines are a unique family of growth factors. Secreted primarily from
leukocytes, cytokines stimulate both the humoral and cellular immune
responses, as well as the activation of phagocytic cells.

The stages of wound healing
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then undergo sequential alterations to differentiate into
specialised cells, which have been named as myofibroblasts,
which pull the wound edges together.

Other specialised cells called keratinocytes (epithelial)
are also attracted by growth factors and re-epithelialise and
repair the epidermis, and secrete more growth factors.
Gradually a closed but immature new surface of weak,
temporary tissue is formed.

This immature scar tissue is finally shaped and
strengthened during the remodelling phase, which lasts for
six to 12 months or longer and involves a balance between
matrix degradation and formation, again controlled by
growth factors, particularly TGF�, PDGF and FGF. The
ultimate result is a stronger scar with ultrastructural and
mechanical properties14, which has about 80% of the ten-
sile strength5 of uninjured skin.

IMPAIRED HEALING
The normal healing process can be impaired by many fac-
tors including infection or ischaemia; systemic factors such
as malnutrition, diabetes and old age, and factors specific
to chronic wounds such as impaired growth factor produc-
tion, enzyme imbalance and the presence of senescent
cells2.

Treatment protocols must address both intrinsic and
extrinsic factors contributing to delayed wound heal-
ing2,5,6. Adherence to the principles of good wound bed
preparation is equally important. Neglecting any one of
these may delay or prevent wound closure6.

Chronic wounds contain decreased levels of some in-
trinsic growth factors, including PDGF, basic fibroblast
growth factor, EGF and TGF�, compared with acute
wounds2, and such deficiencies are at least partly respon-
sible for impaired healing in diabetic patients15 and other
chronic wounds. PDGF in particular is active at all stages
of wound healing6. Interventions such as moist wound
healing and external application of PDGF can increase the
number of diabetic ulcers achieving complete healing and
reduce the time taken to achieve complete healing16. Un-
fortunately the relationship between the presence / absence
of growth factors and impaired wound healing is not sim-
ple, as some chronic wounds have increased levels of in-
flammatory cytokines, and have been described as high-
turnover systems with high rates of cell deposition and
higher rates of cell remodelling, leading to overall tissue
loss.

MAJOR ADVANCES IN DRESSING
TECHNOLOGY
The concept of moist wound healing, developed in the
1960s, prompted the search for active wound dressings to
promote healing11, and many products are still described
in terms of their ability to promote moist wound healing17.
Occlusive and semi-occlusive dressings effectively create a
moist wound healing environment and, in addition to
increasing re-epithelialization2, may promote dermal ma-
trix synthesis and improve comfort18.

Dressings that claim to maintain a moist wound envi-
ronment include films, hydrocolloids, alginates, foams and
hydrogels. Hydrocolloids were first launched in the 1980s
for their abilities to maintain a moist wound environment
and provide a low oxygen tension at the wound interface19.
However, this impermeability to oxygen makes them un-
suitable for anaerobic infection, and their performance is
compromised by excessive exudate20. Hydrocolloid dress-
ings are thought to reduce pain, rehydrate the skin19 and
aid autolytic debridement21, but have generally been
superceded by more advanced wound dressings.

I. Growth factors
Becaplermin (RegranexTM), a human PGDF launched in
1998 to treat chronic diabetic neuropathic ulcers22, is the
first recombinantB growth factor approved by the US Food
and Drugs Administration (FDA) for this purpose. It has
similar activity to endogenous PDGF 5,16,23 and, in con-
junction with good wound care, several small scale clini-
cal trials have suggested an improvement in healing time
in diabetic ulcers compared with standard wound care
regimens5,16,22,23 and in wound closure rate in diabetic
neuropathic ulcers6,23.

However, good wound care remains important even
with new approaches. Wound debridement before becap-
lermin application is directly correlated with healing
rates23. Debridement removes necrotic tissue and increases
the number of available receptors for applied drug
therapy6. Although clinical results from topical growth
factors have not been as dramatic as was first hoped2, and
becaplermin is expensive, its use combined with good
wound care is generally more cost-effective than amputa-
tion.

B. produced by recombinant DNA technology
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Other products at the research stage include granu-
locyte colony stimulating factor (GCSF, FilgrastimTM),
which aims to promote speedier resolution of infection in
diabetic foot ulcers; fibroblast growth factor for pressure
ulcers, and epidermal growth factor for venous ulcera-
tion2,24. In future, more sophisticated systems can be ex-
pected, such as administering growth factors sequentially,
in combination or at timed intervals in an attempt to
mimic the normal healing process2.

Other wound-specific products include HyaffTM, an es-
ter of hyaluronic acid, which is a major component of hu-
man skin24. Dressings that deliver hyaluronic acid to the
wound claim to promote healing by correcting abnormali-
ties in the healing cascade2. There is little evidence to date
that this technology speeds healing.

The use of growth factors in different countries will
vary depending upon the resources available to purchase
them and a demonstration of their cost effectiveness in
local settings.

II. Skin substitutes
An alternative approach to regrowth and repair is to replace
the damaged skin. Autologous skin grafts have been suc-
cessfully used for both venous and pressure ulcers for some
time2. There are a number of limitations including pain,
scarring, infection and slow healing at the donor site25.

Cultured epidermal autografts, large sheets of skin cul-
tured from a small biopsy sample, were developed to treat
burns patients but have had limited success due to delay
(3 weeks) in producing sufficient skin for a graft, fragility
and difficulty in application, poor uptake and high infec-
tion rates2,25. Cultured epidermal allografts which can be
cryopreserved and banked, potentially avoid this delay25.

More recently, bioengineered skin equivalents have
been developed using donor tissue with no reported
immunogenicity and have improved success. Approved
indications include diabetic and venous ulcers and donor
sites in burn patients.

DermagraftTM is a human fibroblast-derived dermal
substitute containing metabolically active living cells
grown on a 3-D scaffold that produce normal growth fac-
tors and matrix proteins25,26 found in human dermis. It
has been shown in randomised controlled clinical studies
to heal more diabetic foot ulcers and heal them faster than
conventional therapy, perhaps indicating an improved
quality of wound healing27. Demagraft is approved for the
treatment of diabetic foot ulcers in the USA and South
Africa. In Canada and Australia, the product is approved
for use on chronic wounds.

Apligraf is a bilayered skin substitute consisting of two
types of living human skin cells – epidermal keratinocytes
and dermal fibroblasts. The manufacturing process enables
the skin cells to establish the natural organisation they have
in skin. Randomised controlled clinical studies have shown
that Apligraf heals more venous and diabetic foot ulcers
than conventional therapy. It is licensed for both types of
ulcers in Canada Switzerland, USA and Israel. At the time
of going to press the manufacturers of Apligraf had termi-
nated their distribution agreement with Novartis and had
filed Chapter 11 bankruptcy protection. Novartis and
Organogenesis are currently in negotiations to try to en-
sure that Apligraf is brought back to the market.

In future skin equivalents developed from stem cells
may be developed, and there is potential for gene therapy
to deliver genes important in healing directly into the
wound2.

III. Hydro-selective* dressings
Recently, a new category of dressings has emerged as an
aid to wound management. Hydro-selective dressings in-
teract with serum proteins and cellular components in the
wound exudate. They are fluid-retentive, to minimise
maceration and leakage, and semi-occlusive to promote
moist wound healing.

PDGF-AB: platelet-derived growth factor
EGF: epidermal growth factor
bFGF: basic fibroplast growth factor
§ Significantly different from control value (P<0.05)
† Significantly different from relative total protein value (P<0.05)
‡ Also branded DuoDERM™/Granuflex™

CUTINOVA™ Hydro allows only watwer to pass
into the dressing, whilst leaving behind the pa-
tient’s own growth factors in the wound.
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An early in vitro study28 incubated four types of dress-
ing with artificial wound fluid, two based on hydrocolloids
and two on polyurethane. One of the two polyurethane-
based dressings gave a two-fold increase over control val-
ues of all proteins tested (albumin, immunoglobulin,
PDGF-AB, bFGF and EGF). This dressing was Cutinova*
Hydro, currently the only ‘Hydro-selective’ dressing avail-
able. This is in comparison to other moist-wound dress-
ings, which indiscriminately absorb wound fluid and its
contents.

Based on early studies, the increased concentration of
growth factors and proteins demonstrated by hydro-selec-
tive dressings may enhance healing. The dressings were
shown to accelerate epithelialisation in experimental
wound models and to yield significantly better early heal-
ing of acute facial wounds, with short-term improvements
in comfort and contour, less erythema and less potential
for scarring compared with a dry-gauze dressing18.

A surveillance study by general practitioners treating
874 patients, showed that hydro-selective dressings yielded
a 25% complete healing rate in those 612 patients with leg
ulcers at five weeks, with a further 61% of these patients
showing reductions in ulcer size. A reduction in wound
area was seen after five weeks in 93% of patients with pres-
sure ulcers or diabetic leg ulcers, and out of a group con-
sisting of 173 patients with chronic ulcers that have been
unresponsive to other treatment for more than a year, 138
(79.8%) showed a reduction in wound area after five
weeks. Overall, 86% of patients readily accepted the novel
treatment. These results demonstrate that hydro-selective
dressings can promote wound healing among a variety of
different wound types and typical general practice patients,
mostly elderly and often with chronic wounds.

Comparative studies are now required to quantify the
impact of these hydro-selective dressings compared with
other dressing types.

Hydro-selective dressings have been used on neuro-
pathic foot ulcers in diabetics and on leg ulcers, sacral pres-
sure ulcers, traumatic and infected surgical ulcers, and

found to conform to the wound surface with ease in flat
or slightly depressed ulcers. Hydro-selective dressings have
been designed so that when correctly applied, the sur-
rounding skin remains dry despite the pressure exerted by
the wound exudate.

Hydro-selective dressings are designed to lose their ad-
herence over the moist wound bed and this may reduce
pain at dressing changes. Moreover, the dressing material
does not liquefy and can be removed in one piece. Hydro-
selective dressings do not react with wound fluid to create
the odorous gel associated with some hydrocolloids.

Reduction of pain and odour are desirable character-
istics for a dressing given the importance of patient com-
pliance to a successful outcome of wound treatment. Pa-
tients generally report severe impairment of their quality
of life as a result of ulceration29 and around 30% report
pain during dressing changes.

CASE STUDY USING NEW
HYDRO-SELECTIVE DRESSINGS
Introduction
This case study illustrates the use of Cutinova Hydro in
the management of a vasculitic ulcer.

Patient
The patient was a 77 year-old female with three progres-
sively worsening wounds on the lower right limb and a
history of hypertension. The wounds consisted of one me-
dial, 18�14 cm, necrotic with exposed fascia, and two
lateral, 5�5 cm, involving the subcutaneous fat (Figs. 1
and 2). The wounds had been present for six months. The
patient had previously been treating herself with local an-
tiseptics, local antibiotics and gauzes.

The patient was admitted to hospital for diagnostic
tests, which revealed the presence of vasculitis. Pentoxi-
fylline (oxpentifylline) and corticosteroids were adminis-
tered orally.

Fig. 2. Medial wound at admission.Fig. 1. All three wounds at admission.
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Wound Treatment
Initially, wound treatment included surgical debridement
and alginates. Low compliance was observed and the treat-
ment phase required approximately three months.

Once the wound bed appearance had improved,
Cutinova Hydro dressing was used. Dressing changes took
place every 48 hours. A tubular bandage was used to keep
the medication in place and to obtain gentle compression
(TensogripTM, size E).

After seven days, the patient showed good tolerance
and acceptable comfort levels while moving around. An
examination carried out at week eight revealed a reduction
in exudate levels. As a result, frequency of treatment was
reduced to once every 72 hours.

Results
After 12 weeks, the lateral lesions had healed (Fig 3) and
there was a marked reduction in the medial lesion. Dress-
ing changes were consequently carried out once every five
days. At week 16 the remaining lesion was 2�1 cm.

Conclusion / Outcome / Follow-up care
The topical treatment of vasculitis remains controversial;
vasculitic wounds are often difficult to heal and their
progress is not always linear.

In this patient’s case, Cutinova Hydro was important
as a bacterial barrier, while proper management of the exu-
date allowed linear progress to be maintained.

CONCLUSION
Chronic dermal wounds are difficult to heal and require
complex treatment procedures. Improved understanding
of the pathophysiology of wound healing has enabled sig-
nificant therapeutic developments. A wide variety of dress-
ing options are available and new ones are being continu-
ously introduced. Hydro-selective dressings build upon our
knowledge of the importance of growth factors in wound
repair and thus represent a major innovation in modern
wound management.  �

Fig. 3. Two lateral wounds healed after 12 weeks.
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When faced with a clinical question re-
garding the best interventions to pre-
vent and treat wounds, patients and

clinicians are probably best served by finding an
up-to-date, reliable systematic review that summa-
rises the reliable information available in this area.
Fortunately, there are a number of useful system-
atic reviews available; for example, the review by
Cullum et al of the effectiveness of beds, mat-
tresses and cushions for preventing and treating
pressure ulcers1. But what if the question posed
is not answered by the available evidence? The
review by Cullum et al, for example,) includes ran-
domised controlled trials evaluating support sur-
faces in all healthcare settings for people of any age
and all levels of risk. However, there were no s that
evaluated the effectiveness of support surfaces in
the prevention of pressure ulcers in children. The
absence of evidence does not help the clinician or
patient, although it can be reassuring if a quality,
up-to-date systematic review has found no evi-
dence. This means one’s lack of success was not
due to a lack of skill in finding the evidence or
obtaining a copy of it, but in the research’s lack
of evidence. That having been said, the clinician
and patient are still faced with their decision. In
this case, there are a number of responses:
1. look for ongoing trials that you could con-

sider joining.
2. look for recently completed trials that are

about to be published – so that you can look
out for the information as soon as it reaches
the public domain.

3. if there are no ongoing, or recently com-
pleted trials, in this area, alert the research
funders that there is a desperate need for
research in the area.

One way of identifying ongoing and recently
completed trials is to contact all the local organi-
sations that might fund such research and ask
whether they have funded research in that area.
However, this is a mammoth undertaking; there
are dozens of research funders in each European
Country (Universities, Companies, Charities,
Government etc) and this also misses out the

Contemporary Research in Pressure
Ulcer Prevention and Treatment from the
meta Register of Clinical Trials (mRCT)

research in the rest of the world that may also be
relevant. One obvious solution is to use a com-
bined register of research funders.

The meta Register of Clinical Trials (mRCT)
is a major, international, searchable database of on-
going randomised controlled trials in all areas of
healthcare compiled from registers held by pub-
lic, charitable and commercial sponsors of trials.
At the moment, the mRCT also contains some
completed trials. The mRCT is a free service that
allows users to search all participating registers, all
of which are asked to submit trial records includ-
ing specified essential data items. Where more
detailed entries are available in the original regis-
ter, links are available to the source websites.

The mRCT has been set up to provide a service
to the following groups:
1. people using evidence from controlled trials

who want to be confident that they are
aware of all of the trial evidence relevant to
a particular question;

2. research funding agencies (public, commer-
cial and charitable) who want to take their
funding decisions in the light of information
about relevant ongoing research, both to
avoid duplication of effort and to promote
collaboration;

3. patients, participants, clinicians and other
decision-makers who wish to be informed
about trials in which they can participate or
to which they can contribute in other ways.

The mRCT was established in response to an ini-
tiative taken in the UK in July 1998 that brought
together representatives from the UK Medical
Research Council, the National Health Service Ex-
ecutive, medical charities, pharmaceutical compa-
nies, the UK Cochrane Centre, and journals such
as the British Medical Journal and The Lancet.

The active involvement of a major interna-
tional drug company – GlaxoSmithKline – and
subsequent commitments from other interna-
tional organisations, meant that the scope of the
mRCT quickly extended outside Britain. �

E. Andrea Nelson
PhD RGN
Research Fellow,
Department of
Health Sciences,
University of York, UK.
EWMA Treasurer and
Editor of EWMA Journal.
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The editors of the Lancet and British Medical Journal2

stated that ‘the case for registering all clinical trials, first
advanced a decade ago – is now unanswerable. The pub-
lic has the right to know what research is being funded.
Researchers and research funders don’t want to waste re-
sources repeating trials already underway. And those con-
ducting systematic reviews need to be able to identify all
trials begun on a subject to avoid the problem of publica-
tion bias. Otherwise clinicians may be deceived on what
the evidence shows.’

The mRCT currently contains records from the registers
of s of the following organisations:
� Action Research
� Alzheimer’s Society
� Arthritis Research Campaign
� British Heart Foundation
� CTSU - trials being randomised by the Clinical Trial

Service Unit, Oxford
� Canadian HIV Trials Network
� Cardiosource
� GlaxoSmithKline
� Hong Kong Health Services Research Fund
� Laxdale Ltd
� Leukaemia Research Fund
� Medical Editors’ Trials Amnesty
� Medical Research Council (UK)
� National Health Service Research and Development

Health Technology Assessment (HTA) Programme
� National Health Service Research and Development

Programme ‘Time-Limited’ National Programmes
� National Health Service Research and Development

Regional Programmes
� National Institutes of Health (NIH) – records held

on NIH ClinicalTrials.gov website.
� National Research Register (UK)
� PPP Foundation
� Schering Health Care Limited
� Sir Jules Thorn Charitable Trust
� South Australian Network for Research on Ageing
� UK Co-ordinating Committee on Cancer Research
� US Department of Veterans Affairs Co-operative

Studies Program

All trials records are in English; a brief introduction to
CCT has been prepared in French, German, Spanish, and
Italian, and other languages will be added in the future.

People, anywhere in the world, who wish to promote
and implement prospective registration of randomised
controlled trials, are invited to participate in this endeav-
our. Please contact info@controlled-trials.com, or visit the
website at http://controlled-trials.com/

mRCT AND WOUND MANAGEMENT
A search of mRCT on the 1st October 2002, found 120
reports of trials in wound management, including evalu-
ations as diverse as ‘Silicone Based Dressings in Wound
Healing’ and ‘Assessment of Air and Wound Bacteria
Count Methods in Ultraclean Air Using a Comparison of
Body Exhaust Suits vs. Occlusive Clothing’. Unfortunately
there appear to be no records of trials sponsored by com-
panies who supply or manufacture devices used in wound
management such as dressings, beds or bandages. It would
be a real step forward for wounds research if everyone who
sponsored wounds trials made a prospective register of all
studies. Richard Sykes, the chairman for GlaxoSmithKline
said ‘As a knowledge-based industry we understand well
the value of information, and we want to create a climate
of openness where the evidence for prescribing our prod-
ucts is clear.’ He too hoped that other companies would
join this initiative, saying that ‘GlaxoWellcome has taken
the lead in disclosure of information, and I hope that the
rest of the pharmaceutical industry will join this initiative.’
There appears to be no less an imperative for the healthcare
devices industry or wound care charities to be open about
the trials they sponsor.

The European entries are dominated by the UK, but
this is changing. The European Science Foundation Policy
Statement on Controlled Clinical Trials (May 2001) now
recommends that member organisations make trial regis-
tration a condition of funding. They also contribute items
to the mRCT and support the use of International Stand-
ard Randomised Controlled Trial Numbers (ISRCTN) so
that readers can identify where a particular trial has been
reported more than once, and where trials are unique.

The trials in the meta register represent a diverse cov-
erage of clinical trials. In future editions of the EWMA
journal we will be highlighting some of the trials featured.
In this edition, we summarise just three of the trials in
pressure ulcer prevention and treatment on the mRCT.
The level of detail provided varies according to the source
of the original information. Typically, abstracts from the
UK National Research Register (http://www.doh.gov.uk/
research/nrr.htm) are briefer than the US source, Clinical
Trials (http://www.clinicaltrials.gov). All contain contact
information for the principal investigator or research team,
and some contain hypertext links to websites with more
information about the trial.

STUDY A
Title: Investigation of Sub-atmospheric Pressure Dressing
on Pressure Ulcer Healing
Sponsor: Department of Veterans Affairs (USA)

Trial Information
Study Design: Treatment, Randomized, Open Label, Active
Control, Single Group Assignment, Efficacy Study �

Scientific Article
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Further Study Details: Many spinal cord injury (SCI) and
otherwise debilitated patients develop pressure ulcers over
the course of their injury or disease. Despite enhanced
wound care management, many pressure ulcers do not heal
completely and require surgical myocutaneous rotational
flap coverage. Even then they often recur.

Hypothesis: Sub-atmospheric pressure dressing (SPD) treat-
ment applied to pressure ulcers will either completely close
them, or heal them to a point allowing for skin graft cov-
erage, more often than 0.9% normal saline wet-to-moist
dressing (WTMD) treatment.

Objectives: The objectives of this study are:
1. to conduct a controlled comparative study of the

effectiveness of sub-atmospheric pressure dressing
(SPD) in healing pressure ulcers versus conventional
saline wet-to-moist dressing techniques;

2. to establish indications and contra-indications for
use of SPD in treating pressure ulcers;

3. to develop a non-invasive, clinically-usable optical
digitiser and associated software for measurement of
wound geometry for standardised quantitative assess-
ment and longitudinal monitoring of wound healing.

Research methods: 120 patients with stage III or IV pres-
sure ulcers meeting the project selection criteria will be
recruited for the project. Patients will be randomly assigned
in a 3:1 (SPD to WTMD) ratio to either the control group
receiving 0.9% normal saline wet-to-moist wound dress-
ing and treatment, or to the sub-atmospheric pressure-
dressing group. All subjects selected will be further strati-
fied according to degree of wound severity, nutritional sta-
tus, and evidence of wound infection. The WTMD group
will receive 0.9% NS moistened gauze applied to the
wound, which will be changed every 8 hours. The SPD
group will receive SPD dressing with the VACTM system
set at a constant sub-atmospheric pressure of negative 125
mmHg. The SPD device and dressing will be left in place
and changed every Monday, Wednesday, and Friday. The
subjects’ pressure ulcers will be measured on day 0 and then
on a weekly basis. Ulcer surface shape, area, and colora-
tion will be recorded with a digital camera and also by trac-
ing the ulcer perimeter on a flexible translucent plastic film
with grid overlaid on the wound. In addition, an optical
laser scanner will be used to record ulcer shape, area, and
coloration, and body/limb segmental volume in the region
of the wound. Volume will also be measured using alginate
wound impressions to form silicone moulds for fluid dis-
placement measurement. The moulds of the wounds will
also be optically digitised while the wound perimeter, topi-
cal surface area, total 3-D surface area, and volume will be
calculated using computer image processing, planimetry,
and volumetry software developed in the project. Local

body/limb segment volume will also be calculated to moni-
tor oedematous fluctuations. Based on these measure-
ments, the wound responses will be scored, after one
month or at the time of the patient’s withdrawal from the
study. The association between response level and treat-
ment type will be analysed using the Chi-square test of
association. Mantel-Haenszel, Chi-square and logistic
regression will be used to control for prognostic variables.

Eligibility
Ages Eligible for Study: 18 Years and above,
Genders Eligible for Study: Both
Expected Total Enrolment: 120

Administrative information
Location and Contact Information
Michael Longaker, M.D. (212) 263-7337
michael.longaker@med.va.gov
New York VAMC, New York, United States;
Recruiting Michael Longaker, MD 718-584-9000

Study chairs or principal investigators
John Fryer, Ph.D. asst. director, Program Analysis and
Review Section (PARS), Department of Veterans Af-
fairs, Rehabilitation Research & Development Service
Wijegupta Ellepola, Program analyst, Program Analysis
and Review Section (PARS), Department of Veterans
Affairs, Rehabilitation Research & Development Service

More Information:
Study ID Numbers – A2108
Date study started: January 2000
Study Completion Date: December 2001
NLM Identifier – NCT00011531
ClinicalTrials.gov processed this record on 2002-10-01

STUDY B
Title: The Prevention of Hospital-Acquired Pressure Ulcers
in Surgical Patients: A Randomised Clinical Trial Testing
the Effects of Preventing Hypothermia During Surgery.*

Trial Information
Main Research Question: Can pressure ulcers be prevented
through preventing intraoperative hypothermia?
Design: Randomised clinical trial with a concealed rando-
misation process and blind outcome assessments.
Sample Group Description: 324 patients having major
surgery in one district general hospital.
Multi-centre Trial? NO.
Outcome Measures: Pressure ulcers and surgical wound
infections.

*NB: This trial was published as Melling AC, Ali B, Scott EM, and Leaper DJ. Effects of
preoperative warming on the incidence of wound infection after clean surgery: a
randomised controlled trial. Lancet 2001 Sep 15; 358(9285): 876-80.
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Administrative information
Source – National Research Register
Serial number at source – N0159067148
Current status of trial: Complete
Start date – 1/9/1997. End date – 31/3/2000

Funding organisation: Northern & Yorkshire region of the
NHS Executive (UK)
Supplementary information: This study was the final part
of a doctoral research programme with the Centre for
Health and Medical Research, University of Teesside
Contact name(s): Mrs Eileen Margaret Scott
Contact details:

North Tees & Hartlepool NHS Trust
Clinical Governance Unit
North Tees General Hospital
Stockton-on-Tees TS19 8PE UK
Tel: +44 (0) 1642 624090 Fax: +44 (0) 1642 624931
Email:eileenscott@goldserve.net

Further information:
This record was taken from the National Research Register
2002, Issue 3, published in September 2002 (http://
www.doh.gov.uk/research/nrr.htm). Information about this
trial can be obtained from the lead researcher named above.

STUDY C
Title: Randomised Controlled Trial Comparing Alternat-
ing Pressure Overlays with Alternating Pressure Mattresses
for Pressure Sore Prevention and Treatment

Trial Information
Clinical objectives: The project will test the null hypoth-
esis that there is no difference in clinical efficacy and cost-
effectiveness between alternating pressure overlays (AO)
and alternating pressure mattress replacements (AR).

Design: A multi-centre RCT in which 2100 patients at
moderate to high risk of developing a pressure sore will be
randomised (stratified, 24 hour telephone) to either an
alternating pressure replacement mattress (AR) or an al-
ternating pressure mattress overlay (AO).

Eligibility criteria:
Inclusion: Patients aged > 55 years who are admitted to a
vascular, orthopaedic or care of the elderly ward with an
expected length of stay of at least 7 days AND who are
completely immobile/have very limited mobility on admis-
sion; or have a pre-existing grade 1, 2 or 3 pressure sore
on admission. Patients admitted before elective surgery
who are expected to be completely immobile/have very
limited mobility for at least 3 days after surgery may also
be included.

Exclusion: Patients who have a pre-existing grade 4 or 5
pressure sore on admission, have participated in this trial
previously, or are unable/unwilling to give full informed
consent.

Randomised interventions
I) an alternating pressure replacement mattress (AR)
II) an alternating pressure mattress overlay (AO).

Endpoints/outcomes:
Primary: The occurrence of a first or new sore at or above
the level of superficial damage to the skin (break/blister)
before discharge will be considered as a treatment failure.
Secondary: Worsening/healing of existing sores, patients’
perceptions, time to occurrence, site of sore, economic
costs including those incurred in the treatment of pressure
sores in the community, post-discharge. Skin assessments
will be made daily by qualified attendant nursing staff and
validated twice weekly by research nurses. Health eco-
nomic results comparing the costs and benefits of the ex-
pensive with the cheaper mattresses will be expressed as
incremental cost effectiveness ratios.

Administrative information
Source of record: National Health Service Research and
Development Health Technology Assessment Programme
Serial number at source: 97/06/14
Current status of trial: Open (i.e. actively recruiting new
participants)
Proposed start date: 01/09/2000
Proposed end date: 31/03/2003
Sources of funding: UK NHS Health Technology Assess-
ment Programme
Contact name: Professor Nicky Cullum
Contact details:

Department of Health Sciences,
Centre for Evidence-Based Nursing, University of York,
York, Y010 5DD
Tel: +44 (0) 1904 321343/4
Email: nac2@york.ac.uk

Further information:
The NHS R&D Health Technology Assessment Pro-
gramme Register was updated in May 2002. Further in-
formation on this trial may be obtained by contacting the
lead researcher named above.  �

Reference List

1 Cullum N, Nelson EA, Flemming K, and Sheldon T. Systematic reviews of wound
care management: (5) Beds: (6) Compression: (7) Laser therapy, therapeutic
ultrasound, electrotherapy and electromagnetic therapy. Health Technology
Assessment 2001; 5(9): 1-221.

2 Horton R, Smith R. Time to register randomised trials. British Medical Journal 1999.
319: 865-6.
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We are delighted to welcome
Peter Vowden as the new
EWMA President. As a vas-

cular surgeon in Bradford in the UK,
Peter is ideally qualified to lead the or-
ganisation over the next few years. Few
vascular surgeons have shown such com-
mitment and interest in the field of
wound care as Peter. He is well placed to
understand the challenges of EWMA
which in addition to its European remit
also represents the views of many differ-
ent professional groups from basic scien-
tists to nurses, doctors and allied profes-
sions such as podiatry.

In 1990, Peter was given the task of establishing a re-
gional vascular unit. This unit now serves a population well
in excess of 650,000. In addition to this demanding role,
Peter has developed a truly collaborative, research-based
wound care service, embracing the individual contribution
made by all members of the multi-disciplinary team. Pe-
ter’s research in wound care has included the development
of a 3D wound imaging system and undertaking random-
ised control trials of treatments including compression.
The unit is currently examining ethnicity issues in vascu-

Welcome to Peter Vowden
EWMA President

lar disease, thrombophilia in leg ulcera-
tion and wound debridement. Peter has
been involved in a number of national and
international wound journals and in the
development of the UK National Guide-
lines in Leg Ulcer Management.

To his new position as president, Peter
brings a very clear understanding of the
need to unite Europe and place wound
care on the European health care agenda.
His work on the EWMA industry liaison
committee has already contributed to the
excellent financial support EWMA now

receives from its industry sponsors. Peter recognises the im-
portance of creating healthy, effective alliances between ex-
isting organisations as well as supporting the development
of new areas. Under Peter’s direction, I believe we will see,
EWMA consolidating and developing new relationships
and areas of interest.

My thanks go to Peter for his personal support, encour-
agement and wisdom during my presidency. I look forward
with great anticipation to the next few years as EWMA
goes from strength to strength.

Christine Moffatt

EWMA Pain Position Paper
EWMA was very proud to be able to present its
first Position Paper at the Granada 2002 conference.
The topic selected for this issue was that of “Pain
at wound dressing changes”.
The paper, which was sponsored by Mölnlycke
Health Care, was published in 5 different languages
and 50.000 copies were printed and distributed!
Furthermore many have chosen to download a
free copy on www.tendra.com/painposition

EWMA will in future years continue to
produce position papers on important aspects of
the Wound Healing and Wound Management area
and thereby creating a series of practically useful
advice for health care personnel across Europe.

EWMA news
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The problem of chronic wounds in Italy
affects around 1.5% of the popula-
tion, a percentage that is on the rise.

Today there are two major national societies in-
volved in wound care in Italy: the Associazione
Italiana Ulcere Cutanee (AIUC) and the
Associazione Infermieristica Studio Lesioni
Cutanee (AISLeC). The main objectives of
AIUC are focussed on the improvement of
training medical and nursing staff in the man-
agement of patients with skin ulcers, especially
in the light of new etiopathogenetic concepts of
the various diseases involved and the develop-
ment of new therapeutic technologies. Right
from its conception, the Association has as-
sumed a multidisciplinary identity in order to
represent, as widely as possible, the various
medical specialities involved in the manage-
ment of skin ulcer patients. AIUC also intends
to extend its working relationship with the
main international wound care societies and
thus favour and further cultural exchange.

AISLeC was established in 1995 as a nursing or-
ganisation involved in wound care. The Associa-
tion has carried out epidemiological studies to
examine the extent of the problem of chronic
wounds in Italy. AISLeC worked with the Ital-
ian Health Ministry, using this data, to integrate
the prevention of pressure ulcers into the Italian
National Health Program including a major
campaign through national newspapers.

DISCOVER PISA
Everyone knows the Leaning Tower of Pisa,
but the city of Pisa is not just the Tower, or the
marvellous Piazza dei Miracoli where it stands.
With its Cathedral, Baptistery and Monumental
Cemetery, Pisa has many other attractions to be
enjoyed. It is the site of the ancient Etruscan
and Roman Port at San Rossore, one of the
most recent and important archaeological dis-
coveries made to date.

Wound Care in Italy

Marco Romanelli
MD PhD

Italy
Chairman Local

Organising Committee

Consultant
Dermatologist at the
Dep. of Dermatology

Univ. of Pisa.
EWMA Council

member.
President elect and

founding member of
EPUAP.

AIUC board member.
Dir. of the Wound

Healing Service at two
major hospitals.

Adjunct Assoc. Prof.,
Univ. of Miami, Florida.
Chairman of the Tissue

Repair School at the
Univ. of Pisa.

Correspondence to:
Epuap Business Office

Wound Healing Unit
Department of
Dermatology,

Churchill Hospital
Old Road, Hedington
Oxford 0X3 7LJ, UK

Tel: +44 1865 228269
Fax: +44 1865 228233

E-mail:
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compuserve.com
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13th Annual EWMA meeting in Pisa in 2003

Aerial view of Piazza dei Miracoli.
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It is also the city where the art of modern sculpture
was born, and many valuable works can be admired on
display in the National Museum of San Matteo. It is the
city of the Maritime Republic, through which, thanks
to the trading activities of Leonardo Fibonacci, the Ara-
bic number system was brought to Italy and Europe. It
is also a city of medieval walls surrounding an historical
centre rich in monuments and works of art of extraordi-
nary value, starting from Piazza dei Cavalieri. In addi-
tion, Pisa is one of the most famous university cities in
the world; offering its ancient University, which was es-
tablished in 1363; the Scuola Normale Superiore where
numerous Italian Nobel prize winners were trained; the
School of Sant’Anna, and the CNR laboratories.

It is also the city of the Lungarni (the banks of the
river Arno), much loved by romantic poets, from Byron
to Shelley, from Giacomo Leopardi to Alessandro
Manzoni, for its climate and traditions of tolerance.

Pisa is also a city strongly characterised by its envi-
ronmental treasures - first of all its Marina, a tourist at-
traction established during the years of Belle Époque
and Liberty, and the Environmental Park of San
Rossore, with its homonymous estate, which is also
known as an equestrian competition ground and breed-
ing centre ranked among the most important in Europe.
All this, and much else besides, makes Pisa a unique
city, and it offers tourists and visitors an infinite selec-
tion of attractions, ranging from the historic to the
modern covering history, art, leisure, commerce and,
not forgetting, holidays.

HISTORY
Pisa, in the past an Etruscan settlement and subse-
quently a Roman colony and, later still, the ancient and
proud Maritime Republic, rises on the banks of the river
Arno close to the Tirrenian Sea. In the Middle Ages,
Pisa enjoyed its period of greatest splendour: the numer-
ous civilian and religious edifices, the squares, the typi-
cal narrow alleys running perpendicular to the Arno,
testify, in the historic centre’s forma urbis, to a remark-
able economic and political stability.

Traces of the Roman and medieval settlements were
completely lost, partly because of bombing during the
Second World War, but there are still ample stretches of
the town walls, built between 1154-1155 and the mid-
fourteenth century.

In the ninth century, Pisa intensified trade in the
Mediterranean Sea, conquered Sardinia and the towns
of Reggio Calabria, Palermo, Bona and Al Mahdiya in
Africa, and, furthermore, could boast of many victories
against the Muslim ships.

Oriented towards Ghibelline politics, Pisa was the
only free commune in all of Tuscany to openly support

the Swabian sovereigns, Frederick I Barbarossa, Henry
VI, Frederick II, Manfredi and Corradino, who were in
opposition to the Papacy, and excommunicated in 1241
for having captured and consigned to the Emperor
Frederick II a few high-ranking priests on their way to
Rome to take part in a council.

The gradual decline of the city was decreed by its ri-
val Genoa with the defeat of Meloria in 1284 and subse-
quently also by Florence. The loss of Sardinia and pre-
dominance over the sea placed Pisa in a kind of isolation
from which it only emerged around 1500.

THE CITY
Pisa is situated on the banks of the river Arno, in
North-West Tuscany. Just 80 km from Florence and 10
km from the Mediterranean Sea, Pisa is a very well
known tourist centre. The town is closely associated
with the famous Leaning Tower, which was re-opened
to visitors on December 15th 2001.

The climate, mild and temperate during the year
because of the vicinity to the sea and the protection
offered by the mountains behind the city, has given Pisa

�

EWMA news

Pisa is known for its beautiful sculptures.
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Luminara, an occasion marking the feast of the Patron
Saint (June 16th) a suggestive decoration on the banks
of the Arno River with wax candles, and the Palio di San
Ranieri, a regatta with special boats through the historic
parts of town.

On the last Sunday in June, at the end of a procession
comprising over seven hundred actors in historical cos-
tumes, two factions of six teams face each other on the
two opposite banks of the Arno, each pushing a heavy
cart. Thus the Game of the Bridge, an ancient tourna-
ment game, is re-enacted.

The Pisa’s Congress Building is one of only a tiny
number that belong to an Italian university. It stands in
one of the most attractive parts of the city and, being
only two kilometres from the airport, the railway station
and the exit of Florence-Pisa highway, it is easy to reach
by all forms of transport. A walk of the same distance
along the river Arno and through the fascinating medi-
eval town centre takes you to the Leaning Tower in the
Piazza dei Miracoli. The Congress Building is three sto-
reys high: on the first floor there are the simultaneous
translators’ booths catering for up to five languages, on
the second are the press room and other rooms for work
and study. The auditorium is on the ground floor with
seating for 1000 people, which, when required, can be
divided by sliding walls into three smaller independent
soundproof sectors, two with seating for 250 and one
for 500 people. Further smaller rooms with from 20 to
170 places are also available for meetings. Equipment in
the building is technologically of the first order and can
satisfy every congress need. Set in attractive open sur-
roundings, the building is fully air-conditioned and is
ideal for receptions, dinners and other social events.

The scientific programme committee has developed
an extensive programme that will provide a diverse
learning opportunity with something for everyone. The
EWMA annual meeting is the most intensive educa-
tional event in the field of wound care. The high quality
of the programme has been firmly established in the
EWMA Congresses of the last few years, and the 2003
meeting will certainly continue that tradition of excel-
lence.

I would personally like to welcome you all to the 13th
Annual EWMA meeting in Pisa in 2003 and I look for-
ward to seeing you in Italy for what I believe will be an
outstanding educational and social event.

Marco Romanelli
Chairman Local Organising Committee

a primary place in national and international tourism.
Pisa International Airport, Galileo Galilei, has domestic
and international air links with Rome, Milan, Cagliari,
Amsterdam, Barcelona, Madrid, Bruxelles, London
Gatwick and Stansted, Frankfurt, Munich and Paris
Charles de Gaulle. The airport is very close to the city
centre and the terminal is directly connected to Pisa
Railway Central Station and thence to the Italian rail-
way network.

As the fulcrum of an area astride the provinces of
Lucca and Livorno, Pisa’s territory is particularly suit-
able for farm-holidays, trekking, cycling, horse riding,
bird watching, golf, open-air and water sports. The city
is sited on a fantastic coast with sandy beaches, and is
perfectly equipped with bathing establishments, hotels
and restaurants. The Regional Natural Park of
Migliarino, San Rossore, Massaciuccoli, extends for
23,00 hectares along the coast from Viareggio to
Livorno, with tree groves and Mediterranean shrubs,
deer, bears and over two hundred varieties of migratory
birds. Pisa preserves, with the complex of Piazza dei
Miracoli, cultural patrimony of all humanity, numerous
masterpieces of medieval history and both civil and
military architecture. To these treasures can be added
the Certosa of Pisa, at Calci (10 km from Pisa) and the
Basilica of San Piero a Grado (5 km from Pisa), required
stops for all lovers of Romanesque art.

Pisa’s cultural and academic traditions boast, besides
the most ancient botanic garden in all of Europe, a pres-
tigious athenaeum flanked by the Scuola Superiore di
Studi Universitari Sant’Anna and the Scuola Normale
Superiore, unique in Italy and instituted by Napoleon
Bonaparte in 1813.

A city of art and history, Pisa commemorates its tra-
ditions during the month of June with numerous folk-
loristic and religious events, among which are the

EWMA news

The impressive cathedral is placed
right next to the Leaning Tower.
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Attachment clip with
drop-preventing strap.

Syringe and valve for
calibration.

Extended battery life.
(Approx. 5 years for
measurements of
20 times /day).

A low priced device.

This device has been produced with the advice
of scholars at Graduate School of Hokkaido

University, Biomedical Systems Engineering,
System- and information Engineering.

Subbandage Pressure Measuring Device
KIKUHIME

The KIKUHIME subbandage pressure measuring device enables the nurse
to ensure that a compression bandage with the correct subbandage pressure
measured in mmHg is applied.

The pressure-sensing pad is placed inside the double sliding cloth at ankle level.
Then the compression bandage is applied in the usual way. Now the subbandage
pressure at ankle level will be displayed on the display screen. Once the pressure
has been read, the pressure-sensing pad can be removed easily and without
disturbing the bandage by pulling the outer part of the double sliding cloth.
A reading of the pressure right below the knee may also be made in order to
ensure graduated compression.
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EWMA Council has worked hard to re-organise
the structure of the organisation in order to
deal efficiently with the increased activity and
internationalisation of a truly European
organisation.

The major key has been to create committees
to handle specific areas and thus to involve
more experts within the specific fields. Small
adjustments will still have to be made, but the
effect on efficiency and co-operation is already
obvious.

Below you find an overview of the different
bodies in EWMA, their members and main
tasks. If you have an interest in one of the
areas, please use the contact person for that
specific committee.

EWMA Organisational Structure

COUNCIL

THE EXECUTIVE BOARD

CO-OPERATING
ORGANISATIONS

BOARD

COST
EFFECTIVENESS

PANEL

INDUSTRY
LIAISON

COMMITTEE

EDUCATIONAL
PANEL

EDITORIAL
BOARD

SCIENTIFIC
COMMITTEE WEB PANEL

PRESIDENT

Imm. Past President President Elect Treasurer RecorderSecretary

CONFERENCE SECRETARIAT

Tasks
The council is the
main deciding body of
EWMA. All members
have the option to join
council at the annual
EWMA conference.
EWMA Council is
responsible for all
decisions made within
the organisation.
Council meets twice
a year to decide on
strategies and other
major decisions within
the organisation.

COUNCIL

Members
Peter Vowden (President)
Christine Moffatt (Imm. Past President)
Finn Gottrup (Recorder)
Brian Gilchrist (Secretary)
Marco Romanelli (Treasurer)
E Andrea Nelson (Editor)
Sue Bale
Carol Dealey
Michelle Flanagan
Peter Franks
Luc Gryson
Deborah Hofman
Zena Moore
Joan-Enric Torra Bou
Co-operating ass. Board representative
Contact: Peter Vowden
peter.vowden@blueyonder.co.uk
Contact: Brian Gilchrist
brian.gilchrist@kcl.ac.uk

Members
Peter Vowden (President)
Christine Moffatt (Imm. Past President)
Finn Gottrup (Recorder)
Brian Gilchrist (Secretary)
Marco Romanelli (Treasurer)
Contact: Peter Vowden
peter.vowden@blueyonder.co.uk

EXECUTIVE BOARD

Tasks
The Executive Board is in
charge of the daily running
of the organisation and has
the mandate to implement
council’s decisions.

The sub-committees of EWMA, each are responsible to the full council
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Tasks
One of the pillars of EWMA
is the close co-operation
with the co-operating
organisations. In this group
national representatives
will discuss and plan the
European development.

CO-OPERATING ORGANISATIONS BOARD

Members
Christine Moffatt (Chair)
Wolfgang Vansheidt
Representatives from each 
co-operating organisation to
be elected.
Contact: Christine Moffatt
christine.moffatt@tvu.ac.uk

Tasks
The Panel aims to provide a
centre for cost effectiveness
studies within Wound Care
by initiating projects and
offering support to those
who wish to undertake cost
effectiveness studies.

COST-EFFECTIVENESS PANEL

Members
Peter Franks (Chair)
Nick Bosanquet
John Posnett
Hugo Partsch
Patricia Price
Elia Ricci
Contact: Peter Franks
peter.franks@tvu.ac.uk

Tasks
All editorial decisions
regarding EWMA
Journal are made by
this board. Works in
close co-operation with
the Web Panel.

EDITORIAL BOARD

Members
E. Andrea Nelson (Chair)
Carol Dealey
Finn Gottrup
Deborah Hofman
Sylvie Meaume
Joan-Enric Torra Bou
Peter Vowden
Michelle Briggs
Contact: E. Andrea Nelson
ean2@york.ac.uk

Tasks
The responsibility of
developing and main-
taining a high-class
web site lies with this
group.

WEB PANEL

Members
Joan-Enric Torra Bou (Chair)
E Andrea Nelson
Marco Romanelli
Contact: Joan-Enric Torra Bou
jtorra@readysoft.es

Tasks
For all practical matters
regarding conferences or
projects, please contact
the EWMA conference
secretariat.

CONFERENCE SECRETARIAT

Contact: Congress Consultants
EWMA@congress-consult.com

Tasks
The aim of this panel
is to create and imple-
ment an educational
framework consisting
of a flexible curriculum
to students and health-
care professionals. The
curriculum will be the
base for future educa-
tion by EWMA in the
co-operating countries.

EDUCATIONAL PANEL

Members
Madeleine Flanagan (Chair)
Finn Gottrup (Co-chair)
Deborah Hofman
Christina Lindholm
Carol Dealey
Luc Gryson
Zena Moore
Hugo Partsch
Contact: Madeleine Flanagan
m.flanagan@herts.ac.uk

Tasks
The co-operation
between EWMA and
the industry is organised
in this committee.

INDUSTRY LIASON COMMITTEE

Members
Peter Vowden (Co-chair)
Christine Moffatt (Co-chair)
Corporate A sponsor representatives
Contact: Peter Vowden
peter.vowden@blueyonder.co.uk

Tasks
The Scientific Committee
is responsible for scientific
programmes & evaluation
of abstracts in relation to
EWMA meetings.

SCIENTIFIC COMMITTEE

Members
Finn Gottrup (Recorder)
Sue Bale
Madeleine Flangan
Peter Franks
Deborah Hofman
Marco Romanelli
Peter Vowden
Contact: Finn Gottrup
EWMA@congress-consult.com

EWMA news
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Michelle Briggs has contributed
to EWMA since its inception – for
example by attending every EWMA
Conference, presenting at plenary
sessions, oral papers and practical
workshops. Recently, Michelle
stepped down after serving three
years on Council, and we wish to ex-
press our gratitude. During her time

on EWMA Council Michelle made many contributions.
One of her gifts is the ability to ask the question that is on
everyone else’s mind. Like the boy who shouted ‘the em-
peror is not wearing any clothes’, Michelle is able to remain
clearly focussed on EWMA’s mission – to help people in
education, practice and research into wound management.
She worked with Joan Enric Torra I Bou in the early days of
our EWMA web site and was a founding member of the
Editorial Board of the EWMA Journal. Michelle will re-
main involved in the Journal as an advisor.

Michelle’s real passion is pain management, both re-
search and clinical practice and she has made some lasting
contributions in this area. As one of the first recipients of
the EWMA / Seton Healthcare Research Award, Michelle
prepared a systematic review of the effect of dressings and
topical agents in managing the pain of venous leg ulcers.
She subsequently published this as a Cochrane Review and
in this format it has been consulted internationally.
Michelle also made a massive contribution to the first
EWMA position paper on Pain and Dressing Changes, as
an author and editorial adviser to the development group.
Michelle managed to do all this while working on her doc-
toral thesis ‘the prevalence and characteristics of painful leg
ulceration’ as well as numerous extracurricular activities.

Michelle is taking up a new challenge in early 2003,
when she will become Research Fellow in Pain in Older
People at the Division of Nursing / School of Healthcare
Studies, at the University of Leeds. We wish her all the best
in this endeavour.

E. Andrea Nelson

George Cherry was one
of the invited participants in
a series of meetings which
culminated in the founding
of the European Wound
Management Association.
He can therefore genuinely
lay claim to being one of the
founder members of the

Association. From the outset George was an enthusi-
astic and active participant, who was very keen to
ensure that any conferences or study days were
always of high scientific content, while at the same
time always having a practical aspect.

His contribution to the Association has been
considerable: he was one of the editors of the confer-
ence proceedings from 1992 until 1996; he was the
Recorder from 1993 to 1995; and he became the
President in 1996. He has served on the council
continuously from the inception of the Association
until finally retiring at the 2001 Annual General
Meeting.

The role of the Recorder is to chair the Pro-
gramme Committee and to organise the Confer-
ence, both tasks requiring a considerable amount of
energy, tact and diplomacy. During George’s term of
office he was often called on to exercise all of these
in great measure as the Association struggled to gain
full control of its own affairs, especially in relation to
the annual conference. The hugely successful confer-
ences in Copenhagen (the first EWMA venture out-
side the UK) and the following year in Harrogate
were the tangible results of his endeavours.

George has been one of the Association’s staunch-
est supporters. EWMA Council would like to record
its sincere thanks for all the hard work, and for the
impressive results he has achieved and wishes him all
the best in the future.

Brian Gilchrist

Leaving/entering

COUNCIL
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Geoff Keye retired this year
from EWMA Council after serv-
ing the organisation close to a
decade. During this time he
served on several committees and
was the local organiser for our
very successful conference in
Dublin in 2001.

In writing this appreciation
of his work, I tried to think of a suitable anecdote that
typified Geoff ’s commitment and contribution to
EWMA. The most obvious is all the hard work he put
into ensuring that the conference in Dublin was such a
success. However, I think the one I have chosen demon-
strates the dedicated way in which Geoff worked within
Council.

EWMA Scientific Committee is responsible for
judging all the abstracts submitted for both oral and
poster presentations at conference. The committee met
early in 2001 in Birmingham, UK in order to judge to
abstracts for the conference in Dublin. The weather was
not good and Geoff ’s flight into Birmingham was di-
verted to Manchester where the passengers were put on
a coach to Birmingham Airport (a journal of several
hours). He then had to travel another 40 kilometres by
taxi. Geoff finally arrived very late, but immediately sat
down to work on the abstracts and was able to advise on
a number of abstracts that required his specialist knowl-
edge. To me, that is real commitment; I would have
gone back home from Manchester!

The Council will miss Geoff greatly and wish him
well for the future.

Carol Dealey

This year Christina
Lindholm has left EWMA
Council but continues her work
for the organisation through her
involvement in EWMA’s Educa-
tional Panel and, as an ambassa-
dor of EWMA, she assists wound
healing societies in the Baltic
countries.

Christina is a warm and enthusiastic person whose
sense of humour and engagement make her a pleasant
and inspiring colleague. Being a member of EWMA
Council since the early stages, she has taken part in the
different stages of the development of EWMA. In 2000
Christina chaired the important meeting in Stockholm
where the future of EWMA was decided. The Stock-
holm meeting was a great success, which was partly due
to Christina’s enormous efforts.

During her career Christina has worked in the indus-
try as well as in clinical work. She is an RN tutor of
Nurses, and her involvement in research has resulted in
a PhD degree in medicine performed in Malmo, Swe-
den in 1993. Christina is the author of a textbook on
wound healing for nurses and of a national pressure ul-
cer State of the Art document. Her postgraduate re-
search including her PhD focuses on leg and pressure
ulcers. Education has always been vital to Christina, and
she is engaged in courses for nurses on the care of differ-
ent types of wounds. She is also the founder of Uppsala
Wound Healing Centre in 1999.

Thank you Christina, for the efforts you have made
so far. We hope you will continue to support and work
for EWMA in the future.

Finn Gottrup

It is with great pleasure EWMA welcomes
Sue Bale (UK),
Luc Gryson (BE)
and Zena Moore (IE)
as new members of council.
We look forward to the contributions
they will bring to our organisation.

EWMA news

Sue Bale Luc Gryson Zena Moore

At the same time EWMA would like to express the organisation’s appreciation
to the four members who have chosen to leave the board. A heartfelt thank you to
all for the hard and enthusiastic work, which has contributed to make EWMA what
it is today. Michelle Briggs, George Cherry, Geoff Keye and Christina Lindholm.
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EWMA
Activity Report
In this section you can follow activities taking
place in EWMA. Many of these projects are
described in detail elsewhere in the journal.

Latest activities
� 12th EWMA Conference – ‘Chronic

Wounds and Quality of Life’
� Re-organisation of EWMA, to fit the

changed structure of the organisation.
� New co-operating organisations:

• Czech Society of Wound Management
(CSWH)

• Belgian Federation of Wound Care
(BFWC)

� New Corporate A sponsors
• KCI
• Lohmann & Rauscher

� New Corporate B sponsors
• Nutricia Healthcare

� Educational EWMA seminar in co-opera-
tion with EPUAP, Budapest, Sep 2002

� Educational Meeting 28.09.2002
� Corporate Sponsor Meeting 01.10.2002
� Meeting with the Latvian Wound Healing

Organisation in Riga 24.10.2002
� EWMA position paper on “Pain at wound

dressing changes” published

FUTURE ACTIVITIES
� Meeting with the Czech Society of Wound

Management 08.11.2002
� Corporate sponsor meeting 11.03.2003
� Educational meeting 10.03.2003
� EWMA conference in Pisa in co-operation

with AIUC and AISLeC 22-24.05.2003
� Co-operating organisations meeting

23.05.2003

New Corporate Sponsors in
EWMA

EWMA is pleased to announce that
KCI and Lohmann & Rauscher have
chosen to join the Corporate 
A-sponsorship programme from
2003. Lohmann & Rauscher already
holds a Corporate B-sponsorship.

EWMA recognizes the importance of close co-operation
between the organisation and the corporate industry and
look forward to working with KCI and Lohmann & Rauscher
in the efforts to profile the wound healing and manage-
ment 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 spon-
sors for choosing to help us in our efforts. We hope that
everybody associated with EWMA will support this co-oper-
ation in any way possible.

Furthermore Nutricia has chosen to
join on the corporate sponsor B level.

Use the Journal to
profile your company
The EWMA Journal is a bi-annual European informa-
tional source within woundhealing and Management.
10,000 copies are distributed free of charge to all
members of organisations co-operating with EWMA.
This makes the Journal a unique communication
channel from which your company could benefit greatly.

If you are interested in more information
on rates and possibilities please contact:

Congress Consultants
Martensens Alle 8
DK-1828 Frederiksberg C, Denmark
Tel: +45 7020 0305
Fax: +45 7020 0315
e-mail: EWMA@congress-consult.com

Please observe that the deadline for
next issue is March 15th

EWMA news



Polyurethane foam wound
care dressing. The only
wound care dressing
containing an FDA approved
wound cleanser F68
(Poloxamer 188), a
moisturizer (glycerin)
and Super Absorbent Starch
Co-Polymer.

PolyMax ® is the new thicker more
absorbent non-adhesive dressing with
the same benefits of F68, Glycerol and
the Super-absorbent Starch Co-Polymer
as PolyMem dressings.

PolyMax ® absorbs up to 60% more
than PolyMem and over 80% more than
other foam dressings.

Today, Ferris features a full line
of latex free PolyMem Dressings,
which are available in numerous
shapes, sizes and configurations
for a wide variety of wound
applications.

Continual in-house research and
extensive clinical testing assure
consistent performance of every
PolyMem Dressing, recognized
worldwide as “The Pink Dressing,”

PolyMem is available through a
global network of sales offices and
healthcare distributors. For further
information, contact Ferris Mfg.
Corp. Europe office at:

email:
polymem_europe@hotmail.com

www.FerrisCares.com

DISTRIBUTORS INQUIRIES
WELCOME FOR:
Spain, France, Portugal, Austria,
Slovenia and Czech Republic

The Super-Absorbent Starch Co-Polymer
contained in the dressing, draws, absorbs
and holds excess fluids in the hydrophilic
membrane while allowing the body’s
natural growth factors and nutrients to
concentrate at the wound site.

The F-68 Surfactant, is a mild wound cleansing
agent activated by moisture and gradually released
into the wound bed. Interfacial tension between
healthy tissue and debris is reduced, loosening
eschar and necrotic tissue, supporting autolytic
debridement and keeping the wound bed clean
throughout the entire wound healing process.

The Glycerin, a moisturizer, keeps the
dressing from adhering to the wound bed,
providing comfort at the wound site.
Glycerin also reduces odor, conserves
living fat cells, reduces hypergranulation,
soothes traumatized tissues and supports
autolytic debridement.

PolyMem
non adhesive dressing

NEW!

PolyMem
film backed
adhesive dressing

PolyMem
cloth backed
adhesive dressing

PolyWic
super-absorbent
wound cavity filler

PolyMem
non adhesive
calcium-alginate
dressings

PolyMem® PolyMax ®
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Payment accepted in pound sterling only, drawn on UK bank.

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:

EWMA Membership application

Volume 1
Number 1
Spring 2001

The EWMA Strategy
Christine Moffatt

The Slovenian Project
Christine Moffatt

Zinc Oxide Augments in Wounds
Dr. Magnus Ågren

Malignancy and Pre-Malignancy in
Leg Ulceration
Janice Cameron and Deborah Hofman

The Meaning of Living with
Venous Leg Ulcer
Britt Ebbeskog

Cost-effectiveness in Wound
Management
Prof. Peter Franks

The Cochrane Wounds Group
Michelle Briggs

Pressure Sore References
Andrea Nelson

Review: The Foot in Diabetes
Andrea Nelson

EWMA Journal Previous Issues

Volume 1
Number 2
Fall 2001

Experimental Wound Healing Research
Finn Gottrup

Larval Intervention in the Chronic
Wound
John C. T. Church

An Update on Pressure Ulcer
Management
Jeen Re Haalboom

Wound Closure
David J. Leaper

The Profile of Wound Care
Educational Development Project
Madeleine Flanagan, Finn Gottrup

The Lymphoedema Support Network
– A Patient Perspective
Christine Moffatt

Review: Acute and Chronic Wounds
Una Adderley

Progress Report from the Cochrane
Wound Group
Andrea Nelson

Diagnosis/Prognosis Papers in 2001

Volume 2
Number 1
Spring 2002

Health Related Quality of
Life Measurement
Andrea Nelson

The use of Compression Therapy in
the Treatment of Venous Leg Ulcers –
a recommended Management Pathway
Michael Stacey et al

The Professional Role and Competence
of Tissue Viability Nurses in Finland
Salla Seppänen

A Review of Advances in Fungating
Wound Management since EWMA 1991
Patricia Grocott

Multi-center Research on Wound
Management in Home Care in Italy
A. Bellingeri

Wound Healing in Moorish Spain
Carol Dealey

Treatment studies from 2001
Review: Guide to the Medical Literature.
A Manual for Evidence-Based Clinical
Practice
Sally Bell Syer

Previous issues can be acquired for £7 or 11.5 € per copy. Please contact:
Congress Consultants, Martensens Allé 8, DK – 1828 Frederiksberg C, Denmark
Tel: + 45 70200305, Fax: + 45 70200315, EWMA@congress-consult.com
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Index of October issue of

Journal of Wound Care:

Volume 11,
Number 9

Interface pressure measurement:
testing and selecting sensors
T. Bethaves, Medical Electronics Research Student (PhD)

Meeting the complex care needs of a patient
with Darier’s disease
G. Wicks, MSc, RN, Dip HE, Tissue Viability Specialist Nurse

Healing properties of Promogran in venous 
leg ulcers
F. Vin, MD, Angiologist; L. Téot, MD; S. Meaume, MD

The use of oxidised cellulose as a topical
haemostatic dressing on a bleeding stomal wound
N. Lawrentschuk, MB, BS; P.M. Hewitt, FRACS

A survey of tissue viability nurses’ role and
background in one region
L. Austin, MSc, RN, MRC

Advanced wound care materials: developing
an alginate fibre containing branan ferulate
M. Miraftab,1 PhD; Q. Qiao, PhD; J.F. Kennedy,
PhD, Professor; M.R. Groocock, Product Manager; *
S.C. Anand, PhD, Director of Research

Making multimedia work for you: a wound manage-
ment CD-ROM
A. Hopkins, MSc, RN, DN Cert, Clinical Nurse Specialist
B. (Tissue Viability); M. Vogel, MPhil, Research Fellow.

Index of October issue of

SÅR:

SÅR,
Number 3, 2002

The diabetic Charcot foot: incidence and treatment of ulcers
Kirsten Larsen, Jesper Fabrin, Per E. Holstein

The use of Low Level Laser in the treatment of venous ulcers
Hanne Storm

News from NIFS; Swedish Wound Care Society

Summary: Chronic wounds and quality of life.
12th EWMA conference, Grenada, Spain 2002
Bo Jørgensen

NIFS-nytt
Theis Huldt-Nystrøm

Award-recipient: Grenada, Spain 2002
Rie Nygaard

Summary on the 4th meeting in Jysk Wound Forum,
Denmark, September 2002
Rolf Jelnes

www.dsfs.org
Michael Bitsch

Information on Danish Nursing Society
Kirsten Müller

www.molnlyckehc.com
Rolf Jelnes

Call for annual general meeting
Danish Wound Healing Society
AGM agenda – Danish Wound Healing Society

EWMA news

The Leg Ulcer Reference CD

The Leg Ulcer Reference CD gives you access to
the world of leg ulcer management.

• Picture gallery with high-resolution photos of
leg ulcers, which range from common ailments
to rarely seen disease processes

• 10 video-case studies on the differing aspects
of caring for patients with leg ulcers.

• Illustrated glossary with instant access to
the terminology used.

Get Access to the world of leg ulcer management
for only 25 GBP including shipment.

Order your copy of the CD today by filling in the
order form on www.cricp.org
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Pain at wound
dressing changes:
a guide to
management
by M Briggs, JE Torra i Bou

This paper draws on the authors'
clinical experience and the basic
science of pain physiology to offer
recommendations for good practice
when managing pain at wound
dressing changes. Because of the
complexity and size of the topic, the
focus is specifically on managing
pain at dressing removal in adult
patients with chronic and non-burn
wounds.

Key points

1. Pain control methods at wound
dressing changes are often
under-utilised by practitioners.

2. Pain arising from wounds is
multidimensional in nature and
practitioners should adopt a
broad holistic approach to
management.

3. It is vital that patients are sup-
ported by a combination of
techniques to help them through
the dressing procedure including
good preparation, appropriate
choice of dressing materials and
adequate analgesia.

The theory of pain
by H Wulf, R Baron

This article explores the complex
nature of the underlying mecha-
nisms involved in both nociceptive
(inflammatory) and neuropathic
pain to enhance our understanding
of patients' pain experiences.

Key points

1. The pathophysiology of pain
involves an alteration of pain
transmission pathways.

2. Tissue damage and inflam-
mation sensitises nerve endings
that transmit pain signals.

3. Increased sensitivity of neurons
to a repeated stimulus can
cause benign sensations to
become painful.

4. Injury to the peripheral nerves is
often associated with abnormal
sensory function, causing
a marked increase in patients’
perception of pain.

5. An understanding of how the
nervous system responds and
adapts to pain is vital if we are
to make sense of patients’ pain
experiences.

Understanding
wound pain and
trauma:
an international
perspective
by CJ Moffatt, PJ Franks,
H Hollinworth

This article discusses the results
of an international collaborative
survey which sought to explore
practitioners' understanding of pain
and trauma at wound dressing
changes.

Key findings

1. Dressing removal is considered
to be the time of most pain.

2. Dried out dressings and adher-
ent products are most likely to
cause pain and trauma at dress-
ing changes.

3. Products designed to be non-
traumatic are most frequently
used to prevent tissue trauma.

4. Gauze is most likely to cause
pain. New products such as
hydrogels, hydrofibres, alginates
and soft silicone dressings are
least likely to cause pain.

5. Awareness of product range and
ability to select dressings is
highly variable between coun-
tries.

6. Use of valid pain assessment
tools is considered a low priority
in assessment with greater
reliance on body language and
non-verbal cues.

The first position document from EWMA

Pain at wound dressing changes
is a peer-reviewed publication on the clinical
management of pain in chronic wound care.

The EWMA position document Pain at wound dressing changes is down loadable on www.tendra.com/painposition



Silicone gel sheeting 

First-line therapy in 
scar management 1

An international group of leading scar clinicians recommends silicone gel sheeting as first-line
therapy on immature, linear and widespread burn hypertrophic scars and minor keloids.1

Furthermore, silicone gel sheeting should be considered as first-line prophylaxis, initiated soon 
after surgical closure. Mepiform® is a self-adherent and discreet soft silicone dressing for scar care.
It is widely used among professionals around the world.

Reference: 1) International Clinical Recommendations on Scar Management.
Mustoe T A, et al. Plast. Reconstr. Surg, 2002, Vol 110, No. 2. 560-571.

Mölnlycke Health Care, Box 13080, 402 52 Göteborg, Sweden
Phone. +46 31 722 30 00, Fax. +46 31 722 34 00, www.tendra.com
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The EWMA Cost Effectiveness Panel has
been established to address a need for
evidence to support the use of appropri-

ate products within the field of wound care. While
the quality of clinical studies and trials of inter-
ventions (of both products and systems) has,
without doubt, improved greatly over the last 10
years, there remains a dearth of quality published
information on the costs and, more importantly,
the cost effectiveness of wound care interventions.
With increasingly more stringent limits on health
service spending, and ever increasing expectations
from consumers, the gap between what is ex-
pected of health care provision and what can be
provided is widening. European governments
need to judge health care interventions not only
on their effectiveness, but also on their cost effec-
tiveness in terms of maximum output in health
gains for the financial input provided.

THE AIMS OF THE PANEL
Initially the Cost Effectiveness Panel was devised
as a means of involving health professionals in cost
effectiveness studies. There were several reasons
for this approach:
� to develop an understanding in health pro-

fessionals of the need for undertaking health
economic analysis.

� to provide them with appropriate under-
standing of the types of studies being under-
taken.

� to be able to use HE information when jus-
tifying use of products within their services.

There has been great interest shown by EWMA’s
industrial partners; raising the profile of cost ef-
fectiveness clearly has important consequences for
industry. These include:
� using the cost effectiveness argument when

discussing reimbursement with govern-
ments.

� ensuring greater usage of effective products
in existing services.

� developing new markets, where modern
wound care products are not currently
available.

The EWMA perspective is to work towards devel-
oping the uptake and usage of cost-effective wound
care products. The Panel is interested in examin-
ing models of care for new and existing services.
The models would include use of products, but also
delivery of care issues such as who delivers care,
how the care is delivered, and what training is re-
quired etc.

GETTING THE RIGHT TREATMENT TO
THE PATIENT AT THE RIGHT COST
The initial work of the Cost effectiveness Panel will
be to undertake a scoping exercise throughout
Europe. Key opinion leaders, industrial partners
and council members of EWMA will be contacted
to provide information on some of the key issues
of cost effectiveness and reimbursement within
Europe. The key themes to this study will be:
� which types of product are available within

each country.
� which clinical areas have access to the

particular product types.
� which patients receive particular products,

and which do not.
� who pays for each product type.
� what reimbursement systems are in operation

within the countries.

From the generated data we hope to be able to
answer some of the key questions about the deliv-
ery of products to patients. Key themes include:
� Similarities and differences between countries

of Europe
� Needs which are not met within countries
� Equity of access to products based on:

wound type, age, ability to pay
health insurance, treatment location
(community versus hospital)

� Opportunities for developing new markets
and expanding existing markets

We are still keen to hear from individual clinicians
about developing cost effectiveness studies. The
Cost Effectiveness Panel has representation from
the EWMA Council, health economists, clinicians
and industrial partners.  �

EWMA COST EFFECTIVENESS PANEL

Prof. Peter J. Franks
Co-director of the Centre for
Research & Implementation
of Clinical Practice, Thames

Valley University, UK.
EWMA Council member

Correspondence to:
Prof. Peter J Franks

Thames Valley University
Centre For Research and

Implementation of Clinical
Practice

Wolfson Institute of Health
Sciences

32-38 Uxbridge Road
GB-W5 2B London

United Kingdom
Tel: +44 181 280 5020
Fax: +44 181 280 5020

peter.franks@tvu.ac.uk
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EWMA Corporate Sponsor Contact Data

EWMA news

Corporate A

Coloplast
Holtedam 1-3
DK-3050 Humlebæk
Denmark
Tlf: +45 49 11 15 88
Fax: +45 49 11 15 80
www.coloplast.com

Convatec
Swekelys House Milton Road,
Ickenham
UB 10 8NS Uxbridge
United Kingdom
Tlf: +44 (0) 18 95 62 83 87
Fax: +44 (0) 18 95 62 83 45
www.convatec.com

Johnson & Johnson
Coronation Road
SL5 9EY Ascot
Berkshire, United Kingdom
Tlf: +44 1344 871 000
Fax: +44 1344 872 599
www.jnj.com

KCI International
Beech Avenue 54-80
1119 PW Schiphol-Rijk
Netherlands
Tlf: +31 (0) 20 658 6484
Fax: +31 (0) 20 658 6701
www.kcimedical.com

Corporate B

 

3M Health Care
Morley Street, Loughborough
LE11 1EP Leicestershire
United Kingdom
Tlf: +44 1509 260 869
Fax: +44 1 509 613326
www.mmm.com

Cook limited
Monroe HouseLetchworth
SG6 1LN Hertfordshire
United Kingdom
www.cookgroup.com
Tlf: +44 1462 473 100
Fax: +44 1462 473 190

1e. Stationsstraat 18b
2700 MAZoetermeer
The netherlands
Tlf: +31 (0)79-3539600
Fax: +31 (0)79-3539650
www.nutricia.com

Mölnlycke Health Care Ab
Box 13080
402 52 Göteborg, Sweden
Tlf: +46 31 722 31 08
Fax; +46 31 722 3000
www.tendra.com

Smith & Nephew
Po Box 81, Hessle Road
HU3 2BN Hull, United Kingdom
Tlf: +44 (0) 1482 225 181
Fax: +44 (0) 1482 328 326
www.snwmd.com

Tyco Healthcare
Via Cristoforo Colombo 456
00145 Rome, Italy
Tlf: +39 335 72 95 110
Fax: +39 0654 608 262
www.tycohealthcare.com

Lohmann & Rauscher
P.O. BOX 23 43 Neuwied
D-56513 Germany
Tlf: +49 (0) 2634 99-6205
Fax: +49 (0) 2634 99-1205
www.lohmann-rauscher.com
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European Wound Management Association

Educational
Development Project

Progress so far
Over the last year, the EWMA Educational De-
velopment Panel has completed a needs analysis
to identify the wound management educational
requirements across Europe. This was carried
out using a sample of European countries in-
cluding Belgium, Denmark, Hungary, Italy,
Latvia, Portugal, Sweden and the United King-
dom. The project’s general aims and general
learning outcomes have been updated to reflect
the new knowledge obtained from this analysis.

General aims
1. Provide students and healthcare profession-

als with the knowledge and skills to equip
them to perform their role in the delivery of
optimal wound care.

2. Provide contemporary interdisciplinary
wound management education that is en-
dorsed by organisations affiliated to
EWMA.

3. Provide quality standards against which
other organisations can evaluate existing
wound management programmes.

4. Achieve European acceptance by developing
an educational framework that harmonises
with the European Commission’s educa-
tional initiatives in order to disseminate best
practice in wound care.

General learning outcomes
The overall EWMA educational framework
provides opportunities for students and health
professionals to develop and demonstrate
knowledge, understanding, skills and other
attributes in the following areas:
1. The aetiology, epidemiology, prevention and

management of a variety of commonly
occurring wounds.

2. The science of wound prevention/repair and
associated problem solving and clinical re-
search.

3. The management, treatment and care of peo-
ple with wounds and related tissue problems.

4 The psychological, legal, ethical and economic
impact that wounds have on the patient, fam-
ily and society as a whole and the implications
these have for health care.

The next step
The second stage of the Educational Develop-
ment Project is the development of the actual
curriculum. It is envisaged that the curriculum
will be interdisciplinary, focusing on processes
instead of profession. The aim is to develop a
flexible curriculum consisting of a number of
modules each focusing on a specific aspect of
wound management.

Based on the knowledge obtained from the
needs analysis, a standard template has been de-
veloped that will form the basis for each module.
The first modules on which development has
already begun are:
� Physiology of Wound Healing & Tissue Repair
� Wound Assessment
� Acute Wounds
� Leg Ulcer Management
� Diabetic Foot
� Pressure Ulcer Prevention & Management
� Oncology Wounds

Each module will be developed by a small group
of advisors drawn from related wound organisa-
tions and key opinion leaders. To strengthen the
value of the modules we aim to affiliate at least
one organisation with module-specific knowledge
to each module. Furthermore we welcome input
from other key persons within each area, so if you
feel you have valuable input to offer any of the
above modules, please contact Madeleine
Flanagan at m.flanagan@herts.ac.uk.

Prof. Finn Gottrup
MD, DMSci

Professor of Wound
Healing and Surgery,

and Director of
Copenhagen Wound

Healing Center,
Bispebjerg University

Hospital, Copenhagen,
Denmark

Specialist in General
Surgery and Surgical

Gastroenterology.
Assoc. Prof. of

Anatomy, University of
Aarhus.

Chair of Copenhagen
Wound Healing Center,

University of
Copenhagen.

EWMA Immediate Past
President

Council Member of the
EPUAP.

President of DSFS.
President of ETRS

1998-99

Madeleine Flanagan
MSc, BSc (Hons)

Nursing, Dip Nursing
RGN, Principal Lecturer,
Div. of Post-Registration

Nursing, University of
Hertfordshire, UK.

Certification Education,
Scheme Leader for BSc
(Hons) Tissue Viability,

MSc Advancing Practice
in Tissue Viability.

Editorial Advisor for the
Journal of Wound Care

and Journal of Tissue
Viability.

Update
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The European Pressure Ulcer Advisory Panel
(EPUAP) invited EWMA to organise a
seminar on the EWMA Education Project to

be held prior to the EPUAP conference in Budapest in
September this year. Attended by approximately 30
delegates travelling from almost as many countries, the
seminar was very successful. All the delegates showed a
great eagerness to improve the education provision in
wound care for all health care professionals, patients,
carers and the wider public.

Carol Dealey provided the background and aims of the
project that are underpinned by the philosophy that
‘EWMA aspires to establish a framework to create
educational standards for wound healing/management
without taking away any professional autonomy in
different countries for determining how these standards
are achieved.’

Christina Lindholm graphically demonstrated the need
for education and educational materials by describing
her visit to Latvia and the work there. Sue Bale then
described the position of EPUAP in relation to educa-
tion and information regarding pressure ulcers. She also
explained the view that EPUAP’s role was to collate
what educational materials/courses are available in rela-
tion to pressure ulcers and then to ensure their member-
ship was kept informed. This role potentially comple-
ments that of the EWMA Education Project.

A lively discussion followed these presentations. The
main points of discussion centred around the need to
validate what is already available and to have a central
(web-based) reference point, preferably in a variety of
languages.

Perhaps the most encouraging aspect of the seminar was
the genuine desire expressed by many to collaborate and
co-operate in order to improve patient care.

Carol Dealey

EWMA
Grants
EWMA will in 2003 hand out awards
within following areas:

EWMA news

EWMA/EPUAP
Education Seminar

Research
� Salary Support
� Research expenses
� The Award will not cover overheads or

capital grants.
� The agreed term of the Award should provide

for preparation of a final report to EWMA.

Education
� Expenses incurred while following wound care

courses such as, purchase of books, travel and
subsistence.

� The award will not cover course fees, overheads
or the cost of attending conferences.

EWMA panel awards
� If a relevant project is presented to EWMA Coun-

cil, council may decide to donate a grant in order
to help the objectives of EWMA panels. For the
panels and their objectives please see the article
in this issue or refer to the EWMA homepage.

Eligibility
Awards are only open to current full members of the
European Wound Management Association (EWMA).

Application
For information on application, please refer to:
www.ewma.org

Application date
Closing date for applications, March 1st 2003.



EWMA JOURNAL 2002 VOL 2 NO 250

At the EWMA meeting in Dublin 2001,
representatives from GNEAUPP and
EWMA met to discuss the joint

GNEUAPP/EWMA conference in Granada
2002. Dublin was a major step towards a true
European co-operation within the field of
wound healing and management. EWMA be-
lieves that only by fully involving the national
organisations will it be possible to develop the
delivery of care across Europe.

One year later the first participant registered at
the impressive Granada Exhibition Centre.
Many more were to follow; in fact 2300 del-
egates from all over Europe joined the event,
surpassing even the most optimistic forecasts.
The huge amount of work put in by EWMA
and GNEAUPP, and especially by Javier A.
Soldevilla, president of GNEAUPP and vice
president Joan-Enric Torra Bou, paid off hand-
somely.

The official programme was opened on Thurs-
day at 10 a.m. by the presidents of GNEAUPP
and EWMA, Javier Soldevilla and Christine
Moffatt. In the following two and a half days,
10 plenary sessions, 139 free papers and 222
posters were presented. Added to this, the large
exhibition, the many satellite symposia, and the
wealth of information presented was very im-
pressive and, at times, overwhelming.

The number of interesting presentations could
have called for more prizes and made the selec-
tion process a positive challenge.

One of the major impediments to international
co-operation has been the language barrier. A
new initiative at the EWMA conference to ad-
dress this matter was the introduction of a total
bi-lingual concept including translation of all
materials, programme, abstracts etc., as well as

The 12th Conference of the
European Wound Management Association

QUALITY OF LIFE
May 23rd-25th, 2002 Granada Spain

simultaneous translations during all sessions.
Based on the very positive reaction of the par-
ticipants there is no doubt that this will become
an integrated part of future EWMA confer-
ences.

The cost of simultaneous translations is high,
but when you experience a challenging discus-
sion between a Spanish speaker and an English-
speaking participant, you understand that it is a
worthwhile expenditure. Communication be-
tween two people of different languages would
otherwise be very difficult if not impossible.
EWMA feels that opening communication will
contribute to the development of a true pan-Eu-
ropean knowledge exchange.

Finn Gottrup
EWMA Recorder

Javier Soldevilla Agreda
GNEAUPP President

Joan-Enric Torra I Bou
GNEAUPP

Vice President

Entrance to the beautiful Granada conference centre.
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The historic city of Granada was the perfect background
for the conference and those participants who took a
break from the large and varied programme had the
chance to enjoy one of the most charming cities in Eu-
rope. The small cobble-stoned streets, the haciendas, the
charming lifestyle of friendly Spanish people, all with
the beautiful backdrop of the Sierra Nevada Mountain
range and the world heritage Arabic Castle “el Alham-
bra”, was an experience of a life time for all.

The enjoyable atmosphere in Granada was also reflected
in the social activities. The official programme was
opened with a beautiful show of folk dances, followed
by a roof top reception. The panoramic view of Granada
in the sunset was a fantastic background for a cosy get-
together.

Friday’s lunch was sponsored by Smith & Nephew and,
this time, the participants could enjoy the splendid cli-
mate of southern Spain. The terrace was once again an
ideal meeting place, and the live flamenco, the fountains
and the delightful food made it a most pleasant experi-
ence.

Friday evening, after a long day’s programme, the par-
ticipants visited “El Capricho” – the largest restaurant in
Spain. The adjoining bull fighting arena was used to
demonstrate a version of the most famous Spanish tradi-
tions of them all. The “Tapea” is a bullfight with a
young bull, where the animal is never touched. It gave
the delegates the opportunity to study the art of bull-
fighting without an animal getting hurt.

Conferences

Roof top terrace Spanish tapas on the roof top terrace.

Granada is considered the cradle of Flamenco.

One of the many impressive stands in the exhibition.

�



EWMA JOURNAL 2002 VOL 2 NO 252

Peter Vowden
was constituted
as new EWMA
president.

Part of the EWMA Council at the conference dinner.

President of the Italian Nurse Association for the Study of
Cutaneous Wounds and co-organiser of the EWMA 2003
conference in Pisa, Andrea Bellingeri with company.

Conferences

After the show the guests were led into the dining room
next door – an impressive sight with more than 1900
beautifully decorated tables in the same room. The rest of
the evening was spent on a brilliant dinner and a variety of
entertainment from GNEAUPP and EWMA.

The Granada conference was an ambitious meeting offering
all delegates interesting, stimulating and enjoyable days in
Southern Spain. Next year the EWMA conference will be
held in Pisa, Italy, and we hope that you, once again, will
join the event to contribute to the growing development of
international wound healing and wound management.
For a detailed description of Pisa, please refer to the article
by Dr. Marco Romanelli elsewhere in this Journal.

Kind regards Finn Gottrup, EWMA recorder

Session in the Manual de Falla Hall. GNEAUPP President Javier A. Soldevilla.
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Germany, 12
Italy, 19
Japan, 8
Mexico, 456
Netherlands, 11
Perú, 94
Portugal, 95
Puerto Rico, 17

Spain, 3822
Sweden, 24
Switzerland, 11
United Kingdom, 21
Unknown, 279
Uruguay, 60
USA, 262
Venezuela, 38

The 2002 GNEAUPP/EWMA conference was the first
conference for these organisations that was broadcasted
through the Internet. Interested from all around the world

were able to follow the lectures in cyberspace. This was made possi-
ble due to the co-operation of salutmultimedia.com and the Socie-
dad Española de Enfermería en Informática e Internet (Spanish In-
ternet and Informatics Nursing Society) www.seei.es

Grenada’s web cast files, which are available on www.gneaupp.org
and www.ewma.org, have been visited by more than 6000 persons
since the conference:

Argentina, 328
Belgium, 21
Bolivia, 12
Brazil, 38
Chile, 239
Colombia, 73
Costa Rica, 21
El Salvador, 16

Data updated the 30th of September

The Internet has given us a great possibility for spreading the mate-
rials from the conference to the many colleagues unable to attend,
especially to those from South America. It also offers great value
documents. Videos of the conferences and discussions are usually
are not included in abstracts or proceedings, but can now be
accessed and used in the future.

Before the end of the year EWMA’s web site, with a new design, will
also include PDF files of all the abstracts of oral presentations and
posters accepted for the conference.

Joan-Enric Torra I Bou, EWMA website group

Granada Conference 2002
in Cyber Space
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Year City Country Theme President

1991 Cardiff United Kingdom Advances in Wound Management Terrence Turner

1992 Harrogate United Kingdom Advances in Wound Management

1993 Harrogate United Kingdom Advances in Wound Management Carol Dealey

1994 Copenhagen Denmark Advances in Wound Management David Leaper

1995 Harrogate United Kingdom Advances in Wound Management Chris Lawrence

1996 Amsterdam Holland Wound Healing Therapy:
a critique of current practice and opportunities for improvement George Cherry

1997 Milano Italy New Approaches to the Advancement of Chronic Wounds Finn Gottrup

1997 Harrogate United Kingdom Improving Clinical Outcomes through Education

1998 Madrid Spain Acute and Chronic Wounds: Is there a Difference?

1998 Harrogate United Kingdom Patient Centred Wound Care

1999 Harrogate United Kingdom Taking Wound Care into the 21st Century Christine Moffatt

2000 Stockholm Sweden Advances in Wound Management

2001 Dublin Ireland Back to the Future

2002 Grenada Spain Chronic Wounds and Quality of Life Peter Vowden

2003 Pisa Italy Team-work in Wound Care – The Art of Healing

Terrence Turner Carol Dealey Chris Lawrence George Cherry Finn Gottrup Christine Moffatt Peter Vowden

   EWMA Past Presidents & Conference History

Conference Calendar
Conference 2002 Place Country

2nd European Medical & Biological Engineering Conference (EMBEC’02) Nov. 22-26 Boston USA

2003 Place Country

8th NPUAP National Conference Feb. 21-22 New Orleans USA

Tissue Viability Society Spring Conference 2003 April 8-9 Blackpool United Kingdom

Symposium on Advanced Wound Care Apr./May 28-1 Las Vegas USA

The Wound Healing Society 13th Annual Educational Symposium & Exhibition May 3-8 Seattle USA

European Wound Management Association May 22-24 Pisa Italy

Diabetic Foot May 22-24 Noordwijkerhout The Netherlands

ETRS Annual Meeting Sept. 24-26 Amsterdam The Netherlands

European Pressure Ulcer Advisory Panel Sept. Tampere Finland

2004 Place Country

2nd World Union of Wound Healing Societies’ Meeting July 8-13 Paris France

David Leaper

Conferences



A Novel Antibacterial TA Novel Antibacterial TA Novel Antibacterial TA Novel Antibacterial TA Novel Antibacterial Trrrrreatment for Difeatment for Difeatment for Difeatment for Difeatment for Difficult to Heal Wficult to Heal Wficult to Heal Wficult to Heal Wficult to Heal Woundsoundsoundsoundsounds
EWMA 2002, Granada: Satellite Symposia 24th May - Sponsored by Coloplast A/S

Edited by Mette Qvist Jensen & Flemming Wilhelmsen, Coloplast
The Satellite symposium ‘A Novel Antibacterial Treatment for Difficult to Heal Wounds’ sponsored by Coloplast A/S was held during the 12th annual

EWMA Conference on the 24th May in Granada. In the following some of the main issues are highlighted. A comprehensive review will be presented later.

IntrIntrIntrIntrIntroduction by the chairman:oduction by the chairman:oduction by the chairman:oduction by the chairman:oduction by the chairman:
Prof. Finn Gottrup, MD., DMSci, Copenhagen Wound Healing Centre, Denmark

The symposium was introduced with a discussion of delays in the normal healing
process that may be caused by local as well as systemic factors like local blood
supply, tissue damage and not least infection.

The aim of this symposium was to explore these issues by focusing on the
wound bed preparation principle, the use of silver as a topical antiseptic and
finally the clinical experience of two new dressings containing silver.

1. W1. W1. W1. W1. Wound Bed Pround Bed Pround Bed Pround Bed Pround Bed Preparation – Principle & Practiceeparation – Principle & Practiceeparation – Principle & Practiceeparation – Principle & Practiceeparation – Principle & Practice
Associate professor Gary Sibbald, MD, Department of Medicine, University of
Toronto, Canada.

WBP is really a synthesis of existing knowledge but “viewed with new eyes”:
debridement, bacterial balance or control and moisture balance.

Debridement in a chronic wound is essential for the outcome of further
treatment and may be facilitated by autolytic, enzymatic, mechanical and/or
surgical procedures.

All chronic wounds are contaminated. Multiplying bacteria will at a certain
stage begin to cause damage and delayed healing. The wounds may stop
healing typically before we have the clinical signs of infection. The bacterial
imbalance may be caused by the number of bacteria, their virulence and the
most important is host resistance.

There are probably two ‘bacterial compartments’ in a chronic wound that can
be out of balance: a superficial compartment and a deep one. If the
superficial wound bed is out of balance, a non-healing situation may occur
with exuberant friable bright red granulation tissue, and increased amount of
exudate addressing the need for moisture balance. In the deeper
compartment warmth and tenderness may be present along with pain,
erythema greater than 2 cm beyond ulcer margins or probing to bone.

2. Silver as a Moder2. Silver as a Moder2. Silver as a Moder2. Silver as a Moder2. Silver as a Modern Antibacterial Agentn Antibacterial Agentn Antibacterial Agentn Antibacterial Agentn Antibacterial Agent
Mrs Liz Scanlon, RGN, RM, Cert D.N., M.Sc., Leeds CMHS Trust, England

Silver is generally considered to be effective against a wide spectrum of bacteria
and fungi, protozoa and endospores, including antibiotic resistant bacteria MRSA,
VRE. Further the development of resistance or sentisation is limited compared
to antibiotics.

ModerModerModerModerModern antisepticsn antisepticsn antisepticsn antisepticsn antiseptics are recognised as having an important role in wound bed
preparation by reducing the bio-burden and participate in the active debridement
that is key to effective wound management and exudate reduction by reducing
the inflammatory response. They are also easy to apply and they are more
stable and provide sustained release of antiseptic and some also maintain a
moist wound environment.

Silver as an anti-micrSilver as an anti-micrSilver as an anti-micrSilver as an anti-micrSilver as an anti-microbialobialobialobialobial
The benefit of using sustained release of silver is that it ensures a constant low
dose of silver decreasing the risk of cellular and tissue damage.  It also ensures
a constant antiseptic effect and combines the benefits of the carrier dressing
with the silver e.g. ContrContrContrContrContreeteeteeteeteet Hydrocolloid has all the benefits of slow release of
silver as well as the hydrocolloid features, i.e. exudate management and creation

of moist wound healing environment.
The release of silver from the ContrContrContrContrContreeteeteeteeteet
Hydrocolloid is shown in figure1.

Figure 1. The Silver release profile of ContreetContreetContreetContreetContreet Hydrocolloid.

It can be concluded that the new modern silver dressings, such as ContrContrContrContrContreeteeteeteeteet
Hydrocolloid, are far safer and more efficacious than the old fashioned
antiseptics.

3. Clinical Experience with Contr3. Clinical Experience with Contr3. Clinical Experience with Contr3. Clinical Experience with Contr3. Clinical Experience with Contreet Hydreet Hydreet Hydreet Hydreet Hydrocolloid and Controcolloid and Controcolloid and Controcolloid and Controcolloid and Contreet Foameet Foameet Foameet Foameet Foam
Professor Finn Gottrup, Denmark

ContrContrContrContrContreeteeteeteeteet Hydrolloid was tested in 2 studies, including in total 67 venous leg
ulcer patients (ABI>0,8) in 9 European centres.

ContrContrContrContrContreeteeteeteeteet Foam has been investigated in 1 study on 25 patients with venous
leg ulcers (ABI>0,8) in 3 Danish centres.

The ulcers included had a delay in healing compared to expectations, unhealthy
and dull looking granulation tissue. Many were malodorous and some painful
with a high amount of exudate. As such the ulcers were judged to be in a
bacterial imbalance.

ContrContrContrContrContreeteeteeteeteet Hydrocolloid
The included ulcer had not been showing progress before treatment with
ContrContrContrContrContreet.eet.eet.eet.eet. The overall reduction in the mean ulcer area in study 1 was 41,7 %
after 11 days of treatment. In study 2, 31% healed after 8 weeks of treatment
and the overall reduction in wound area was 74,5%. Hence a remarkable
clinical improvement in both studies was observed.

The odour almost disappeared and the amount of exudate decreased as well.
Pain experience was also significantly reduced (from 40% to 15%). No infections
occurred. Finally no adverse events were related to the dressings.

ContrContrContrContrContreeteeteeteeteet Foam
At first the patients were treated with BiatainBiatainBiatainBiatainBiatain for one week and then 4 weeks
with ContrContrContrContrContreeteeteeteeteet Foam, and finally 1 week with BiatainBiatainBiatainBiatainBiatain again.

No other antiseptics or antibiotics were used during the treatment period.

The relative reduction of the ulcer area after 4 weeks of treatment was 56% on
these ulcers with delayed healing. One ulcer healed completely during this
period. Interestingly when changing to standard treatment after 4 weeks with
ContrContrContrContrContreeteeteeteeteet Foam the relative ulcer area increased in size.
See figure 2.

Figure 2. ContreetContreetContreetContreetContreet Foam clinical studies, median wound area reduction.

The treatment demonstrated effectiveness in reduction of necrotic tissue,
unhealthy granulation tissue along with increase in healthy granulation tissue.

No adverse events were reported and no patients developed infections during
the study period.

It can be concluded that ContrContrContrContrContreeteeteeteeteet Foam ‘kick starts’ ulcers with delayed
healing by effectively killing bacteria and by managing the exudate due to the
action of silver and the high absorption capacity. Further the fast wound healing
is accompanied by a reduction in odour and pain.

Release of Silver
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The 6th Open Meeting of the European
Advisory Panel (EPUAP) was held in
Budapest, 18-21st September 2002.

The theme of the meeting was ‘Pressure Ulcers
– a quality of care indicator?’ This theme domi-
nated the first day of the conference during
which a number of speakers addressed this issue
from a range of perspectives, including, most
importantly, the patients’. Patricia Price (Car-
diff, UK) presented what little research has been
undertaken in looking at quality of life issues in
patients with pressure damage and some of the
challenges faced in trying to improve under-
standing in this area.

Following presentations regarding pressure
ulcer management and prevention in different
parts of Europe, USA and Japan, the Lifetime
Achievement Award was presented to Professor
Joe Barbenel of Strathclyde University, Scotland.
This annual award is presented to those who
have made a significant contribution to the
field of pressure ulcers. Professor Barbenel then
addressed the conference presenting his views
on the use of prevalence surveys in measuring
pressure ulcers and the effectiveness of current
prevention strategies.

The following two days were a mixture of
plenary and concurrent sessions with free pa-
pers and updates on various EPUAP working
groups and projects. One project is the PEPUS
(Pan-European Pressure Ulcer Study of patients
with hip fracture) Survey, which has been un-
dertaken in six countries across Europe (Fin-
land, Portugal, Sweden, Italy, Spain and UK)
with the aim of gaining greater understanding
of the causes of pressure ulcers in patients with
hip fractures. Christina Lindholm (Stockholm,
Sweden) presented the preliminary results from
those centres that have completed their surveys.
However, centres in other countries have also
expressed an interest in participating, so the
study is still ongoing at present.

Another project undertaken by EPUAP has
been to develop a tool for undertaking a pres-
sure ulcer prevalence survey that could be used
in any country. To date, this tool has been pi-
loted across five countries (Belgium, Italy, Por-
tugal, Sweden and UK) and surveyed a total of
5947 patients. Several papers were presented by
the working group, which explained the project
in some detail, and stressed that the patients
sampled were not a representative group as the
purpose was to test the data collection tool.
However, within the survey 18.1% of patients
had a pressure ulcer and, of these patients, only
4.6% were being provided with adequate pre-
ventative care. There certainly seems to be scope
for improvement. Some members of this group
had also produced a draft position paper on
monitoring the prevalence and incidence of
pressure ulcers*.

The final group to report to the conference
was the Support Services Working Group com-
prising a mixture of scientists, manufacturers of
pressure redistributing equipment and clini-
cians. The Group has produced draft guidelines
on the laboratory evaluation of pressure redis-
tributing support surfaces*. These guidelines
were presented for further discussion and de-
bate.

As with all such conferences there was much
debate both within and outside the sessions.
The conference ended with the presentation of
poster prizes and details of the venue for next
year’s conference: Tampere, Finland. And, as
this was Hungary, there were also a number of
magnificent cakes served with champagne!  �

Report on the 6th European Pressure
Ulcer Advisory Panel Open Meeting

*Both these papers can be found on the EPUAP website
(www.epuap.org/review4_1/index.html)

Carol Dealey
MA BSc (Hons) RGN

RCNT
School of Health

Sciences
University of
Birmingham

and
University Hospital

Birmingham NHS Trust
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Conferences

In association with the Budapest meeting of
the parent organisation European Associa-
tion for the Study of Diabetes (EASD) the

DFSG held a joint meeting with NEURO-
DIAB (Diabetic Neuropathic Study Group) at
Hotel Balatonfured. 157 participants from 29
countries from Europe, North and South-
america, Australia, Asia and Africa attended the
meeting. There were 103 scientific papers and 3
symposia, each with 4-5 invited speakers.

On the first day there was a joint symposium
on basic research in peripheral neuropathy and
an update on the effect of alpha-lipoic acid.
Following this symposium each of the two or-
ganisations had a series of separate sessions.

Major sponsors Johnson & Johnson and
Bristol-Myers Squibb Company each had a
symposium of 1 hour for the DFSG:
Johnson & Johnson: Advanced wound healing
therapies inducing alteration in wound bio-
chemistry.
Bristol Myers Squibb: Diabetic infections in
relation to a new antibiotic: Garenoxacin.

For the DFSG 103 papers had been selected:
36 for oral presentations and 67 for poster
sessions over a period of 2 days. There were
6 DFSG oral sessions on

Basic and Clinical Science
Classification, Foot Clinic and Epidemiology
Orthopedic Surgery
Uremia and Infection
Revascularization and Biomechanics
Charcot

In order to reinforce the importance of posters,
10 of these had been selected for short and
brisk oral presentation with 4 minutes allocated
for each and with the maximum of 4 slides.
This experiment running over 1 and 1/2 hour
turned out to be very satisfactory. Moreover,

Diabetic Foot Study Group (DFSG)
meeting in Hungary (Lake Balaton)

increased time had been allocated for usual
poster presentations with guidance of chairmen.
Thus there was 2 sessions of 1 hour, each with
6 simultaneous poster sessions. The topics were

Epidemiology/screening 2 sessions
Wound healing/Outcome 2 sessions
Diagnostics 2 sessions
Foot clinic 2 sessions
Surgery 1 session
Varia 2 sessions
Classification 1 session

The meeting evaluation was satisfactory.
The programme received ratings of:

Excellent 21%, above average 60%, average 9%,
fair 9%, poor 0%

Local organisers
Professor Peter Kempler, Dr Eva Kadar,
dr. Zsolt Hermanyi.

NEURODIAB executive committee:
Chairman professor Dan Ziegler,
Vice Chairman Professor Goran Sundkvist,
Professor Johannes Jacobsen,
Dr. Bert Bravenboer, Professor Poul Valensi,
Professor Norman Cameron

DFSG executive committee:
Chairman Dr Michael Edmonds,
Vice Chairman Dr Per Holstein,
DMSc, secretary Professor Max Spraul,
treasurer Dr. Luigi Uccioli, Dr Irina Gourieva,
chiropodist Kirsten Larsen, Dr. Manes Christos,
Dr Alberto Piagessi, Dr Nicholas Schaper,
Dr. Vilma Urbancic-Rovan.

DFSG organising secretariat:
Anne Roscoe, Eve Stamm

You can access the programme on the internet on:
http://dialex.co.uk/conferences/diabetic_foot_study_group_2002/
programme.pdf

�

Per E Holstein, DMSc
Vice Chairman DFSG

August 29th - September 1st 2002
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April 24th 2002 the Danish Wound
Healing Society hosted the “first Inter-
national Workshop on Multidisci-

plinary Concepts in Wound Healing”. The
background for the meeting was the growing
international understanding of the importance
of a definition of a multidisciplinary approach
and structure of the wound healing area in the
future.

More than 60 key opinion leaders within
the area were gathered in the beautiful sur-
roundings on the coast of North Sealand, to
define a strategy for a general acceptance
approach and structure for the wound healing
area.

Various important topics were covered
among which the following can be mentioned.

Professor Finn Gottrup was chairman and
started the day with a brief overview of the
problems faced in Denmark. In spite of an
expected well functioning treatment system
many patients suffering of problem wounds still
has not received a correct diagnosis. This and
other problems can be solved by a better
organisation of the treatment area by establish-
ment of a structure including centers and
teams. Clinical work, education and research
with cost effectiveness assessments are impor-
tant parts of such a structure.

Professor John Posnett from the United
Kingdom talked about cost effectiveness. He
introduced the terms “cost effectiveness” and
“clinical effectiveness”. Methods that can docu-
ment knowledge must be used to maximise
Wound Healing and treatment within the exist-
ing framework. Cost effectiveness is not alone
saving money, but optimising the result with
the current funds available.

Professor Luc Teot from France, clinical head
nurse Kirsten Müller, Denmark and professor
Keith Harding United Kingdom spoke on the
importance of well-educated health care per-
sonnel, and how such an education could be
established.

Professor Christine Moffatt, United Kingdom
addressed the problem on a European level. Not
surprisingly, very few are interested in this
health care problem in Europe, and the concep-
tion of best practice is very diverse.

Professor Vincent Falanga and professor Gert
Kövecker described the initial steps of organisa-
tion in the US and Germany. The reimburse-
ment problem for the American wound patient
and the need for academic based wound healing
centers are main problems in the US. A compu-
terised registration system between different
hospitals in the southern part of Germany is the
initial step of organisation in this country.

The final panel discussion chaired by dr.
George Cherry and Professor Christine Moffatt
covered many important questions for the
future structure of Wound Healing area.

At the end of the day professor Finn Gottrup
could conclude that it had been an interesting
and promising workshop, which clearly had
shown the need for a strong future strategy for
the organisation of the wound healing area.
In the next issue of EWMA Journal a more
detailed description of this workshop and the
project will be published. �

First International Workshop
on Multidisciplinary Concepts
in Wound Healing

Finn Gottrup
Professor of Wound

Healing and Surgery

President DWHS
dsfs@mail.tele.dk

Danish Wound
Healing Society
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Meeting in Latvia 2001 (from left): Sergejs Kolesnikovs, Ieva Kabuce,
Ints Undris, Tatjana Ivanova, Finn Gottrup, Christina Lindholm,
Pauls Bartulis, Henrik J. Nielsen.

The Melngalvju Nams in Riga. The building was destroyed during
World War II but has now been reconstructed in its original image.

Finn Gottrup, Christina Lindholm and Henrik
Nielsen lectured and represented EWMA. Dr Ints
Undris, Dr Sergejs Kolesnikovs and RN Tatjana
Ivanova also lectured. A model for the Latvian
Wound Treating Organization was proposed and
accepted with great enthusiasm by the audience.

On the 3rd of May 2002, the Latvian Wound
Treating Organization was officially established. The
aims of the Organization are:
1) to promote education in wound management

among nurses and physicians
2) to promote reimbursement for wound care

materials
3) to increase the involvement of nurses in

wound management
4) to coordinate wound management among

different specialists (surgeons, GPs etc).

This year on October 24, the Organization has
organised a study day at which participants will
discuss and examine many aspects of pain man-
agement and ulcer care. Christina Lindholm has
been invited to attend as a guest speaker.

The EWMA meeting in Granada was attended
by Drs Undris and Kolesnikovs, and RN Tatjana
Ivanova. Their enthusiasm for, knowledge of and
interest in wound healing is impressive and bodes
well for the future of wound-care as a specialism in
Latvia.

EWMA welcomes the Latvian Wound Treating
Organization as an important associated member
organization, and wishes our Latvian colleagues
good luck in their important future work.  �

L atvia, one of the Baltic countries previ-
ously behind the “iron curtain” has the
beautifully restored city of Riga as its

capital. Riga benefits from a genuine atmos-
phere of “Old Town”, and also features an ex-
ceptionally good museum of medical history.

The population of Latvia, approximately 2,5
million comprising a 54/46% ratio of women
to men, is supported by 150 hospitals and
12000 physicians. Of the 150 hospitals 72 are
major and of the 12000 doctors 2000 are GPs.
Twenty-three percent of the population is be-
tween 18-60 years and half a million people are
retired; many living on minor pensions. The
physicians belong to 90 different associations.
In addition there are 15000 nurses in Latvia,
belonging to 11 different associations.

As is the case in most European countries,
the trends in Latvian Health Care, are towards
cutting costs by closing hospital beds, and fo-
cusing on home care and GP-run clinics. Until
now, wound-care has not been seen as a
specialism – dressings are not reimbursed for
the patients, and education in wound manage-
ment has not been specifically addressed. How-
ever, this situation is chaanging as interest in
wound healing has been raised by a small group
of interested doctors and nurses.

The 2001 EWMA meeting in Dublin was
visited by a Latvian delegation, and in Decem-
ber 13, 2001, EWMA was invited to join the
first meeting of the proposed Latvian Wound
Healing Organization. Approximately 60 physi-
cians and nurses attended the meeting, at which

Wound Healing Association in Latvia

Christina Lindholm

Conferences

Christina Lindholm
RN, PhD, Associate
professor
Director R&D,
Caring Sciences,
Karolinska hospital
Stockholm, Sweden.
christina.lindholm@ks.se
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ABSTRACT

Background
Various solutions have been recommended for
cleansing wounds, however normal saline is
favoured as it is an isotonic solution and does not
interfere with the normal healing process. Tap
water is commonly used in the community for
cleansing wounds because it is easily accessible,
efficient and cost effective, however, there is an
unresolved debate about its use.

Objectives
The objective of this review was to assess the effects
of water compared to other solutions for wound
cleansing.

Search strategy
Randomised and quasi-randomised controlled
trials were identified by electronic searches of
Cochrane Wounds Group Specialised Trials
Register, MEDLINE, EMBASE, CINAHL, and
the Cochrane Controlled Trials Register. Primary
authors, company representatives and content
experts were contacted to identify eligible studies.
Reference lists from included trials were also
searched.

Selection criteria
Randomised and quasi randomised controlled
trials that compared the use of water with other
solutions for wound cleansing were eligible for
inclusion. Additional criteria were outcomes that
included objective or subjective measures of
wound infection or healing.

Data collection & analysis
Trial selection, data extraction and quality assess-
ment were carried out independently by two
reviewers and checked by a third reviewer. Differ-
ences in opinion were settled by discussion. Some
data were pooled using a random effects model.

WATER FOR
WOUND CLEANSING

DEBRIDEMENT
OF DIABETIC FOOT
ULCERS

ABSTRACT

Background
Foot ulceration is thought to affect 15% of people with diabetes
at some time in their lives.

Objectives
To assess the evidence for debridement diabetic foot ulcers.

Search strategy
Searches of electronic databases, hand searching journals, bibli-
ographies and identification of unpublished work by contacting
experts in the diabetic foot.

Selection criteria
Randomised controlled trials (RTCs) evaluating of debridement
in the treatment of diabetic foot ulcers. The outcome had to in-
clude either complete healing or rate of healing. There was no
restriction on articles, on language or publication status.

Data collection & analysis
Data extraction and assessment of study quality were undertaken
by one reviewer and checked by an Editor of the Wounds Group.

Main results
5 RCTs of debridement were identified; 3 RCTs assessed the
effectiveness of a hydrogel as a debridement method, 1 RCT
evaluated surgical debridement and 1 RCT evaluated larval
therapy. Pooling the 3 hydrogel RCTs suggested that hydrogels
are significantly more effective than gauze or standard care in
healing diabetic foot ulcers (absolute risk difference 0.23; 95%
CI: 0.10,0.36). Surgical debridement and larval therapy showed
no significant benefit in these small trials. Other debridement
methods such as enzyme preparations or polysaccharide beads
have not been evaluated in RCTs of people with diabetes.

Reviewers’ conclusions
There is evidence to suggest that hydrogel increases the healing
rate of diabetic foot ulcers. More research is needed to evaluate
the effects of a range of widely used debridement methods and
of debridement per se.

This review should be cited as: Smith J. Debridement of diabetic
foot ulcers (Cochrane Review). In: the Cochrane Library, Issue 4,
2002. Oxford: Update Software.

Updates from the Cochrane Wounds Group. Two new reviews are abstracted here –
for more informaton on the Cochrane Wounds Group go to www.cochranewounds.org
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Main results
Three trials were identified that compared rates of
infection and healing in wounds cleansed with
water and normal saline, two compared cleansing
with no cleansing and one compared procaine
spirit with water. There were no standard criteria
for the assessment of wound infection across the
trials which limited the ability to pool the data.
The major comparisons were water vs normal
saline, and tap water vs no cleansing. For chronic
wounds, the odds of developing an infection when
cleansed with tap water compared with normal
saline was 0.16,95% Confidence Interval (CI)
0.01, 2.96. (No difference.) Use of tap water to
cleanse acute wounds was associated with a lower
rate of infection than saline (OR 0.52, 95% CI
0.28, 0.96). No statistically significant differences
in infection rates were seen when wounds were
cleansed with tap water or not cleansed at all (OR
1.06, 95% CI 0.06, 17.47). Similarly there was no
difference in the infection rate in wounds cleansed
with water or procaine spirit and those cleansed
with isotonic saline, distilled water and boiled
water (OR 0.55, 95% CI 0.18,1.62).

Reviewers’ conclusions
Although the evidence is limited one trial has
suggested that the use of tap water to cleanse acute
wounds reduces the infection rate and other trials
conclude that there is no difference in the infec-
tion and healing rates between wounds that were
not cleansed and those cleansed with tap water and
other solutions. However the quality of the tap
water should be considered prior to its use and in
the absence of potable tap water, boiled and cooled
water as well as distilled water can be used as
wound cleansing agents.

This review should be cited as: Fernandez R,
Griffiths R, Ussia C. Water for wound cleansing.
(Cochrane Review). In: the Cochrane Library,
Issue 4, 2002. Oxford: Update Software.          �

Organisations

European 
Co-operation

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

 to create closer bonds between the
national wound healing and management organi-
sations.

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

organisation workshop at the annual
EWMA conference

■ 1-2 free invitations to 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 organisation

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 organisations
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 well on our way to create a truly Euro-
pean forum for the improvement of wound man-
agement.

We hope that more associations will see the op-
portunities and contact us, so that we can all ben-
efit from the synergy that is being created around
EWMA.

Christine Moffatt, EWMA Past President
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Co-operating Organisations

Organisations

Name Abbr. www. Country
Associação Portuguesa de Tratamento de Feridas ATPS aptferidas.no.soupo.pt Portugal
Associazione Infermestica per lo Studio delle Lesioni Cutanee AISLeC aislec.it Italy
Associazione Italiana Ulcere Cutanee AIUC aiuc.it Italy
Czech Society of Wound Management CSWH – Czech
Belgian Federation of Wound Care BFWC – Belgium
Dansk Selskab for Sårheling DSFS dsfs.org Denmark
Deutsche Gesellschaft für Wundheilung und Wundbehandlung DGfW dgfw.de Germany
Finnish Wound Care Society FWCS personal.inet.fi/yhdistys/haava Finland
Grupo Nacional para el Estudio y Asesoramiente en Ulceras
por Presión y Heridas Crónicas GNEAUPP gneaupp.org Spain
Latvian Wound Healing Society LWHS Latvia
Leg Ulcer Forum LUF legulcerforum.org 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 wmaoi.org Ireland

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
Canadian Association of Wound Care CAWC cawc.net Canada
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
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Organisations

AISLeC
Associazione

Infermestica per lo
Studio delle Lesioni

Cutanee

Italian Nurse
Association for the

Study of Cutaneous
Wounds

Andrea Bellingeri, President
Battistino Paggi, Vice-president

Correspondence to:
AISLeC

Via Flarer n 6
27100 Pavia

Italy

Tel.: +39 382 422 133
Fax: +39 382 523 203

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

AISLeC 2002 Activity
Since AISLeC was founded it has worked towards its
objectives of promoting the quality of care through exten-
sive research. Using data from Italy and abroad, AISLeC
has done this following the AHCPR guidelines.

In its eight years of activity, AISLeC has trained over
9000 professional health workers, been involved in many
quality assurance initiatives throughout Italy, and with
over 200 courses and 13 editions of University courses in
wound care. In addition, AISleC has established multi-
centre researches involving a total of over 140 hospitals.

The first three studies involved a total of 1,760 col-
leagues and 8,240 patients from 297 wards. From
these studies we have been able to observe if the
patients, while confined to their beds, have had their
positions changed at regular intervals whether assisted
by professional health workers or moving by themselves.
We have also checked if pressure redistribution equip-
ment was used and if medications were used. In addition,
we have evaluated the level of assistance given to
patients in home care treatment programmes. We have
looked at mobilization and the use of assistance for
preventive treatment of PS in Home Care.

The fourth multi-centre research is actually in progress
and its focus is on home care and nursing homes.
In the preparatory home research over 56% of the
subjects examined had skin ulcers. In evaluating pressure
sore lesions and comparing the home care setting to the
hospital setting, we can see that the presence of low-
grade lesions (stage 1 and stage 2) has been confirmed
to be around 50%, as in the 1996 study. We also
confirmed an increase of 50% in stage 3 and an increase
of 100% in stage 4 lesions when comparing the two
settings.

These studies have enabled us to inform patients, clini-
cians, healthcare workers and the Italian Health Ministry
about this important problem and to work towards
improving quality assurance in home care.

To improve our clinical knowledge it is necessary to invest
in research programs and, for this reason, some research
groups like ours are carrying out multi-centre research
projects to draw attention to the work done by our
Association. In Italy, the Vulnus Foundation is being set
up to research and operate projects in line with the work
done by us. The aim of the Vulnus Foundation is to bring
about and promote clinical research projects as well as
training programmes, in order to improve the quality of
the care and treatment offered to thousands of citizens.
There is also a synergy between the Foundation and a lot
of Health Centres and Hospitals.

The integral data on the latest research in home care is
also available in English. It contains over 50 pages of
tables and comments on the largest research project in to
home care in Italy. For a CD copy of the research data,
fax your details to: +39 382 523 203.

AISLeC is this year co-operating
with EWMA to arrange the

2003 EWMA meeting in Pisa

13th conference
European
Wound Management Association
PISA · ITALY · 22-24 May · 2003

TEAMWORK IN WOUND TREATMENT:
THE ART OF HEALING

IL LAVORO DI GRUPPO
NEL TRATTAMENTO DELLE FERITE:
L’ARTE DELLA CURA
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13th conference
European
Wound Management Association
PISA · ITALY · 22-24 May · 2003

TEAMWORK IN WOUND TREATMENT:
THE ART OF HEALING

IL LAVORO DI GRUPPO
NEL TRATTAMENTO DELLE FERITE:
L’ARTE DELLA CURA

In the last years the problem of cutaneous
ulcers (venous, arterial, diabetic, pressure
ulcers) has assumed an increasing importance,
above all due to the progressive increase in the
elderly population and therefore of the preva-
lence of pathologies. Cutaneous ulcers repre-
sent an important clinician problem of growing
importance.

The Italian Association for Cutaneous Ulcers,
taking advantage of famous experts in the
field, wants to be a center and national refer-
ence point for all those who daily engage and
face the difficult challenge of cutaneous ulcers.
It wants to be an organisation of major impact
and focus on research, diagnostic and therapy
of cutaneous ulcers. This will be done with a
clinician-diagnostic approach in an interdisci-
plinary environment, where respect, profession-
alism and enthusiasm and the devotion to the
area will come together.

Directive Council AIUC

President Luca Maximum Chinni

Elect President Piero Bonadeo

Past President Giovanni Micali

Secretary George Guarnera

Treasurer Papi Maximum

Councilmen Anna Remainders
Maura Bonvento
Roberto Cassino
Andrea Cavicchioli
Alexander Farris
Mark Masina
Battistino Pages
Clement Power
Elia Curly
Mark Romanelli

Revisers of Paul Cuffaro
the accounts Raffaele Trulli

Maria Teresa Viviano

President AIUC
Luca Maximum Chinni

AIUC
Associazione Italiana

Ulcere Cutanee

Italian Association for
Cutaneous Ulcers

Luca Maximum Chinni
President

Correspondence to:
Marco Romanelli
University of Pisa

Dept. of Dermatology
Via Roma 67
I-56126 Pisa

Italy
Tel: +39 0 50 992436
Fax: +39 0 50 551124
E-mail: mroman@iol.it

www.aiuc.it

AIUC is this year co-operating
with EWMA to arrange the

2003 EWMA meeting in Pisa

III° National Conference
Italian Association Ulcere Cutaneous
Cutaneous Ulcera:
Search, Clinical and Therapy
Acireale, Catania, 14-15-16 November
2002

The Italian Association for Cutaneous Ul-
cers, has from the beginning always faced
a pathology great social importance, of-
ten invalidating the patient, and at the
same time difficult approach.

The Conference of Catania is an impor-
tant verification of the work in AIUC and
will touch subjects such as, research,
physio pathology, diagnostic and main
therapy. As the character of the pathology
mainly hits the elderly, the organisation
wished to involve several Institutions with
the objective of of giving the patients bet-
ter service, without excessive burdens,
attendance and therapeutic garrisons of
quality. A particular thanks to Giovanni
Micali, Past President and founding mem-
ber of AIUC, who will be in Catania, and
will be honoured by the organisation at
our III° National Scientific Conference.

Organisations



CHARCOAL CHECK. SILVER MATE.

No other dressing works like ACTISORB Silver 220, with the unique 

combination of activated charcoal and silver. Activated charcoal 

traps bacteria, then silver effectively kills them.1 activated charcoal 

also adsorbs the resultants bacterial toxins, which are known to 

impair wound healing.2 Charcoal, check. Silver, mate. The 

combination to help you win in the management of infected and

colonised wounds.

1. Russelss AD et al. Progress in Medical Chemistry 1994, 31 

2. Robson MC et al. Wound healing alteration by infection. Clinics in Plastic Surgery 1990, 17: 485-492 

Johnson & Johnson

Advanced Wound Care

Coronation Road

Ascot SL5 9EY

United Kingdom

Tlph +44 1344 871 000
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NEWS BULLETIN FROM NIFS

NIFS
Norwegian

Wound Healing
Association

Theis Huldt-Nystrøm
Chairperson

Correspondence to:
NIFS Secretariat, Kirsti Espeseth

Sårpoliklinikken
Buskerud Sentralsykehus

N-3004 Drammen
Tel: +47 3280 3339
Fax: +47 3280 3344

E-mail: kirsti.espeseth@c2i.net
www.saar.dk/norsk.html

NIFS Norsk Interessefag-
gruppe For Sårheling NIFS’s annual Wound Healing Seminar will be

held in Stavanger (Norway) on February 6th

and 7th, 2003 – with the title:

Ischemic Wounds
– A Challenge In The Health Care

This seminar is aimed at physicians, nurses,
foot therapists or others working with wound
care with an interest in learning more about
wound healing. Most lectures will be held in
Norwegian.

The program is packed with fascinating and
interesting facts and will address the following
topics:
– Etiologies, diagnostic procedures and

treatment of chronic foot and leg ulcers
caused by diseases affecting the arteries as
well as the microcirculation

– The effects of physical exercise, smoking
and medical treatment, including throm-
bolysis as well as surgical treatment on
vascular disease

– practical issues concerning compression
therapy for combined arterial and venous

ulcers
– pain treatment and treatment for necrotic

ulcers and amputation
– Microcirculatory disturbances in vasculitic

disease and diabetes
– practical treatment of arterial ulcers

(will be considered in a panel discussion)

In addition to the professional agenda we
promise a pleasant social program and the
latest from “the Industry”. NIFS will also be
holding its general annual assembly.

For a detailed program, information or
seminar registration, please log in to:
nifs-saar.no or contact
NIFS/Kirsti Espeseth,
Saarpoliklinikken Kir. avd.,
Sykehuset Buskerud,
N-3004 DRAMMEN
Fax +4732803344.

Last year was very difficult for the Wound Man-
agement Association of Slovenia. During the
formation process, it became clear that there
were some differences of opinion, goals and
objectives between members and the repre-
sentatives of different health professions.
These differences, regarding what teamwork
means, what the association is really about,
and who should lead the association, led to
another association being established by medi-
cal doctors. Many WMAS members were dis-
couraged and many joined the other associa-
tion. In addition, many of the WMAS members
are also active in other, well-established, asso-
ciations. For example, the Association of Nurs-
es of Slovenia has many divisions, including
Enterostomal Therapists and Surgical Nurses –
both of which had seminars and workshops on
wound care in the past year. Some other divi-
sions also included wound care in their semi-
nars, e.g. the Division of Community Nurses.
These facts weakened our association.

However, the WMAS successfully partici-
pated in the meeting of different wound care
associations in May in Granada, where the

REPORT FROM WMAS
EWMA congress took place. It was encourag-
ing to find that many countries have faced
very similar problems to ours and we received
a lot of support to overcome our problems
and to continue our work. We appreciated
EWMA’s support and the support from other
countries’ associations very much.

Recently there has been some interest in
uniting WMAS and the alternative association,
formed by the medical doctors. It must be said
that the association of medical doctors has
been very active in the past year and has
achieved some great results – one of the most
important being that we will soon see some
positive changes in our reimbursement system
for wound care. WMAS and the medical doc-
tors’ association are planning a meeting to-
gether later this month. Hopefully, we will be
able to achieve a compromise that will enable
us to join forces and start working together as
equal team members and partners with a
common goal: to improve and standardise
wound care for better results and a higher
quality of life for our patients.

Greetings from Slovenia!

 WMAS
 Wound

Management
Association
of Slovenia

Correspondence to:
SIMPS’S

Motnica 3
SLO-1236 Trzin

Slovenia

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

Eight hundred clinicians learned about Smith & Nephew's

latest development in exudate management, at

a symposium held in May as part of the official programme of

the European Wound Management (EWMA) conference in

Granada, Spain.

The symposium, called ‘Chronic Wound Management -

Shaping The Future', was led by a number of medical

experts and opinion leaders from throughout Europe and the

USA. They presented wound care research findings and

spoke about the importance of a good quality of life
for patients undergoing treatment.

The focus of the presentations was ALLEVYN, and the new

shape ALLEVYN Adhesive, which was also launched 

at EWMA.

The symposium acted as an additional profile-
raising vehicle for the brand, whose imagery on the 

Smith & Nephew stand was an unmissable feature of the

EWMA exhibition preceding the symposium.

Among the speakers at the symposium were Joan Enric

Torra I Bou, from the Consorci Sanitari de Terrassa, Spain,

who talked about the use of ALLEVYN to prevent pressure

ulcers on heels; Vicki Vasquez from the Regent Care Center

of Laredo, Texas, who spoke of the rewards of using the

new ALLEVYN Adhesive; and Professor Wolfgang

Vanscheidt of the Rheintalklinik Astroia-Privatkliniken,

Germany, whose presentation looked at the role of a

hydrocellular dressing in Wound Bed Preparation.

WOUND BED PREPARATION
SYMPOSIUM

In the course of the joint IV National Symposium on

Pressure Ulcers and the 12th. Congress of the

European Wound Management Association held in Granada

on 23 - 25 May under the motto "Chronic Lesions and Quality

of Life", Smith & Nephew organised a symposium to

discuss wound bed preparation.

The concept of wound bed preparation has aroused much

interest over the last few years amongst healthcare

professionals concerned with the healing of chronic

wounds.  First presented by Vincent Falanga, (Falanga,

20001) it is a process that evaluates and removes barriers to

healing so that wound repair can take place. 

This symposium focused on one of the barriers in wound bed

preparation, the importance of debridement and was

analysed from various perspectives: cellular biology, nursing,

surgery and dermatology.  A panel of distinguished

international experts, provided informative and

interesting presentations.  One of the highlights was the

presence of the eminent professor from the University of

Wales, Keith Harding, Chairman of the symposium.

Professor Harding addressed general points encompassing

the concept of wound bed preparation, indicating how

necessary it is both to eliminate barriers that

prevent healing and to stimulate physiological processes that

encourage it.  The other speakers at the symposium were

Professor Peter Vowden, the current EWMA President, who

spoke on debridement from a surgeon's perspective;

Fernando MartÌnez Cuervo, speaking on debridement from a

nursing perspective in Spain; Senen Vilaro, Professor of

Biology, University of Barcelona, investigated the role of
cells in wound bed preparation and Professor Wolfgang

Vanscheidt, Chairman of the German Wound Healing Society,

looked at the role of enzymatic debridement in combination

with a hydrocellular dressing in Wound Bed Preparation.

SMITH & NEPHEW 
GNEAUP-EWMA SYMPOSIUM
GRANADA MAY 2002

1Falanga V. Classifications for wound bed preparation and stimulation of chronic wounds.
Wound Repair and Regeneration 2000; 8(5): 347-52.
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10 YEAR ANNIVERSARY SYMPOSIUM

A NON-PROFIT ASSOCIATION IN PROGRES
Swedish Wound Healing Society (Svenskt
Sårläkningssällskap) is Sweden’s national
organisation in the subject area of wound and
wound management/treatment. SWSH is a
non-profit association that aims to widen
knowledge on the subject area, and to contrib-
ute to enhanced competence, to actively sup-
port research and to ensure scientific develop-
ment in the area of wound healing. Further-
more, one of SWHS’s objectives is to arrange
for a standardisation and consensus in the
treatment and evaluation of patients with
different types of wounds.

History
In 1994 Swedish Wound Healing Society was
founded by five specialists with different
research and occupation areas, namely:
Dermatology/venerology

Docent Carita Hansson, Göteborg
Docent Harry Beitner, Stockholm

Diabetology /endocrinology
Prof. Kerstin Brismar, Stockholm
Docent Jan Apelqvist, Lund

Geriatric/gerontology
Docent Vivianne Shubert, Stockholm.

Nurse Barbro Hemgren and Prof. Finn Gottrup
attended the first meeting.

SWHS
Svensk

Sårläkningssällskap

Swedish Wound
Healing Society

Vivianne Schubert
MD PhD, Chairperson

Correspondence to:
SWHS Secretariat
Karin Andersson

Länssjukhuset,
Department of Dermatology

301 85 Halmstad, Sverige
karin.andersson@lthalland.se

www.sarlakning.com

Additional development
– a part of the association’s activities
Based on science and profound experience,
SWHS has since 1995 been actively focusing
on developments. Each year since 1995, the
association has arranged a symposium, which
took place in November/December. Interna-
tional researchers have been invited as
speakers.

Themes for the symposia
arranged by the association
1995 Venous leg ulcers
1996 Chronic wounds– pressure ulcers
1997 Diabetic foot ulcers
1998 Differential diagnosis at leg and foot

ulcers
1999 Alternative wound management
2000 Chronic wounds – nutrition and

infection
2001 Circulation and pain

DWHS
Danish Wound

Healing Society

Finn Gottrup
President DWHS

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 founded in 1992 and in April 2002
paying member no. 1000 was passed.
The Society therefore felt that a 10 year
anniversary symposium should be
organised. Participants from all of
Scandinavia were invited to the beautiful
surroundings of the north Zealand coast
in Denmark.

The three-day meeting was filled to
capacity by more than 300 attending
and 25 exhibitions, which confirmed
the development that DWHS has
experienced the last decade.

The main topics in the official programme were:
� Education
� Venous Leg Ulcers
� Diabetic Wounds
� Research methods
� Surgical Wounds
� New Treatment Techniques
� Microbiology
� Pressure Ulcers

The meeting was a manifestation of the impor-
tance of this area in Denmark. From the response
of the participants the meeting was a great suc-
cess in relation to scientific content as well as so-
cial programme.

DWHS hopes that this meeting will help the joint
effort to increase the focus on Wound Healing
and Treatment in the future.

Professor Finn Gottrup,
Chairman DWHS

Danish Wound
Healing Society
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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

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 Advisory
Panel) was created. This is an interdisciplinary 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
prevention and treatment of chronic wounds involving 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 Association (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 developing 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 2001La Rioja

The videos and the PowerPoint presentations of the lectures and
panel debates regarding infections and Chronic Wounds which were
presented at the IV meeting on Moist Wound Care and Treatment of
Chronic Wounds on the 29th of October at the Hospital de Terrassa in
co-operation between the Unidad Interdisciplinar de Heridas Crónicas
del Consorci Santari de Terrassa (UIFC-CST) and the Grupo Nacional
para el estudio y asesoriamiento en Ùlceras por presión y Heridas
crónicas (GNEAUPP) are now available on the GNEUAPP homepage,
www.gneaupp.org

In GNEAUPP and UIFC-CST we are convinced that the distribution
of scientific activities via the internet opens a new way of sharing
knowledge and can be a great help in the day to day work in the
treatment centres.

If you wish to participate in the first national prevalence study on Leg
Ulcers in Spain, please go to our website and fill in the questionnaire.

Joan-Enric Torra I Bou
Vice president of GNEAUPP
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CWMS
Czech Wound
Management

Society

APTF
Associaçato
Portuguesa

de Tratamento
de Feridas

Portuguese
Wound

Management
Association

Correspondence 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
aptferidas.no.soupo.pt

The Portuguese Wound
Management 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.

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.

FWCS
Finnish

Wound Care
Society

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

NEW WOUND MANAGEMENT ASSOCIATION
IN THE CZECH REPUBLIC

Milada Francu
President

With its more than 10 million people the Czech
Republic had an urgent need for a new Wound
Management Society. The start-up of a new
organisation can be difficult, and many re-
sources are necessary. EWMA has therefore
tried to assist as much as possible in the huge
work laid down by the founding members.
The result was that President M.D. Milada
Francu and vice chairman Alena Pospisilová
founded the new organisation with the official
name Czech Wound Management Society in
October 2001.

Not only has a new wound management soci-
ety been founded with 340 members, but the
Society has also managed to hold its 1st Con-
ference. The well-organised conference was
held from the 8th to the 9th of November this
year, and the number of participants showed
how well functioning the organisation already
is: 480 participated in total. The topics were
reports on the Czech Wound Management

Society, the diabetic foot, wound infection
treatment and wound infection prophylaxis,
nutrition and wound healing and aspects of
chronic venous insufficiency. There were also
several workshops and a poster section.
Furthermore, Prof. Peter Franks representing
EWMA, gave a lecture about the EWMA
Organisation and future co-operation.

The Society has started many projects of
which one is a comparative study between
conservative treatment of pressure ulcers and
surgical treatment. Furthermore, the society
is aiming at publishing a textbook for both
nurses and physicians, as the Czech Republic
is lacking a local text book on wound man-
agement.

A profound article on the Czech Republic and
the Wound Management Society can be
found in the spring 2003 issue of the EWMA
Journal.
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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:
Anne Witherow

Altnagelvin Hospital
Glen Shane Road

BT47 6SB
Londonderry

Northern Ireland
www.wmaoi.org

SFFPC
La Société Française

et Francophone
de Plaies et

Cicatrisations

The French and
Francophone Society

of Wounds and
Healing

Luc Téot
President of the SFFPC

www.sffpc.org

Correspondence to:
46, rue de la Béjonnière

Angers
F-49000

France
Tel: + 33 2 4168 2060

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

Today SFFPC is a well functioning
institution 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
internationally renowned colleagues who
attend the conferences.

SFFPC has a well functioning website
www.sffpc.org and many other activities
which will be described in following
issues of the EWMA Journal.

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 SW3 6NH

UK

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

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

www.lymphoedema.org/lsn

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.org

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.

Organisations
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