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Editorial

I thought I should start this Editorial by wishing all our readers a 
rather belated Happy New Year. Looking back on the last year of 
the EWMA Journal, we had the excitement and challenge of pub-

lishing three issues instead of our previous two. Achieving this would 
not have been possible but for the hard work of a number of people: 
the Editorial Board and the Scientific Review Panel. We would not 
be able to produce the Journal without all their hard work and I very 
much appreciate it.

Looking forward to 2008, we have yet a new challenge ahead of us. We 
are producing an electronic ‘supplement’ with each issue. Those readers 
who read their copy of the EWMA Journal on-line will not notice any 
great difference as they will just have to click onto the papers in the 
supplement as for any other paper. For those who read a hard copy of 
the Journal, things will be different. There will be information about 
the contents of the supplement within the Journal, such as that found 
on page 17. The reader will then have to go on-line to read the actual 
papers in the supplement. Access is freely available, so all that is required 
is access to the internet. In this first supplement we are showcasing 
information about some of our Cooperating Organisations, but each 
supplement will have a different focus. In our May issue, the supple-
ment will contain the conference abstracts and provide a most useful 
resource. The October issue will contain papers previously published in 
another language and translated into English. This will allow a much 
wider audience to access these high quality papers. As it is a fairly unu-
sual venture to have this mixture of hard copies and electronic resource, 
I would very much like to receive any comments from readers. 

Another highlight of 2008 will be the 18th EWMA Conference to be 
held in Lisbon, 14th -16th May, in cooperation with APTFeridas and 
GAIF. This year the theme will be: Wound Management · Wound Heal-
ing- Responsibility and Actions. As ever, the conference will give the 
participants an opportunity to benefit from scientific presentations of a 
high level, exchange data and evaluate clinical practice. The conference 
will be held at the Lisbon Congress Centre close to the city centre. The 
participants will therefore not only benefit from the scientific aspects of 
the conference but also from the beautiful and central location of the 
conference. Further information can be found on pages 32-39 and the 
conference website www.ewma.org/ewma2008. Depending on how 
quickly you read this, there may still be time to submit an abstract for 
a poster or free paper. The closing date is February 1st, so get writing 
now. Who knows, your abstract could be in the next electronic sup-
plement!

Carol Dealey, EWMA Journal Editor
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Abstract
This article examines the implications for wound-
care and management, causation and prevention of 
wounds and the social aspects of wounds amongst 
injecting drug users. With particular reference to 
illicit heroin use, typical drug preparation and 
injecting behaviours are described, focussing on 
the aetiology of injection site injuries, such as ul-
cers, abscesses and infections and the advice given 
to minimise these injuries. Woundcare strategies 
that have been successfully utilised within the 
author’s practice are briefly described. The social 
impact of injection site injuries is identified and 
explored, and it is seen that even comparatively 
minor wounds can exert considerable impact on 
employment, relationships and social inclusion. 
The impact of wounds amongst injecting drug us-
ers is an important issue. Serious wounds can lead 
to life threatening infections, such as septicaemia 
and necrotising fasciitis. This is often due to the 
risk of heroin becoming contaminated by bacteria 
during its production or transportation between 
countries. Even minor wounds can have a negative 
effect on a person’s daily living, including aspects 
such as employment opportunities and relation-
ships. The importance of providing sterile inject-
ing equipment through needle exchange schemes 
in terms of preventing wounds amongst injecting 
drug users is highlighted, along with the need for 
integrated healthcare provision. Of particular rel-
evance of secondary healthcare workers, the article 
concludes the importance of treating the patient’s 
addiction whilst they are hospitalised as well as 
their injection related injuries.

BACKGROUND	TO		
INJECTING	DRUG	USE
Estimates at a national level of injecting drug us-
ers (IDU’s) across Europe range between 1 and 6 
cases per 1000 people between the ages of 15-64.1 
It is widely recognised that IDU’s are frequently 

stigmatised by the wider community, which leads 
to reluctance to seek medical treatment from sec-
ondary care settings, this is particularly relevant 
to homeless IDU’s.2 A lack of understanding of 
addictions and the impact that being an inpatient 
can have on an IDU, can result in the person 
not receiving the optimum care they require. To 
bridge the gap some Harm Reduction Services 
have developed low threshold models of wound 
care and management.

The availability of wound care and treatment 
through Harm Reduction services’ are effective 
and beneficial to the IDU while also offering the 
pathway to other health care and social services.3 
The UK Harm Reduction Alliance state “Harm 
Reduction is a term that defines policies, pro-
grammes, services and actions that work to re-
duce the health, social and economic harms to 
individuals, communities and society that are as-
sociated with the use of drugs”.4 When defining 
the practice of Harm Reduction globally the Inter-
national Harm Reduction Alliance suggest “Harm 
Reduction reduces the impact of substance use for 
the individual and society, and helps keep people 
alive and well. Harm Reduction saves lives”.5

While injection related injuries fit the gen-
eral classification of wounds, a number of factors 
that are specific to harm reduction practice give a 
unique slant to the study and treatment of injec-
tion related injuries. As a result, this paper draws 
upon the author’s experience of clinical practice in 
this field, as well as on the published literature.

GUIDANCE	ON	SAFER	INJECTING
IDU’s often cause unnecessary harm to themselves 
when they are injecting. This can be due to their 
poor technique or learned behaviours from others. 
Part of harm reduction practice includes exploring 
the IDU’s injecting technique. To set injecting 
behaviours and risks in context, the following sec-
tion describes typical stages of the injecting proc-

Problem Drug Injecting: 

Wound Care, Harm Reduction 
and Social Impact
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ess and outlines the type of strategies used within harm 
reduction practice to minimise the risk associated with 
injecting. The descriptions given focus on the preparation 
and injection of illicit heroin, however reference is made 
to other drugs where appropriate.

Preparation:	Preparing drugs from an unclean surface can 
lead to bacterial infections. 

Skin surface micro organisms, particularly on the 
hands, can lead to bacterial infection especially where 
IDU’s have poor hygiene skills leading to abscesses and 
ulcers. Encouraging IDU’s to wash their hands and injec-
tion site area prior to injecting reduces the risk. 

Provision of injecting Equipment:	When accessing inject-
ing equipment from a Needle Exchange Service (NXS) 
IDU’s are encouraged to use single use injecting equip-
ment once only. Service providers should issue sufficient 
equipment to ensure the service user has enough inject-
ing equipment for each injection episode. In Scotland 
the Lord Advocates Guidelines6 governs the numbers of 
needles and syringes that can be distributed to injecting 
drug users for all NXS. Reusing injecting equipment can 
cause trauma to the vein wall due to the blunt edge of the 
needle tip. The risk of visible track marks (where a pattern 
of injection marks following a vein) and collapsed veins 
(where repeated injecting to same area causes a build up 
of blood clots, drawing the vein wall together causing it 
to collapse) is increased. 

The risk of Blood Borne Virus (BBV) transmission 
exists if any drug paraphernalia has been previously used 
by someone else. The provision of a NXS is an impor-
tant element in reducing the practice of sharing injecting 
equipment.

Acidifier:	UK street heroin is intended for smoking only 
and requires and acidifier to dissolve it into an injectable 
solution. Poor education on correct use of an acidifier 
can cause acid burns to the skin (which is a burn to the 
skin surrounding the injection site, caused by overuse of 
an acidifier). Advising the IDU about the correct use of 
citric acid is required.

Filtering:	Street drugs are cut with various substances to 
‘bulk them out’ and not filtering the drug solution prior to 
injecting can lead to particles entering the venous system 
and causing life-threatening systemic infections, including 
wound botulism. Circulatory problems can also result.

Expel air: IDU’s who do not expel air from the solution 
in the syringe are at risk of an air embolus, which can also 
be life threatening.

Use of tourniquet:	Not all IDU’s require a tourniquet 
to find a vein, particularly males early in their injecting 
careers who still have easy access to veins, however if they 
do use one, incorrect use can lead to circulatory problems. 
IDU’s often learn poor injecting techniques from other 
drug injectors such as pulling the tourniquet too tightly 
to locate a vein, not realising they are the restricting the 
flow of arterial blood. If they are highly intoxicated they 
may forget to release the tourniquet causing unnecessary 
turbulence inside the vein. 

Equipment selection:	Equipment selection is vitally im-
portant. In practice there are at least thirty combinations 
of injecting equipment available depending on substance 
used and site selected. Generally the bigger the needle, 
the more damage it causes. IDU’s can reduce the risk of 
extended trauma to the vein wall by selecting the smallest 
needle possible and always injecting the solution with the 
blood flow.

Locating vein: IDU’s who have wounds as a result of a 
‘missed hit’ (when needle is not situated in the vein and 
the solution is injected) have usually not had the needle 
positioned inside the vein when they have injected their 
solution causing the liquid to encapsulate under the sur-
face of the skin. This liquid is usually dispersed over time 
but can lead to an infected abscess. To prevent this IDU’s 
must remember to draw back the plunger of the syringe 
to ensure they are in the vein.

Picture 1

EWMA Journal  2008 vol 8 no 1�



Injecting technique: IDU’s whose larger veins in the arms 
have collapsed and are now injecting into the smaller veins 
(hands, fingers, feet) are at risk of rupturing their veins 
due to injecting the solution too quickly.

IDU’s increase the risk of damage to the vein wall if the 
needle is pulled out of the vein quickly. Pressure on the in-
jecting site with dry swab/ tissue is required post injection, 
to assist the blood to clot over the puncture wound.

Site rotation: Repeated injecting into the same area will 
lead to a build up of scar tissue as well as the vein collaps-
ing quicker than it would have if the person rotates their 
injecting sites.

Injecting other substances 
Although the majority of injecting drug users use heroin, 
it is important to highlight the practice of cocaine inject-
ing. Cocaine produces a local anaesthetic effect and the 
potential development of wounds is high in this practice 
due to the IDU experiencing numbness to the area they 
have been injecting. The high from using cocaine has a 
short lasting effect and users tend to inject cocaine in 
a binge pattern of consumption, which usually involves 
many injections over a short period of time. This binge 
pattern in conjunction with the local anaesthetic effect can 
result in soft tissue damage occurring frequently in many 
IDU’s who inject cocaine.

Although all illicit drug injecting is associated with a 
degree of risk, there are some specific behaviours that are 
especially risky and worthy of particular mention.

HIGH-RISK	INJECTING	PRACTICES
Femoral injecting: Once IDU’s have run out of veins to 
inject, a common practice is to use their femoral vein 
(picture 1). The location of this major vein is next to the 
femoral artery and nerve. There is a high risk of the IDU 
puncturing their artery or nerve when trying to locate their 
vein. Other risks include circulatory problems increased 
chance of systemic infection and a DVT as well as leg 
amputation.

Neck injecting: Although not as common as femoral in-
jecting, neck injecting is another high-risk area IDU’s use 
if they are unable to gain venous access elsewhere. The 
jugular vein is located at each side of the neck. Due to the 
location of this vein it often requires the person to receive 
their injection from a third party. Risks of this practice 
include systemic infection, hitting the carotid artery and 
blood clot.

Skin/muscle popping: Skin and muscle popping is a term 
used widely within the substance misuse field and refers 
to subcutaneous and intramuscular injections. The risk 
of contracting clostridial infections is high in IDU’s who 
skin/muscle pop.7 This can be due to the solution re-
maining in the same area relatively longer than that of 
intravenous injecting.

Injecting tablets: Although injecting tablets is less com-
mon than it was in the past some IDU’s still do this from 
time to time, usually when there is none of their preferred 
drug available or their financial situation does not allow 
them to buy more expensive street drugs. Illicit tablets can 
be purchased more cheaply. Risks include circulatory prob-
lems, abscess formation and accelerated vein collapse. 

The social significance of wounds among injecting 
drug users is twofold: first, wounds may exert an impact 
on an individual’s social situation and opportunities, while 
secondly, their social situation may itself impact on wound 
severity and uptake of treatment.

THE	SOCIAL	ASPECTS
Impact of wounds on social situation/opportunities
IDU’s may become socially excluded if they are experienc-
ing ill-health, however problem drug use also contributes 
to other forms of social exclusion.8 This can lead to self-
esteem issues relating to their drug use and become isolated 
from their friends/family when they are participating in 
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problem drug injecting particularly if they have visible 
signs and wounds. A side effect of heroin misuse can result 
in a lack of appetite; poor nutritional intake will prolong 
the healing of the wound. 

The chaotic lifestyle that tends to accompany problem 
drug injecting can have a negative effect on the person 
gaining or retaining employment.8 Employment opportu-
nities may be reduced if the job involves wearing a short- 
sleeved uniform and an IDU has visible signs of injecting 
on their forearms (a common area for drug injectors to 
use) (picture 2).

Long-term drug injectors may have poor venous access 
and have resorted to injecting into the femoral vein. The 
sinus this high-risk practice creates over time may become 
malodorous and unsightly or if complications arise, such as 
infections, could have a detrimental effect on the person’s 
physical relationship (picture 3).

Wounds from injecting into the feet, legs and/or groin 
can cause the person pain and lead to mobility prob-
lems.

Effect of social situation on wound severity  
and treatment
IDU’s who are leading chaotic lifestyles as a result of their 
substance misuse may not view their wound as a priority. 
This can result in a minor wound becoming severe (pic-
ture 4). While being produced and/or transported to vari-
ous countries there is a high risk of heroin becoming con-
taminated.9 If the IDU does not seek medical treatment for 
a serious wound, they may lead life threatening infections, 
such as septicaemia and necrotising fasciitis. The stigma 
attached to the injecting population may also be a reason 
for a person not to seek treatment for their wound.

If an IDU has sought help and is participating in a 
treatment programme, such as methadone prescription, 
and has developed a wound as a result of injecting drugs, 
the perceived risk of losing that prescription through non-
compliance of the treatment programme may cause the 
client not to seek wound treatment.

DELIvERING	EFFECTIvE	INTERvENTIONS:
A Tayside woundcare formulary has been devised to en-
sure the practicalities of woundcare provision is followed 
amongst practitioners. Universal wound care principles 
apply to the treatment of illicit injection injuries as for 
any other wound care setting, however the challenge is 
to engage IDU’s into treatment. Strategies to prevent or 

minimise injection site injuries is important. These strate-
gies include: considering alternatives to injecting, avoid 
infection as much as possible by adopting good hygiene 
skills and using sterile equipment and developing a good 
injecting technique whilst remembering to rotate injection 
sites to reduce trauma. 

Woundcare Strategies 
Although there are many dressings available, a hydrocol-
loid adhesive sheet, such as granuflex is a good secondary 
dressing choice, as it can remain insitu for up to 7days 
and due to the Tayside harm reduction outreach service 
operating on a twice-weekly basis this has been effective 
for clients, particularly hard to reach clients. An advantage 
of using this type of dressing is its waterproof properties, 
therefore the client can still shower without disturbing 
their dressing in between dressing change. Importantly, 
clients find this dressing very acceptable. It seems to be 
comfortable to wear (with little in the way of adverse skin 
reactions), adheres well, is flexible when placed over joints 
etc and is easily removed between dressings. This allows 
clients to go about their daily business unhindered by 
their dressing. It absorbs light-moderate exudates while 
debriding/ desloughing the wound. 

The majority of wounds encountered within the au-
thor’s practice tend to be necrotic ulcers. They require a 
hydrogel, to create a moist environment, allowing rehydra-
tion of the necrotic tissue. The Tayside injection site as-
sessment clinic wound management policy also recognises 
that some clients can take responsibility for their own 
wound dressing and following educating the client about 
their wound and dressing are provided with their dressings 
and arrangements made to see them when appropriate to 
review the wound.

Picture 3
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Needle Exchange as a Wound Prevention Measure
The provision of sterile injecting equipment is an impor-
tant aspect of preventing a person developing wounds as 
they have the opportunity of using new injecting equip-
ment, reducing the incidence of damage to the vein and 
surrounding soft tissue.

IDU’s who access a needle exchange service also benefit 
from advice and information from skilled drug workers 
on safer injecting. These strategies have the advantage of 
having skilled professionals to provide effective wound care 
and management to clients in a confidential and anony-
mous low-threshold setting.

Treating the wounds include using a variety of dress-
ings as well as a multidisciplinary approach if the wound 
requires frequent changing or further medical interven-
tions, such as a medication prescription or in more severe 
cases surgery.

Challenges of treating IDU’s with an infected wound 
within secondary care
While an inpatient, an IDU might choose to use illicit 
drugs supplied by visitors or discharge themselves before 
treatment is complete. IDU’s who are experiencing opi-
ate withdrawals may benefit from a temporary substitute 
prescription.

CONCLUSION
The correct preparation and administration of illicit drugs 
is required to prevent injecting related injuries. The social 
impact of wounds amongst IDU’s is an important issue. 
Even comparatively minor wounds can have a negative 
effect on employment opportunities, relationships and so-

Picture 4

cial inclusion. Serious wounds can lead to life threatening 
infections, including septicaemia. If someone is admitted 
for woundcare who has diabetes or coronary heart disease 
it would be seen as absolutely essential to consider their 
underlying illness when assessing and treating the wound, 
however it often seems that an IDU inpatient with a severe 
injection site injury gets their wound assessed and treated 
without the implications of their substance use being fully 
understood. 

In order to receive optimum care secondary healthcare 
settings and mainstream healthcare workers should adopt 
a holistic approach to treating IDU’s with injecting related 
injuries, along with integrated service delivery.            m
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Abstract
Diabetic foot ulceration is a common complica-
tion of diabetes and can be colonised with sta-
phylococcus aureus. A smaller proportion of these 
infections can be methicillin resistant and anti-
microbial therapy should be used with caution. 
Linezolid is an antibiotic that is effective against 
methicillin and vancomycin resistant strains of 
staphylococcus aureus and is licensed for use in 
diabetic foot ulcers. Resistance to this drug may 
ensue in the future and one possibility to combat 
the MRSA pandemic is to use larval therapy.
Maggots were first used in patients with osteomy-
elitis in 1931, the process of applying larvae has 
changed little since the early days. Many centres 
in the UK and USA are using maggots for as an 
adjunct to surgical debridement with positive 
results. After analysing the secretary products of 
the maggots and the digestive mechanisms in it, 
possible elimination of MRSA was elicited. In 
2007 the first paper was published showing a 92% 
eradication of MRSA in Diabetic foot wounds 
using larval therapy alone. If similar results can be 
shown using a randomised controlled trial larval 
therapy could well be a cheaper and more effective 
alternative to eradicating MRSA in foot ulcers.

INTRODUCTION
Staphylococcus aureus is a common commensal 
bacterium that can be found on most epithelial 
surfaces of the human body with preference for 
the anterior nares. As much as 80% of the gen-
eral population are exposed to Staphylococcus 
aureus, of which 20% were found to be chroni-
cally colonised1. Infection with the pathogen 
usually manifests in skin problems such as boils 
and carbuncles but rarely results in osteomyeli-
tis, bacteraemia and septicaemia. Mortality rates 
associated with these major complications have 
declined due to the widespread use of penicillin2 
but resistant strains were isolated as early as 1941, 
only one year after its initial use3. Methicillin was 
introduced in 1960 as an alternative medication 
to penicillin but coincidentally, one year later, the 
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first methicillin-resistant Staphylococcus aureus 
(MRSA) strain was discovered4. This resistance is 
due to the acquisition of a new penicillin-binding 
protein, PBP2a, which has low affinity for most 
beta-lactam antibiotics5. In 1996 a new strain re-
sistant to vancomycin (VRSA) was reported in 
Japan sparking concern about the possibility of a 
worldwide epidemic6. 

MRSA has been traditionally regarded as a 
nosocomial pathogen affecting individuals with 
recognised risk factors. Recently, there have been 
increases in community acquired (CA-MRSA) 
strains; defined as those infections occurring in 
individuals without these recognised risks7. There 
is a great concern regarding the “reverse penetra-
tion” of CA-MRSA into hospitals as demonstrated 
by the USA 300 CA-MRSA clone8. Fortunately, 
there is no evidence of multi-resistance in CA-
MRSA strains.

METHOD
The following electronic databases were searched 
from their respective inceptions to June 2007: 
PubMed, Ovid online, MedLine and Cochrane 
Central Register of Controlled Trials. The follow-
ing subject headings were used: 1) Maggots 2) 
Diabetic foot ulcers 3) MRSA and 4) Staphylo-
coccus aureus. To filter the results the following 
text searches were performed: 1) Historic use of 
maggots in wound healing, 2) Diabetic foot ul-
cers and MRSA, 3) History of MRSA. Inclusion 
criteria were 1) Individuals with diabetes and foot 
wounds, 2) Diabetic foot ulcers with MRSA 3) 
Treatment of MRSA positive foot ulcers involving 
larval therapy. Exclusion criteria were 1) Confer-
ence reports 2) Dissertations.

The searches were limited to results in Eng-
lish only which included an abstract at minimum. 
Studies were then reviewed by two authors (FB 
and VG), and papers that met the selection crite-
rion were identified and read completely. These 
papers were subsequently used in the review and 
referenced accordingly. 
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PREvALENCE	OF	MRSA
A report from the European Antimicrobial Resistance Sur-
veillance systems reported that the prevalence of MRSA 
varies from < 1% in northern Europe to > 40% in South-
ern and Western Europe9. In the UK the prevalence for 
MRSA was the highest out of the 26 countries studied at 
44.4%, with 40% in Italy and Greece. It is important to 
note that while the data was being collected the prevalence 
increased in all the countries. This trend has been noted 
worldwide with the prevalence of MRSA isolates increas-
ing in Taiwan, Korea and Australia10-12.

RISK	FACTORS	OF	MRSA	INFECTION
Known risk factors for developing an MRSA infection 
include: prolonged hospitalisation, stay in an intensive 
care unit, prolonged antimicrobial therapy, surgical pro-
cedures, and close proximity to a patient in a hospital with 
high prevalence of MRSA11-12. Chronic nasal carriage of 
MRSA predisposes to infection with 19% of colonised 
patients at admission developing an infection compared 
to 1.5% in the non colonised group13. History of diabetes 
and previous hospital admission are noted to be associated 
with MRSA infections12.

Repeated exposure to antimicrobials has been linked 
with the development of resistant phenotypes14. A series 
of 20 studies by Monnet and Frimodt-Moller has shown 
the association between higher incidences of MRSA with 
higher antimicrobial drug use15. Previous exposure to third 
generation cephalosporin’s is shown to increase the pos-
sibility of an MRSA infection. Similarly, fluoroquinolones 
such as levofloxacin or ciprofloxacin are a significant risk 
factor for the isolation of MRSA16.

THE	DIABETIC	FOOT	AND	MRSA
Diabetic foot ulceration is a common complication of 
diabetes with a prevalence rate 4% to 10% and a cumula-
tive lifetime incidence as high as 25%17. Individuals with 
diabetes are at a greater risk of developing foot infections 
compared to the non-diabetic population. The poor arte-
rial supply essential for nutrients, leucocytes and macro-
phages predisposes towards infection. Hyperglycaemia has 
been shown to inhibit the neutrophils antibacterial activity 
and hence allowing pathogens to thrive18.

A study in 2001 demonstrated different bacterial spe-
cies isolated from skin and soft tissue infections in 583 
hospitals worldwide. Species that were most commonly 
isolated included Staphylococcus aureus, Pseudomonas 
aeruginosa, Enterococcus, and coagulase negative Staphy-
lococci. Between 12.4% and 44.4% of the S. aureus spe-
cies were methicillin resistant19. Dang et al. reported in 
2002 that 30.2% of infected foot ulcers were methicillin 
resistant out of 45% S. aureus isolates20. In the same foot 
clinic, the MRSA rate (15.2%) almost doubled in a 3 year 

period21. Since MRSA forms such a large proportion of 
isolates in skin infections, it is unsurprising that MRSA 
colonisation is increasing in diabetic foot ulcers. 

Antimicrobial therapy required to eradicate infections 
from diabetic foot wounds should be considered with cau-
tion. With increasing resistance, it is vital to gauge the sen-
sitivity of different antibiotics to MRSA strains. There is 
widespread resistance to beta-lactam antibiotics but other 
agents such as beta lactamase inhibitors, fluoroquinolo-
nes and glycopeptides have been shown to be sensitive22. 
Fluoroquinolones such as levofloxacin and ciprofloxacin 
were demonstrated to be decreasingly effective in treating 
MRSA. 

MRSA strains that are multidrug resistant, antimicro-
bial therapies may be limited to vancomycin, linezolid, 
daptomycin and quinupristin/dalfopristin. Linezolid is 
an oxazolidinone antibiotic effective for both MRSA and 
VRSA isolates, and has been licensed for diabetic foot 
infections23. Despite its higher efficacy, the use of linezolid 
is limited by its high cost and bacteriostatic activity. 

With the increase of antibiotic resistance seeming im-
minent, the use of antibiotics alone will not be adequate to 
control the spread of MRSA in the diabetic foot. Infection 
control methods along with specialist wound care have 
been shown to eliminate MRSA. However the hospital en-
vironment allows for colonisation with nosocomial strains, 
and with widespread antibiotic use, resistant strains will 
remain a major issue. One possibility of tackling this prob-
lem is to use larval therapy, a potential treatment which 
was first described in 157924.

MAGGOTS
William Baer pioneered the first therapeutic use of mag-
gots in wound healing in 193125. He used the “non-chemi-
cal” method successfully (95% healing) to remove necrotic 
tissue in 89 cases of which osteomyelitis was present, with 
a great variation in the number of maggot applications. 
The method which Baer originally pioneered has changed 
little in over 75 years. Surgical debridement was carried 
out and the wound was packed with gauze and left for 24 
hours to manage any bleeding that occurred. It was then 
packed with non sterile maggots which were secured by 
placing a cage, made of sponge rubber and wire mesh, 
over the maggots and an adhesive plaster to attach to the 
skin. Baer advised plenty of air and sunlight to stimulate 
the maggots followed by removal after 5 days. 

Baer hypothesised that the larvae were not only “eat-
ing” the necrotic tissue but were also “secreting” a sub-
stance to change the wound pH from acid to alkaline. He 
also commented on the “streptococci and staphylococci 
seeming to be destroyed first with the proteus remaining 
until the end”. 
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CONDITIONS	TREATED	WITH	MAGGOTS
Following the successful use of maggots in the treatment 
of osteomyelitis, introduced by Baer, Weil examined the 
effect of maggot therapy on “acute and chronic pyogenic 
infections”. The application procedures were similar to 
those used by Baer in his original work. Weil et al. recorded 
the removal of devitalised tissue and the formulation of 
“granulation tissue which excretes abundant serum”. In 
all types of wounds treated with larvae, bacteria such as 
streptococcus, staphylococcus and pneumococcus were 
eliminated. Weil et al. suggested using the term “Larval 
Therapy” in 193326 and up to 1936 there was a massive 
growth in popularity. However, the introduction of peni-
cillin in the 1940s resulted in larval therapy being relegated 
to the archives of “old fashioned” treatments. In the 1980s 
Sherman began to reintroduce larval therapy following 
his research in the treatment of pressure sores27 and later 
Thomas with chronic wounds28. The rationale, applica-
tion and benefits reported were no different to those of 
Baer 64 years earlier. The positive results sparked a new 
wave of interest in this “historical” treatment and a surge 
in research followed. By the mid 90s there were reports 
of approximately 60 centres in the UK using maggots to 
treat intractable wounds. Larvae were being used to treat 
chronic sloughy/necrotic wounds that were not responsive 
to conventional treatment such as hydrogel dressings and 
surgical debridement29.

A direct comparison of larval therapy with hydrogel in 
debridement of necrotic venous ulcers reported achieving 
effective debridement with one application of larvae as 
opposed to the hydrogel group that still required dressings 
one month later30. In a study consisting of 74 patients with 
necrotic or sloughy ulcers, the most effective debridement 
was seen in the 39% of those with diabetes, regardless of 
ulcer type39. 

Diabetic foot ulcers were examined in a study com-
paring larval therapy and conventional treatment. In 20 
wounds of mixed aetiology, larvae showed significantly 
faster debridement and wound healing than in those 
treated with conventional therapy. After 2 weeks, larval 
group had granulation tissue and only 7% necrotic tis-
sue compared with 39% necrotic tissue in the non-larval 
group31.

The increase in popularity of larval therapy in treating 
diabetic foot ulcers led to an extensive use of maggots at 
specialist centres in the US and UK32. Sharp debridement 
is followed by the application of a skin adhesive barrier to 
contain the larvae. A nylon chiffon dressing is prepared 
and the larvae transferred to the wound on the dressing. 
The process is completed with a second air permeable 
dressing. Three days later the larvae may be removed and 
reapplied if necessary.

An investigation of using laboratory markers as a guide 
to determine when the larvae have to be removed exam-
ined CRP and ESR levels in patients treated with larvae. 
The results showed no differences post treatment but a 
significant reduction in the leukocyte count was noted33. 
To date the decision of when to initiate and suspend treat-
ment with larvae remains one of clinical judgement.

LARvAE	ExCRETIONS	AND	SECRETIONS
In 1929 Baer noted that the pH of wound was altered 
during treatment from acid to alkaline and believed this to 
be secondary to the reduction in the bacteria by the mag-
gots. He was also aware of the possibility of “a biochemical 
substance” that the maggots produced30.

There were further reports regarding possible secretions 
in relation to effects on the maggots themselves. It was 
reported that sometimes maggots died within a few hours 
of application and this was thought, initially, to be due to 
a waste product or substance produced by the maggots. Fi-
nally, it was hypothesised that drowning due to inadequate 
drainage was a more plausible explanation34.

A study of larvae digestion provided information re-
garding the destruction of bacteria. Using sterile larvae and 
green fluorescent protein (GFP)-producing Escherichia 
coli, the passage of bacteria throughout the maggot diges-
tive system was examined. Changes in concentrations of 
bacteria were seen to occur during progression through the 
gut. The highest concentrations were found in the crop 
and anterior mid-gut with decreasing amounts as the tract 
continues. In the mid- and hind-gut bacteria were found 
in the lumen of the peritrophic membrane only whilst the 
end of the hind-gut showed a clear line of demarcation, 
virtually, no bacteria were found in the anus35. Antimi-
crobial products of low molecular weight are thought to 
be constitutively present in insects and a peptide like sub-
stance, beta alanyl-tyrosine has been identified36.

Investigating into the potential mechanisms of MRSA 
elimination was a natural progression for larval research 
but there have been inconsistencies regarding which instar 
to sample. Investigations with first instar excretions/secre-
tions have been hampered by small insufficient quantities. 
A greater abundance of antibacterial substances have been 
obtained from third instar larvae, enabling the excretions/
secretions to be identified and their molecular weights 
determined37. Substances obtained from first instar lar-
vae were shown to have significant antibacterial activity 
against Staphylococcus aureus and E. coli. Third instar 
larvae produced significantly more substance and hence, 
testing against more bacteria was possible. Significant in-
hibition in the growth of S. aureus and B. thuringiensis 
was identified, both of which are gram positive bacte-
ria. The excretions/secretions also demonstrated activity 
against gram negative bacteria such as E. coli, E. cloacae, 
and P. aeruginosa. 
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When isolates of MRSA were exposed to larvae ex-
cretory/secretory products, the growth was significantly 
inhibited by approximately 86%, with the inhibition re-
maining stable over 24 hours. These antibacterial products 
were temperature stable and protease resistant. It is hy-
pothesised that this apparent resistance to protein degrada-
tion is essential to the survival of the larvae as a protective 
mechanism against their own excretions/secretions.

The antibacterial products were found to be of a very 
low molecular weight, too low in fact to be anything re-
sembling a peptide as previously suggested. These findings 
open up the possibility that larvae would be capable of 
eliminating MRSA in a clinical setting apart from the 
laboratory, and this hypothesis was investigated by Bowl-
ing et al. in 200738. In this study they looked at 13 diabetic 
patients with MRSA colonisation in chronic diabetic foot 
ulcers, who were not on any type of antibiotic regime. After 
an average of three applications of larval therapy, MRSA 
colonisation was eradicated in 12 of the 13 subjects, a 

staggering 92%. The potential of using larval therapy in 
eliminating MRSA is demonstrated for the first time and 
makes the sterile larvae a safe and cost-effective treatment 
in contrast to expensive and toxic antibiotic therapies such 
as vancomycin. 

CONCLUSION
After reviewing relevant papers in this article the increased 
resistance of pathogens due to increased use of antimicro-
bial therapy is not doubted. Maggots are one of many 
therapies that have been used to try and combat the grow-
ing pandemic of MRSA colonisation. The use of maggots 
in surgical debridement is of great benefit in diabetic foot 
ulcers. There are limited studies available to scrutinise the 
use of maggots in eradicating MRSA but one paper has 
proven that it may work. If proven in a randomised con-
trol trial, larval therapy could offer the first cost-effective, 
non-invasive treatment for MRSA colonised ulcers.    m
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INTRODUCTION
In hot countries many wounds are caused by ac-
cidents due to poorly maintained roads and ve-
hicles and bad drivers. Therefore, when looking 
at priorities in wound care it may be appropriate 
to begin with accident prevention. When teach-
ing wound care at university Explorer Clubs, I 
usually emphasise that it is road accidents that 
most commonly bring explorations to a sudden 
end. Contrary to the expectations of one group 
of university students attending a First Aid Class 
prior to a visit to hot climates, only one leading 
explorer, Sir Vivian Fuchs, has ever been bitten 
by a snake. 

It is generally considered that wound healing 
probably has an optimal temperature of 37C. Tak-
ing into account that hot climates may actually 
be cold climates during the night, the true tem-
perature of the wound can be high or low in any 
climate. Therefore, there may be some doubt as to 
whether there is anything very special about local 
factors in hot climates. This brief article will focus 
only on local infection and rather more on the 
effects of temperature on the whole person and 
on the provision of wound care services.

THE	CAUSES	OF	DELAyED	HEALING
Delays in wound healing are commonly divided 
into: 
n Factors within the wound 
n Systemic factors 
n Problems in the provision of services.

The Wound
Wounds cannot be kept sterile in any climate. In 
hot climates one sees more wounds initiated by 
infections rather than aggravated by secondary in-
fection. Tropical ulcers are common especially in 
young men working in swamps in hot conditions 
and are usually a result of minor trauma infected 
with a mixture of aerobic and anaerobic bacteria. 
Mycobacterial diseases, including tuberculosis, 

buruli ulcer and leprosy, are all uncommon in 
temperate climates, but they are more common in 
the malnourished poor who are frequently found 
in hot climates.

The tissue viability expert should be equipped 
with punch biopsies and small bottles of forma-
lin because the possible causes of ulcers in hot 
climates includes so many conditions that can be 
best diagnosed by biopsy and histopathological 
examination. In one clinic I have seen ulcers re-
quiring biopsy that were caused by TB, leishma-
niasis, deep mycoses, squamous cell carcinoma 
and Kaposis sarcoma.

Systemic affects of an overheated environment 
One usually thinks of the tropics when address-
ing this topic but a city such as Adelaide in South 
Australia has long experienced temperatures of 
over 40°C for up to three weeks at a time. Cities 
in Europe such as Athens have made the news 
because of high temperatures. In fact the feature 
of tropical climates is the persistence of very high 
temperatures for months at a time and the affect 
it has on viral, bacterial and parasitic infections. 
Furthermore, agriculture is also influenced by cli-
mate and its failure contributes to malnutrition. 
In managing wounds the general health of the 
patient and treatment of shock includes valuing 
shade and hydration both frequently lacking in 
hot climates.

The HIV/Aids epidemic is geographically wide-
spread but it is a major confounding factor in the 
poor of hot climates. It is also under the head-
ing of accident prevention and the exhortation 
of “do not get killed yourself ” and is one of the 
greater risks to avoid for those in contact with 
wounds. Ulceration due to infections and to ma-
lignancy is more commonly found against this 
background. The sick with AIDS may have non-
healing ‘sores’ and are more likely to get pressure 
ulcers and those undergoing surgery may show 
chronic non-healing of their wounds.
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Provision of services in hot climates
Service provision has the most important influence but it 
is related to access and many confounding factors rather 
than a direct effect of high temperature. Hot climates af-
fect countries that have a disproportionate number of the 
very poor. Poverty alleviation is often the first requirement 
for wound healing.

For the majority of readers of this journal, the experi-
ence of working without any resources will be rare. Health-
care professionals who visit hot climates to offer a wound 
healing service must get used to managing without any 
costly high technology most of the time. An enhanced 
emphasis on low technology may re-orientate them to 
managing with limited water, medicaments or devices. 
Hence they may for the first time ask themselves about 
how best to conserve water and what is the value of a 
pinch of salt or a dash of vinegar. How exactly does one 
use honey? (Figure 1) How does one manage when there 
is no doctor available?

A population of children
Most of the readership of the EWMA Journal will not 
be used to working with a population that has few eld-
erly and most of the ‘wounded’ are children. (Figure 2) 
Brushing up paediatric skills is almost as important as 
learning about tropical diseases. Non-healing wounds in 
children are often very restricting and limit their quality 
of life. I am thinking of children that have been oper-
ated upon for skin malignancies due to Albinism, and 
Xeroderma Pigmentosum. They must not be exposed to 
the sun and in hot climates this is very restricting. If one 
is concerned to improve quality of life in a child, provid-

ing an environment for education and for play is part of 
good management. In northern Europe, a sunny day in 
the play ground would be welcomed, but in the tropics it 
may not be the case.

Wounds in children in hot climates may be associated 
with genetic disease, caused partly because of cousin mar-
riages, but also because some genes, such as that of sickle 
cell anaemia, are much more prevalent. Teenagers with 
anaemia and leg ulcers due to sickle cell anaemia can very 
occasionally be seen in the UK, but in Kingston, Jamaica 
they are very commonplace.

An issue related to armed conflict, which unhappily 
is experienced at present many areas with hot climates 
and often affects children, is the land mine injury. When 
designing help with mobility, we in Europe are generally 
used to smooth terrain and tarmac roads, In hot climates 
tropical storms, prolonged dry periods and lack of main-
tenance of pathways make it virtually impossible to get 
access to school with a prosthesis or wheel chair.

Recently, in Ethiopia, I examined a malignant ulcer 
on the scalp of a child. At great expense, and with great 
compassion, the child with his mother had twice been 
flown to Rome for surgical management. There was only 
a limited chance of cure and there was huge disruption 
to a poor family left behind to cope. Thus the ethics of 
management covers the social circumstances of the poor 
with wounds.

Figure 1. 
A Traditional Beehive  

provides essential therapy.

Figure 2. The population in hot climates is very young.

Figure 3. The author displaying 10 metres of gauze  
woven by a patient affected by leprosy. It substantially reduces  
the cost of wound care.
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Science,	Practice	and	Education

Limitations of access, workforce, medicaments  
and devices
Many wounds occur in remote villages. To travel to a 
hospital may take days and in a rainy season it is almost 
impossible. On the other hand, after the rains when the 
fields must be tilled and crops harvested, no one can be 
spared and even the wounded must work if at all possible. 
The first route into care must be as short as possible and 
the local traditional healer takes precedence.

Traditional Healing is based on centuries of experience. 
Some systems of Medicine such as Chinese Medicine or 
Ayurvedic Medicne in India are based on University train-
ing as intensive as that of Biomedicine and are mostly 
helpful and safe. ‘Western’ science and pharmaceuticals 
are infiltrating these systems, but their prescribing may 
become less safe because of incomplete training. There are 
however, as in any system, charlatans and bad practices. 
Every system sees the failures rather than the successes of 
other systems. In Africa and South America there is less 
formal education of the traditional healer and practices can 
be unsafe. Scarification of the skin or the use of dung as a 
dressing, are examples of dangerous practice. Perhaps most 
worrying is the way in which one can purchase Western 
drugs from most dispensaries. There are also road side 
sellers with wound healing agents unsupported by any 
data sheets or instructions. In hot climates the shelf life of 
pharmaceutical products can shorten considerably, render-
ing products vulnerable to contamination by mould.

Although most trials of dressings compare the new device 
with gauze and the latter is often found to be the least 
 effective, it can be spun and woven on site in large lengths 
at very little cost. Gauze remains the most used of dress-
ings (Figure 3).

Water
There are rules of good practice that are applicable globally. 
One of these is the washing of hands. Handwashing may 
not always be done when it should be, but in European 
hospitals the provision of water is not an issue. In hot cli-
mates water for washing hands or cleaning wounds must 
be fit for drinking. It may of course be boiled, but pasteuri-
sation is also a possibility by placing a plastic bottle filled 
with rain water on the roof in the sun for the day.

CONCLUSION
I have emphasised the differences of practice of wound 
healing in hot climates but actually some one who is prac-
ticing gold standards in the Europe should have sufficient 
knowledge of general principles that will guide them in 
any climate. Provided they always think of the affordable 
low technology that can be practiced in the home they 
will not go far wrong. The tissue viability expert practiced 
in managing the diabetic foot, sacral pressure ulcers, or 
venous ulcers will find them everywhere and the skills used 
in managing any of these can be used for leprosy, the 
patient dying of AIDS or tropical ulcers of the leg.     m

The author examining a patient affected by 
 leprosy and palpating an enlarged radial nerve
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The Smith & Nephew Foundation is an 
independently run charitable trust. It has 
its roots in a family trust created in 1939. 

Since 2002 the Foundation has embarked on a 
fundamentally new direction aimed at building 
nursing research capacity and capability in the 
UK, by awarding competitive studentships and 
fellowships to individuals in the nursing profes-
sion who are undertaking research in the area of 
skin breakdown. Following the success of this new 
focus, the Foundation is embarking on a further 
initiative aimed at raising the profile of the issue 
of skin breakdown with government and research 
funders. The aim is to raise awareness of the per-
sonal and fiscal costs of this health care issue and 
attract a greater proportion of research funds to 
this area. This article discusses the work of the 
Foundation and the new initiative.

The Smith & Nephew Foundation remains one of 
the largest charitable awarding bodies to the nurs-
ing profession. It is independently run and has as 
its trustees three eminent nurses, Professor Dame 
Jill Macleod Clark, Professor Dame Pauline Field-
ing and Professor Christine Moffatt. Over the last 
five years the Foundation has contributed signifi-
cantly to the growth of research programmes in 
UK academic Centres of Excellence which will 
increase the research capacity and capability of 
nurses in the field of skin or tissue damage and 
vulnerability. These centres are key to the genera-
tion of a robust evidence base which will inform 
the implementation of effective interventions 
for the management of and prevention of skin 
breakdown. The Foundation believes that a much 
greater investment in research capability, capacity 
and funding is essential in order to further develop 
the evidence base in this area. 

One of the principal activities of the Foundation 
is the provision of financial support for individual 
nurses or midwives to work within an established 
UK Centre of Research Excellence. The awards are 

at doctoral or post-doctoral level for those address-
ing research questions that will contribute to the 
evidence base for the nursing care of patients with 
skin or tissue damage and vulnerability. Recent 
award winners include:-

Mark Collier (2004 Doctoral) – Thames Valley 
University – To investigate if calculation of a pa-
tient’s Ankle Brachial Pressure index (ABPI) using 
hand held Doppler Ultrasound as part of the as-
sessment process, can be used to predict patients 
at risk of heel pressure ulcer development.

Dr Jane Nixon (2005 Post-doc) – Leeds Univer-
sity – A systematic review and individual patient 
data meta-analysis of pressure ulcer risk factors 
and a systematic review of patient quality of life 
literature relevant to pressure ulcer prevention and 
treatment interventions.

Peta Reid (2005 Doctoral) – University of South-
ampton – An examination of the role of Manuka 
honey in promoting wound healing and reducing 
infection by investigating the impact of honey 
on biochemical mediators released in chronic 
wounds.

Simon Palfreyman (2005 Doctoral) – University 
of Sheffield – The measurement of health related 
quality of life for patients with venous leg ulcers 
concentrating on the identification of those as-
pects of quality of life that are affected by therapies 
of venous leg ulcers to aid evaluation of treatments 
in cost effectiveness trials.

Una Adderley (2006 Doctoral) – University of 
York – Exploring the clinical judgement and de-
cision making of community nurses caring for 
patients with venous leg ulcers.

Developing	research	capacity	and	
	capability	in	Skin	breakdown
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Alison Coull (2006 Doctoral) – University of Stirling – An 
exploration of chronic leg ulceration in young injecting 
drug users.

Dr Jill Firth (2004 Doctoral & 2007 Post-doc) – Uni-
versity of Leeds – To explore the perspectives of patients 
and professionals relating to foot ulceration in rheumatoid 
arthritis.

Julie Santy (2007 Doctoral) – University of Hull – Devel-
opment and validation of a clinical assessment and research 
tool for the identification and classification of infection in 
skeletal external fixator pin site wounds in adults.

In addition to the awards programme the Foundation also 
embarks on programmes of educational development as 
well as seminars, conferences and workshops. 

The Foundation believes that through these activities it has 
significantly contributed to the development of research in 
the area of skin breakdown. However, it is clear that there 
is still major scope for enhanced activity in the area. When 
compared to other major medical conditions the profile 
of wound care as a research discipline still remains low 
and this manifests itself particularly in the size of research 
spend in the area compared with other health problems. 
Skin breakdown appears to attract a disproportionately low 
level of research spend. The demographic changes that are 
upon us now will only further increase the problems of 
skin breakdown. Skin breakdown has a high cost burden 
to the health care system. Recent estimates suggest that 
annually the financial cost to the health service alone is 
£2.3-3.1 billion in addressing the problem. It is indeed a 
silent epidemic. There is huge scope for reducing this cost 
and improving outcomes for patients by changing practice. 
To do this we need to increase the knowledge base and 
address many unanswered research questions. It is for these 
reasons the Foundation has embarked on a new campaign 
to raise the profile and awareness of skin breakdown. 
 
The principal objective of this campaign is to raise the pro-
file and awareness of this area in the minds of the public, 
professions and, most importantly, government and fund-
ing bodies. We wish to create awareness of the problem 
of skin breakdown, particularly with respect to the demo-
graphic changes taking place. By doing this we hope to 
increase the level of funding behind research programmes 
in the area. We also want to facilitate the establishment of 
strong research collaboratives.

Recently the Foundation commissioned and published a 
report entitled ‘Skin Breakdown – the Silent Epidemic’. 

This report contains papers from leading UK researchers 
in the field, with a foreword by the Right Honourable 
Baroness Bottomley of Nettlestone DL. Each paper seeks 
to inform funding bodies of the background to various 
issues and points towards unanswered research questions. 
A number of recurring key messages emerge from this 
Report.

n Skin breakdown is an underestimated, neglected and 
growing health issue.

n There is a need for significant research investment to 
address this growing problem and reduce the clinical 
burden.

n Increasing research capacity will be a key driver in 
improving clinical practice and care delivery in skin 
breakdown.

n Skin breakdown imposes a huge financial burden on 
the NHS.

n Skin breakdown imposes unprecedented personal 
burdens on patients and families, particularly the 
elderly.

n Skin breakdown is often preventable with effective 
interventions.

n The treatment of skin breakdown can be improved 
with effective interdisciplinary care.

The report comprises the first step in uncovering the hid-
den epidemic of skin breakdown. It provides a long over-
due challenge to those involved in health care in the UK. 
It highlights that this huge and neglected are of health care 
must be given a higher profile and priority in the future by 
policy makers and research funders. In particular it offers 
a series of challenges.

n It challenges the clinical research community to re-
examine its priorities and to acknowledge the impact 
of skin breakdown and wound care. In particular it 
challenges government and funding bodies to sup-
port more research on all aspects of skin breakdown. 
Relatively small changes to the proportion of overall 
medical research funding directed to skin breakdown 
projects and programmes would change the face of 
current research efforts in what is an under funded 
area.

n It challenges NHS managers to ensure they purchase 
or provide wound care services that are based on the 
evidence that does exists, and that are responsive to 
future developments.

n It challenges politicians and policy makers to ensure 
that skin breakdown is not overlooked when devel-
oping policy in research and in health services.
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n It challenges, too, the media to communicate the hu-
man interest stories of people who have suffered skin 
breakdown, the huge toll of misery and pain behind 
those individual stories, and the huge economic cost 
of management of skin breakdown.

n It challenges health professionals to support and pro-
vide wound care services for patients who are often 
elderly and suffering from a variety of medical con-
ditions.

The response to the report so far has been overwhelmingly 
positive, and a very large number of copies have been dis-
tributed. The Foundation is receiving widespread support 
from other charitable organisations allied to the area and 
the campaign is gathering momentum. In addition, there 
is general support for the research strategy adopted by the 
Foundation and we hope to announce several initiatives 
in this area in the future.

The Foundation will continue to co-ordinate the cam-
paign and bring together related charities and other stake-
holders.
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In summary, the Smith & Nephew Foundation, in recent 
years, has transformed its activity to concentrate on pro-
viding and developing capacity and capability in research 
in the area of skin breakdown. In addition to its awards 
programmes and other activities it is increasingly challeng-
ing government and funding bodies to acknowledge the 
silent epidemic that interests all of us associated with 
EWMA. It is to be hoped that this work will indeed raise 
the profile with key funders and increase the level of invest-
ment in research programmes in the area. As a result we 
can build the evidence base to improve interventions and 
outcomes for patients. It is also to be hoped that this will 
lead to the establishment of skin breakdown research col-
laboratives and programmes within university centres 
which will build a European cadre of research capability.

Jim Dick

If you would like a copy of the report, or feel you can 
make a contribution to the campaign, please contact 
Barbara Foster on 01482 673250 or 
barbara.foster@smith-nephew.com.

www.snfoundation.org.uk
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Healing	by	primary	versus	secondary	
	intention	after	surgical	treatment	for	
	pilonidal	sinus
McCallum	I,	King	PM,	Bruce	J
The Cochrane Database of Systematic Reviews To be 
published in Issue 4, 2007 Copyright © 2005 The 
Cochrane Collaboration. Published by John Wiley & 
Sons, Ltd.

ABSTRACT
Background:	Pilonidal sinus arises in the hair follicles in 
the buttock cleft at the bottom of the backbone. The 
estimated incidence is 26 per 100,000, people, 
affecting men twice as often as women. The mean age 
of presentation is 21 years (men) and 19 years 
(women) respectively.
 Pilonidal sinus results in chronic discharging 
wounds that cause pain and impact upon quality of life 
and social function. These sinuses may become 
infected and present as acute abscesses. Management 
of these abscesses is uncontroversial and revolves 
around incision and drainage, however, the mode of 
surgical management of the chronic discharging sinus 
is debatable. 
 Surgical strategies traditionally centre on excision 
of the sinus tracts followed by primary closure and 
healing by primary intention or leaving the wound open 
to heal by secondary intention. There is uncertainty as 
to whether open or closed surgical management is 
more effective. 

Objectives:	To determine the relative effects of open 
compared with closed surgical treatment for pilonidal 
sinus on the outcomes of time to healing, infection and 
recurrence rate.

Search	strategy:We sought relevant trials from the 
Wounds Group Specialised Register (Searched 
13/6/07); The Cochrane Central Register of Controlled 
Trials (CENTRAL) (2007, Issue 2); Ovid MEDLINE 
(1950 - May Week 5 200&); Ovid EMBASE (1980 - 
2007 Week 23); Ovid CINAHL (1982 - June Week 2 
2007). We checked the bibliographies of review and 
primary articles for relevant studies and contacted 
authors of all included studies. 

Selection	criteria:	All randomised controlled trials 
(RCTs) evaluating open with closed surgical treatment 
for pilonidal sinus. Exclusion criteria were: non-RCTs; 
children aged younger than 14 years and studies of 
pilonidal abscess. 

Data	collection	and	analysis:	Screening of eligible 
studies, data extraction and methodological quality 
assessment of trials were conducted independently by 
two review authors. Data from eligible studies were 
recorded using data extraction forms and any disagree-
ments were referred to a third review author. Results 
were presented using mean differences for continuous 
outcomes and relative risk with 95% confidence inter-
vals for dichotomous outcomes. 

Main	results:	Eighteen studies were included (1573 
patients). Twelve RCTs compared open healing with 
primary closure, 10 of which used midline closure and 
2 trials used off-midline closure. Six studies compared 
midline and off-midline closure. 
 Open compared with closed techniques: Evidence 
suggested more rapid healing after primary closure 
although there was no difference in the infection rate 
after wound closure. Recurrence was less likely to 
occur after open healing (RR 0.42; 95% CI 0.26 to 
0.66) suggesting a 58% lower risk of recurrence after 
open wound healing compared with primary closure. 
Patients returned to work earlier after primary closure 
(WMD 10.48 days 95% CI 5.75 to 15.21 days). There 
was no difference between the two groups for other 
complications and length of stay. There were few 
useable data on cost, patient satisfaction and pain. 
 Closed midline compared with closed off-midline: 
there was good evidence of slower healing, higher 
rates of infection (RR 4.70; 95% CI 1.93 to 11.45), 
higher rates of recurrence (Peto OR 4.95; 95% CI 2.18 
to 11.24) and other complications (RR 8.94; 95% CI 
2.10 to 38.02) after midline primary closure compared 
with off-midline closure techniques. 

Authors’	conclusions:	No clear benefit was shown for 
surgical management by primary closure or open 
healing by secondary intention. A clear benefit was 
shown for off-midline closure rather than midline 
closure after pilonidal sinus surgery. Off-midline closure 
should be the standard management when primary 
closure is the desired surgical option. 

Plain	language	summary:	Pilonidal sinus is a problem-
atic condition probably caused by in-grown hairs 
between the buttocks. Sufferers tend to be young men 
and they usually experience a wound that discharges 
pus-like material and does not heal. Usually these are 
treated by operation, which aims to remove the 
infected area. However, surgeons frequently disagree 
about whether the resulting wound should be stitched 
closed or left to heal without stitches. 

	 EBWM
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 We found that wounds that are left to heal without stitches 
take longer to heal and have fewer complications; however, 
people with this type of wound take longer to return to normal 
activity. Closed wounds are prone to more complications such as 
infection, although this can be minimised by using techniques 
where the stitch line is moved away from between the buttocks.

Use	of	plastic	adhesive	drapes	during	surgery	for	
preventing	surgical	site	infection
Webster	J,	Alghamdi	A	A.
The Cochrane Database of Systematic Reviews To be published 
in Issue 4, 2007 Copyright © 2005 The Cochrane Collaboration. 
Published by John Wiley & Sons, Ltd.

ABSTRACT
Background:	Surgical site infection has been estimated to occur 
in about 15% of clean surgery and 30% of contaminated 
surgery. Using plastic adhesive drapes to protect the wound from 
organisms that may be present on the surrounding skin during 
surgery is one strategy used to prevent surgical site infection. 
Results from non-randomised studies have produced conflicting 
results about the efficacy of this approach but no systematic 
review has been conducted to date to guide clinical practice.

Objectives:	To assess the effect of adhesive drapes used during 
surgery on surgical site infection, cost, mortality and morbidity.

Search	strategy:	We searched the Cochrane Wounds Group 
Specialised Register (last searched 24/4/07), the Cochrane 
Central Register of Controlled Trials (CENTRAL) (The Cochrane 
Library Issue 2,2007), Ovid MEDLINE (1950 to April Week 2, 
2007), Ovid EMBASE (1980 to 2007 Week 16), and Ovid 
CINAHL (1982 to 1980 to April Week 2 2007).

Selection	criteria:	Randomised controlled trials comparing any 
plastic adhesive drape with no adhesive drape, used alone or in 
combination with woven (material) drapes or disposable (paper) 
drapes in patients undergoing any type of surgery.

Data	collection	and	analysis:	Two authors independently 
selected and assessed studies for trial quality and both inde-
pendently extracted data. Study authors were contacted for 
additional information.

Main	results:	This review includes five studies involving 3,082 
participants comparing adhesive drapes with no drape and two 
studies involving 1,113 participants comparing iodine-impreg-
nated adhesive drapes with no drape. A significantly higher 
proportion of patients in the adhesive drape group developed a 
surgical site infection when compared with no drape. (Relative 
Risk (RR) 1.23, 95% Confidence Intervals (CI) 1.02 to 1.48, 
p=0.03). Iodine-impregnated adhesive drapes had no effect on 
the surgical site infection rate (RR 1.03, 95% CI 0.064 to 1.66, 
p=0.89). Length of hospital stay was similar in adhesive drape 
and non-adhesive drape groups.

Authors’	conclusions:	There was no evidence from the seven 
trials that plastic adhesive drapes reduces surgical site infection 
rate and some evidence that they increase infection rates. 
 Further trials may be justified using blinded outcome assess-
ment to examine the effect of adhesive drapes on surgical site 
infection based on different wound classifications. 

Plain	language	summary:	Use of plastic adhesive drapes during 
surgery for preventing surgical site infection.Following surgery, 
up to 30% of wounds may become infected. This complication 
of surgery may cause distress for the patient and lead to higher 
treatment costs. Many interventions have been designed to 
reduce postoperative infections. One of these is the use of a 
drape which adheres to the skin and through which the surgeon 
cuts. It is thought that adhesive drapes prevent germs, which 
may be on the skin, from entering the open wound. 
 This review of over 4,000 patients in seven separate trials 
could find no evidence that adhesive drapes reduces surgical site 
infection rates and some evidence that they may increase infec-
tion rates.

Wound	drains	following	thyroid	surgery
Samraj	K,	Gurusamy	KS
The Cochrane Database of Systematic Reviews To be published 
in Issue 4, 2007 Copyright © 2005 The Cochrane Collaboration. 
Published by John Wiley & Sons, Ltd.

ABSTRACT
Background:	The nature and indications for thyroid surgery vary 
and a perceived risk of haemorrhage post-surgery is one reason 
why wound drains are frequently inserted. However when a 
significant bleed occurs, wound drains may become blocked and 
the drain does not obviate the need for surgery or meticulous 
haemostasis. The evidence in support of the use of drains post-
thyroid surgery is unclear therefore and a systematic review of 
the best available evidence was undertaken.

Objectives:	To determine the effects of inserting a wound drain 
during thyroid surgery, on wound complications, respiratory 
complications and mortality.

Search	strategy:We searched the following databases: 
Cochrane Wounds Group Specialised Register and the Cochrane 
Central Register of Controlled Trials (CENTRAL) (issue 1, 2007); 
MEDLINE (2005 to February 2007); EMBASE (2005 to February 
2007); CINAHL (2005 to February 2007) using relevant search 
strategies.

Selection	criteria:	Only randomised controlled trials were 
eligible for inclusion. Quasi randomised studies were excluded. 
Studies with participants undergoing any form of thyroid surgery, 
irrespective of indications, were eligible for inclusion in this 
review. Studies involving people undergoing parathyroid surgery 
and lateral neck dissections were excluded. At least 80% follow 
up (till discharge) was considered essential.

Data	collection	and	analysis:	Studies were assessed for eligi-
bility and data were extracted by two authors independently, 
differences were resolved by discussion. Studies were assessed 
for validity including criteria on whether they used a robust 
method of random sequence generation and allocation conceal-
ment. Missing and unclear data were resolved by contacting the 
study authors. 

Main	results:	13 eligible studies were identified (1646 partici-
pants). 11 studies compared drainage with no drainage and 
found no significant difference in re-operation rates; incidence 
of respiratory distress and wound infections. Post-operative 
wound collections needing aspiration or drainage were signifi-
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cantly reduced by drains (RR 0.51, 95% CI 0.27 to 0.97), but a 
further analysis of the 4 high quality studies showed no signifi-
cant difference (RR 1.82, 95% CI 0.51 to 6.46). Hospital stay 
was significantly prolonged in the drain group (WMD 1.18 days, 
95% CI 0.73 to 1.63). 
 Eleven studies compared suction drain with no drainage and 
found no significant difference in re-operation rates; incidence 
of respiratory distress and wound infection rates. The incidence 
of collections that required aspiration or drainage without formal 
re-operation was significantly less in the drained group (RR 0.48, 
95% CI 0.25 to 0.92). However, further analysis of only high 
quality studies showed no significant difference (RR 1.78, 95% 
CI 0.44 to 7.17). Hospital stay was significantly prolonged in the 
drain group (WMD 1.20 days, 95% CI 0.77 to 1.63). 
 One study compared open drain with no drain. No partici-
pant in either group required re-operation. No data were avail-
able regarding the incidence of respiratory distress, wound infec-
tion and pain. The incidence of collections needing aspiration or 
drainage without re-operation was not significantly different 
between the groups and there was no significant difference in 
length of hospital stay. One study compared suction drainage 
with passive closed drainage. None of the participants in the 
study needed re-operation and data regarding other outcomes 
were not available. Two studies (180 participants) compared 
open drainage with suction drainage. One study reported wound 
infections and minor wound collections, both were not signifi-
cantly different. The other study reported wound collections 
requiring intervention and hospital stay; both were not signifi-

7th Scientific Meeting of the

Diabetic Foot 
Study Group
of the EASD

11-13 September 2008

Lucca, Italy

www.dfsg.org

Advancement
of knowledge
on all aspects of
diabetic foot care

Main subjects during conference:
 Epidemiology
 Basic and clinical science
 Diagnostics
 Classification
 Foot clinics
 Biomechanics, Osteoarthropathy
 Orthopaedic surgery
 Infection
 Revascularisation
 Uraemia
 Wound healing/outcome

Conference theme

cantly different. None of the participants in either study required 
re-operation. Data regarding other outcomes were not available. 

Authors’	conclusions:	There is no clear evidence that using 
drains in patients undergoing thyroid operations significantly 
improves patient outcomes and drains may be associated with 
an increased length of hospital stay. The existing evidence is 
from trials involving patients having goitres without mediastinal 
extension, normal coagulation indices and the operation not 
involving any lateral neck dissection for lymphadenectomy. 

Plain	language	summary:	Drains are often used after thyroid 
operations. 
 People who undergo thyroid surgery are thought to be at risk 
of respiratory distress, wound infections, excessive fluid accumu-
lation and increased stay in hospital stay. Concerns about these 
complications lead surgeons to insert drains after the procedure. 
This review found no evidence of benefit in the use of drains for 
improving patient outcomes, but their use may be associated 
with an increased length of hospital stay. 
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The theme of the EWMA 2008 conference 
in Lisbon, Wound Management, Wound 
Healing – Responsibility and Actions, was 

chosen by the EWMA Scientific Committee af-
ter a discussion about the current challenges in 
wound healing. 

As a European and multidisciplinary associa-
tion, EWMA gathers people from many different 
countries and areas of expertise. Consequently, 
many view points on how to organise wound 
 healing and who to involve are presented during 
a discussion. 

In Portugal, doctors, nurses, pharmacists and 
other professionals are learning to work together. 
Another example is UK initiatives made in order 
to clarify the relations between the different fields 
of expertise and place responsibility. 

Defining how to arrive at (who should have) 
the final decision (word) to secure the best possible 
treatment of the patient is an ongoing challenge in 
Portugal as well as most other countries in Europe. 
Therefore, it was decided to let this discussion be 
the starting point of the EWMA 2008 conference 
in the Portuguese capital, Lisbon.

The theme of the conference will be introduced 
in the opening plenary session which will focus 
on the European perspective on responsibility, 
regulation and litigation. It will also run through 
a number of the key sessions at the conference. For 
example, a key session on education will address 
the question of advantages related to multidisci-
plinary groups studying together. Another session 
will present different perspectives on the treatment 
of malignant ulcers, related to the question of 
multidisciplinary treatment and responsibility.

Other key sessions will cover a variety of the 
other challenges which we are presently facing. 
One key session will discuss the measurement and 
prevention of surgical site infections. Focus will 
be a discussion of the difference between defini-
tions used for purposes of clinical diagnosis and 
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the definitions used for purposes of surveillance 
and the importance of surveillance. Another ses-
sion will address “well known procedures”, such 
as sclero-therapy, laser treatment, antioxidants 
and skin replacements, and discuss in which de-
gree they are still valid methods of treatment in 
modern wound healing. In addition, the subjects 
“Lymphoedema”, “The diabetic foot” and “Hard 
to heal ulcers” will be discussed in three differ-
ent key sessions. The conference will also offer 
a number of free paper sessions and workshops 
on various topics related to wound healing and 
management.

More information about the EWMA 2008 
 conference programme can be found at
www.ewma.org/ewma2008.

The conference city – Lisbon
With a thousand years of history, Lisbon is full of 
monuments of great importance that reflect some 
of the key moments in Portugal’s history. Situ-
ated mostly in the centre of Lisbon, the historical 
neighbourhoods are essential destinations for 
 visitors to the Portuguese capital. 

Lisbon’s most monumental and historical area 
is Belem. Right on the river bank, the Belem 
Tower (Torre de Belém) was built in 1515 as a 
fortress to guard the entrance to Lisbon’s harbour. 
Today, the Tower is a monument to Portugal’s Age 
of Discovery, UNESCO has it listed as a World 
Heritage monument and it serves as the symbol 
of the EWMA 2008 Conference. 

The venue chosen for the conference is Lisbon 
Congress Centre, situated close to the city centre 
of Lisbon. 

The conference evening on 15 May 2008 will 
combine Portuguese hospitality, cuisine and enter-
tainment. The event will be held at the Convento 
do Beato, the famous, beautiful old 15th century 
monastery in the city centre of Lisbon
(www.conventodobeato.pt).

Wound	Management	·	Wound	Healing	
–	Responsibility	and	Actions

18th Conference of the European Wound Management Association
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SUBMITTING	AN	ABSTRACT
1. To submit an abstract for EWMA 2008 please go to 

www.ewma.org/ewma2008. 
 Detailed information on how to submit the abstract 

and abstract template will be provided online.
2. If you wish to submit an abstract and have no  

access to the internet, please contact the Conference 
Secretariat:

 EWMA Business Office
 c/o Congress Consultants 

Martensens Allé 8 
DK-1828 Frederiksberg C,  
Denmark 
ewma@ewma.org 
Tel: +45 7020 0305. Fax: +45 7020 0315

For further information, please visit the website:
www.ewma.org/ewma2008

Important
1. Abstracts are required for all oral presentations 

and posters.
2. Abstracts must be submitted either in English or 

Portuguese, or both in English and Portuguese.  
If you are able to submit in both languages,  
please do so. 

3. Abstracts must be submitted before  
1 February 2008 (23:59 GMT)

CONTENTS	OF	yOUR	ABSTRACT
1. The title should be as brief as possible but long 

enough to clearly indicate the nature of the study. 
Write the abstract title in CAPITAL LETTERS. 
No full stop at the end.

2. No identifying features such as names of authors, 
hospitals, medical schools, clinics or cities may 
be listed in the title or abstract text, as a “blind” se-
lection process will be used. You will be asked to en-
ter the name(s) of author(s) and their institution(s), 
when you submit your abstract online.

3. The abstract should include the following:
 Aim: Clearly state the purpose of the abstract.
 Methods: Describe your selection of observations or 

experimental subjects clearly.
 Results: Present your results in a logical sequence in 

text, table and illustrations.
 Conclusions: Emphasize new and important aspects 

of the study (perhaps as a discussion section) and the 
conclusions that are drawn from them.

4. All abbreviations must be defined in first use.
5. Statements such as “results will be discussed” or 

“data will be presented” cannot be accepted.
6. USE GENERIC NAMES ONLY 
 For all references to products or companies, ge-

neric names must be used. Papers containing brand 
names/company names may be rejected for this 
 reason only.

7. Papers will not be accepted if previously presented 
at a EWMA meeting unless there is a substantial 
 increase in data.

REvIEWING
1. The scientific committee will review the abstract.
2. Notification can be expected two months prior to 

the conference.
3. It is the responsibility of all investigators that all 

studies are performed with respect to both national 
and international legislations and ethical guidelines 
both with regards to humans and animals.  
The EWMA 2008 Scientific Committee reserves the 
right to reject any submitted abstract that is believed 
to violate these principles. 

CONDITIONS
1. The presenting author must register as an active 

participant at the conference. EWMA 2008 reserves 
the right to not publish any abstracts that are not 
followed by a participant registration minimum one 
month prior to the conference.

2. Abstracts will be published on the web site and 
in the final programme for the conference.  
By submitting an abstract you consent to giving 
EWMA 2008 permission to publish your abstract.

3. If you wish to withdraw an abstract, please contact 
the conference secretariat in writing, and await con-
firmation of your withdrawal.

For all enquiries regarding abstracts and speakers,  
please contact the Scientific Secretariat at  
ewma@ewma.org.

Abstract	Submission
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POSTER	PRIzES
These awards are designed to reward the consid-
erable work that goes into preparing a poster for 
presentation at the Conference. To be eligible for 
consideration you must have a paper accepted for 
poster presentation at the EWMA 2008 confer-
ence. Posters that have been submitted/presented 
elsewhere are not eligible for a poster prize. A 
panel of judges will attend the poster sessions, 
and authors are strongly encouraged to be present 
at these sessions in order to answer questions 
concerning their work. The panel will award 3-5 
poster prizes. 

Value of poster prizes: The value of each poster 
prize will be EUR 200. 

How to apply: Your accepted poster will automati-
cally be considered for this award, provided that it 
has not previously been submitted elsewhere.

EWMA	FIRST	TIME	PRESENTER	PRIzE
This award is designed to encourage people who 
have not previously presented their work at an 
international conference. To be eligible for this 
prize you must have submitted your abstract to 
EWMA and you must be a “novice presenter”. 
That is, you should not have presented previously 
at an international conference. Abstracts that have 
been submitted elsewhere are not eligible for this 
prize. 

Value of prize: The value of the First Time Pre-
senter prize will be EUR 450.

How to apply: Please confirm that you are apply-
ing for this award when submitting your abstract 
online. Furthermore, you should send a letter to 
the Scientific Secretariat stating that this is your 
first presentation at an international conference, 
and you should enclose a letter from your em-
ployer/supervisor/manager confirming that you 
have not presented previously at an international 
conference.

Awards EWMA Membership

Become a member of the 

European	Wound	Management	Association 

and you will receive 

EWMA position documents annually and 

EWMA Journal three times a year.

In addition, you will have the benefit  

of obtaining the membership discount, 

which is normally 15%, 

when registering for the EWMA Conferences.

The most important aspect of becoming  

a member of EWMA is  

the influence this membership can give you. 

As a EWMA member you can vote and 

even stand for election for the  

EWMA Council, which will give you  

direct influence on future developments  

within European wound healing.

Please	register	as	a	EWMA	member	at 

WWW.EWMA.ORG 

A membership only costs 25 EUR a year.
You can pay by credit card as well as bank transfer.

Existing members of EWMA can also renew  
their membership online.

EWMA Business Office
Danske Bank, London Cash Management

75 King William Street, London EC4N 7DT, UK
Account No: 93406336. IBAN: GB69DABA30128193406336

BIC/SWIFT: DABAGB2L. Sort code 301281
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The Portuguese Wound 
Management Association 
(APTFeridas) is the oldest 
such organisation in Por-
tugal, created especially to 
promote and share scientific 

knowledge and general information with profes-
sional health workers on the wound management 
field. Founded in 1998, as a non lucrative organi-
sation, it is officially recognised by the Portuguese 
state. 

Its survival is due to the generous contribution 
of time by members of the association, both in 
administrative tasks and in taking on educational 
roles in the field of wound management.

Changes in wound care have been brought about 
over the years by congresses, symposia, seminars 
and workshops organised by the association. AP-
TFeridas is now approaching its 10th anniversary 
and is able to take pride in the changes it has 
brought about.

Looking back upon the history of APTFeridas, it 
is evident that it has grown significantly. APTFeri-
das now has almost 500 members and is made up 
of a General Assembly, an Executive Committee 
and a Financial Council, all of which are elected 
for a period of three years. The first election was 
in July 1999.

Before the advent of the internet disseminating 
information was by means of a small black and 
white newspaper. A major event for us was the 
introduction of a journal which has now evolved 
into a magazine.

APTFERIDAS
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APTFeridas events through the years

The first general Assembly in 1999
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Thanks to our volunteers’ efforts, we now have a 
website: www.aptferidas.com, which is still in its 
infancy but we have great hopes that it will grow 
and be a valuable reference tool in the near future.

In 2001 we joined EWMA and EPUAP, and our 
association with these organisations has been and 
continues to be of enormous benefit to us in ex-
panding our knowledge base. However, we still have 
a lot to achieve and the work goes on.

The task of educating professionals who have con-
tact with people with wounds is enormous even with 
the assistance of other wound care organisations 
which have more recently been formed. Neverthe-
less, the future seems hopeful. At our last Congress 
in November we had 1500 delegates thinking and 
learning about wound management.

The great event this year is our cooperation with 
EWMA and GAIF to organise the EWMA 2008 
Conference, which will be held in Lisbon, Portugal, 
14-16 May 2008.
 
Our hope is that this event will increase the grow-
ing interest among health professionals and health 
authorities in Portugal to ensure patients receive the 
highest standard of wound care.

APTFeridas, 
Rua Álvares Cabral, 137 Sala 21, 

4050-041 Porto, Portugal
Tel: +351 222026725, Fax: +351 222007890

www.aptferidas.com

The APTFeridas Journal and APTFeridas Magazine

WWW.EWMA.ORG/EWMA2008
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In Portugal, the lack of a holistic 
approach to wound care can be 
considered a significant problem 

with implications in the cost and quality of the 
care. Based on the principle that to implement 
a concerted action plan it is essential to develop 
skills in this area, a group of health profession-
als with different backgrounds (doctors, nurses, 
pharmacists) created the Wound Care Research 
Group G@IF – Grupo Associativo de Investigação 
em Feridas, in March 2002. At present we have 
500 individual paying members and 12 corporate 
members.

G@IF is one of the two wound care societies ex-
isting in Portugal. We established as our main 
objectives:
– to undertake research and disseminate knowl-
edge concerning the management and prevention 
of wounds in order to promote quality in the de-
livery of care to individuals and their family as 
well as to increase the satisfaction of wound care 
professionals

We started by identifying the main aspects that 
need to be addressed if any progress is to be made 
in this field. Firstly, there is a need to develop a 
culture of evaluating recent scientific knowledge 
and to promote evidence based practice. Secondly, 
a system needs to be developed to deliver appro-
priate resources with training in their appropri-
ate use. Finally, a system of documentation needs 
to be developed to allow for objective evaluation 
of the results. We believe that this may only be 
achieved by concerted action involving both hos-
pitals and community health centres.

One of the main problems identified is that 
practitioners continue to have difficulty in compil-
ing empirical and contextual evidence and inte-
grating evidence-based changes into practice. To 
help define specific problems, potential interven-
tions and desired outcomes, G@IF has developed 
several activities in different intervention areas.

G@IF has created an Internet site – www.gaif.net 
– where we publish the results of our research 
projects; articles; discussion sessions; links to other 
wound care societies and national and interna-
tional news, among other topics. With this we 
hope to help practitioners in establishing a system 
of reference for their practices.

Since major barriers for further education are lack 
of time, economic resources, staff shortages which 
do not allow for being away from work and lack of 
training courses, G@IF has been trying to develop 
some activities to face this situation. Until now 
the main educational events have been: 
n an annual Wound Care Summer School held 

every September in which 30 participants 
selected from different work environments 
get together during three and a half days to 
receive training from national and interna-
tional experts;

n an annual two day conference usually tak-
ing place in May. At the last event which 
took place in 2007 we had 1180 participants 
including doctors, nurses, pharmacists, pod-
ologists, etc.

n one day events on specific topics: e.g. wound 
infection; pressure ulcers etc.

We believe that this kind of activities promote an 
easy and accessible way of obtaining up-to-date 
information. Most speakers are Portuguese, which 
is a way of recognising and motivating national 
practitioners. In the coffee area, delegates have 
the opportunity to peruse products and talk to 
company representatives. G@IF considers com-
panies involved in tissue viability as part of the 
multi-professional team, albeit slightly peripheral. 
Our corporate members have contributed to raise 
our level of knowledge through their expertise 
and support. 

G@if is also promoting some activities in the  
research field:
– Validation of Push tool, Bates scale,  

Baby Braden scale and Cardiff scale.
–  roject of implementation of Braden Scale  

in ten hospitals from across of Portugal  
(with European funding). 

GRUPO ASSOCIATIVO DE INVESTIGAÇÃO   EM FERIDAS
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Pressure ulcers are a common problem in Hospitals, and 
this study, with a duration of three years, aims to examine 
the problem in more depth and try to give quality care in 
resource limited environments, through implementation 
of Braden scale (validated in Portugal), development and 
implementation of guidelines and education. Every three 
months an audit takes place covering clinical practice, such 
as documentation of prevalence data, risk assessment and 
provision of specialist equipment. This aims to find out 
if the implementation and dissemination strategy for the 
guidelines has led to better care. 
 All these studies have taken place in collaboration with 
the Center of Studies and Research in Health (CEIS) and 
the Institute of Quality in Health (IQS). 

Furthermore, G@if has starting publishing short docu-
ments about different aspects of wound care management, 
as Portugal is lacking in national publications on wound 
management. 
 The first document was published in May 2007 and is 
about prevention and treatment of leg ulcers in ambulatory 
care.

At a European level G@IF has attended several European 
activities such as those promoted by EPUAP and EWMA. 
We appreciate EWMA support and look forward to devel-
oping projects together in order to help raising the profile 
of acute and chronic wounds.

GRUPO ASSOCIATIVO DE INVESTIGAÇÃO   EM FERIDAS

We are aware that changing professional behaviour is 
not easy, as the individual person’s professional practice 
is influenced by numerous factors. Success needs time, 
but with the help of all we will spend the necessary time 
in the development and implementation of strategies to 
understand the complex multi-factorial issues that may 
impact on the care and progress of patients and develop 
day-to-day practice.

Future projects: In 2007 we have been asked to organise 
a multidisciplinary group to work on the development 
of national guidelines for prevention and treatment of 
specific chronic wounds: pressure ulcers, leg ulcers, etc. 
We are also hoping to undertake a study on the issue of 
reimbursement for wound care products.

We look forward to seeing you in Lisbon!
Katia Furtado, Elaine Pina, João Gouveia

Portuguese Wound Care Research Group
Correspondence to:

Grupo Associativo de Investigação em Feridas
Apartado 1

3320-999 - Pampilhosa da Serra
Fax: +351 235590208

www.gaif.net 
gaif@gaif.net
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The EWMA Journals can be downloaded free of charge from www.ewma.org

International Journals
The section on International Journals is part of  
EWMA’s attempt to exchange information on  
wound healing in a broad perspective.

volume	7,	no	3,	October	2007
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Development	of	Clinical	Practice	Guideline	on	Pressure	Ulcers
Katrien Vanderwee

volume	6,	no	2,	Fall	2006 
The	number	of	leg	ulcers	increases	–	a	20-year-questionnaire	
study	in	Pirkanmaa	Health	Care	in	Finland
Anna L Hjerppe
An	ex-vivo	model	to	evaluate	dressings	&	drugs	for	wound	healing
Johanna M. Brandner, Pia Houdek, Thomas Quitschau,  
Ute Siemann-Harms, Ulrich Ohnemus, Ingo Willhardt, Ingrid Moll
Compression	therapy	of	venous	ulcers
Hugo Partsch
Seasonal	variation	of	onset	of	venous	leg	ulcers
Marian Simka
Determinants	and	estimation	of	wound	healing	achievement	after	
minor	amputation	in	patients	with	diabetic	foot
Robert Bém, A. Jirkovská, V. Fejfarová, J. Skibová, B. Sixta, P. Herdegen
Leg	ulcer	prevalence	in	the	Czech	Republic:		
Omnibus	survey	results	2006
Zdenek Kucera

Advances	in	Skin	&	Wound	Care,	vol.	20,	dec	2007
www.aswcjournal.com
Clinicians	Work	to	Enhance	Diabetic	Foot	Program	in	
Guyana
Brian Ostrow, Carlos Martin, Madan Rambaran
A	Quick	Overview	on	Measuring	Pressure	Ulcer		
Prevalence	and	Incidence
Diane Langemo, Julie Anderson, Darlene Hanson,  
Susan Hunter, Patricia Thompson
FAQs:	Measuring	Ankle	Brachial	Pressure	Index
Cynthia A. Fleck
2008	Office	of	Inspector	General’s	Work	Plan:		
A	“Heads-up”	for	Wound	Care	Providers
Kathleen D. Schaum

EnglishEnglish

volume	7,	no	1,	January	2007 
Self-care	activities	of	venous	leg	ulcer	patients	in	Finland
Salla Seppänen 
Smoking	is	not	contra-indicated	in	maggot	debridement	
therapy	in	the	chronic	wound
Pascal Steenvoorde
Effectiveness	of	non-alcohol	film	forming	skin	protector	
on	the	skins	isles	inside	the	ulcers	and	the	healing	rate	of	ve-
nous	leg	ulcers
Tanja Planinsek Rucigaj
Wound	measurement:	the	contribution	to	practice
Georgina T. Gethin
Improving	education	in	wound	care:	crossing		
the	boundaries	of	interprofessional	learning
Caroline McIntosh
Waterjet	debridement	of	deep	and	indeterminate	depth	
thermal	injuries
Mayer Tenenhaus

Acta	vulnologica	vol.	5,	no	3,	september	2007
Clinical	and	Economic	impact	of	a	community	
outpatient	Wound	Care	Centre
Longobardi P., Piccinini E., Poddie D., Caruso B., 
Laghi F., Aimola A., Zappi A., Di Ruscio E., Carradori T.
Askina	Calcitrol	Ag:	clinical	use	of	an	advanced	
antiseptic	medication
Ricci E., Pittarello M., Cassino R., Moffa M., Ferrero S., 
Gonella M., Tonini E.
Surgical	debridement	of	deep	pressure	sores
Sguazzini C., Crespi A., Martinoli M., Ferrari A.,
Lombardi A., Apollonio E., Carpanese S., Ferrari A.
Elastic	compression	treatment	of	venous	ulcers
Urbani A.
1st	Consensus	Conference	on	“Clinical	management	
of	pain	in	patients	with	chronic	skin	ulcers”
Furlini S.

EnglishEnglish

Helcos	2007,	vol	18,	no	4
Nurses’	knowledge	and	beliefs	about	pressure	ulcers	care:	
a	systematic	review	of	literature
Pancorbo Hidaljo PL, García Fernandez FP;  
Rodriguez Torres MC, Torres García M, Lopez Medina IM
Hyperoxygenated	fatty	acid	efefectivenes	in	the	prevention	
of	the	pressure	ulcers
Lopez Escribano A, Garcia Alcaraz F, Jareño Collado P, 
Garcia aranos J, Garcia Piqueras N
An	approach	to	the	economic	impact	of	the	treatment	
of	pressure	ulcers	in	Spain
Soldevilla Agreda JJ, Torra i Bou JE, Posnett J,  
Verdú Soriano J, San Miguel L, Mayán Santos JM

SpanishSpanish

volume	7,	no	2,	May	2007 
Is	it	safe	to	use	saline	solution	to	clean	wounds?
João C. F. Gouveia, Cristina I. M. Miguéns, 
Célia L. S. Nogueira, Marta I. P. Alves
The	cost	of	pressure	ulceration
Peter J Franks
Epidemiology	of	wounds	treated	in	Community	Services	
in	Portugal
Elaine Pina
Improving	wound	assessment	through	the	provision	of		
digital	cameras	across	a	Primary	Care	Trust
Alison Hopkins 
The	use	of	telemedicine	in	wound	care
Rolf Jelnes
Lord	Joseph	Lister:	the	rise	of	antiseptic	surgery	and	
the	modern	place	of	antiseptics	in	wound	care
David Leaper

Feridas,	vol.	1,	no	1,	2007
Entrevista	
Aníbal Justiniano
Artigo	de	especialidade	a	introdução	de	novos	protocolos:	
uma	frustração	garantida?	
Ronald Boumans
Tem	a	palavra
Peter Franks
Artigo	científico
Uma	nova	norma	europeia	para	a	nutrição	e	úlceras	
de	pressão
J.M.G.A.Schols, J.M.M.Meijers e M. Clark
Artigo	de	opinião
J. Pinto de Sousa

PortuguesePortuguese
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The	International	Journal	of	Lower	Extremity	Wounds
vol.	6,	no	4,	2007
http://ijlew.sagepub.com

Wound	Healing	and	Global	Action	on	Poverty	and	
	Development	
Raj Mani, Luc Teot, and Vijay Shukla
The	Significance	of	Measurements	in	Wound	Healing:		
Where	Do	We	Go	From	Here?	
David Margolis and Raj Mani
Digital	Imaging	of	Wounds:		
Are	Measurements	Reproducible	Among	Observers?
Susan Y. Quan, Gerald S. Lazarus, Angela R. Kohli, Roger 
Kapoor, and David J. Margolis
A	Critical	Analysis	of	Measurements	Used	to	Assess	and	
Manage	Scars	
C. Roques and Luc Teot 
The	Role	of	Hemodynamic	Measurements	in	the		
Management	of	venous	and	Ischemic	Ulcers	
M.K. Lazarides and A.D. Giannoukas 
Wound	Fluids:	A	Window	Into	the	Wound	Environment?
Dorne R. Yager, Robert A. Kulina, and Laura A. Gilman
A	Review	of	the	Clinical	Significance	of	Tissue	Hypoxia	
	Measurements	in	Lower	Extremity	Wound	Management	
Daniel Mathieu and Raj Mani
Outcome	Measurements	in	Wound	Healing	Are	Not	Inclusive:		
A	Way	Forward	
S. Matousek, A.K. Deva, and Raj Mani
Disabling	Pansclerotic	Morphea	of	Childhood	Poses	a		
High	Risk	of	Chronic	Ulceration	of	the	Skin	and	Squamous	
Cell	Carcinoma
Uwe Wollina, Michael Buslau, Birgit Heinig, Ivailo Petrov, 
Eleonore Unger, Eugenia Kyriopoulou, André Koch,  
Erich Köstler, Jaqueline Schönlebe, Gunther Haroske,  
Thorsten Doede, and Kyrill Pramatarov

EnglishEnglish

Journal	of	Wound	Care,	April	issue,	vol.	16,	no	10,	2007
www.journalofwoundcare.com; jwc@emap.com
A	point	prevalence	survey	of	wounds	in	north-east	England
N. Srinivasaiah, H. Dugdall, S. Barrett, P.J. Drew
A	collaborative	approach	to	education	provision	will		
save	our	specialism
J. Fletcher
Use	of	ultrasound	to	characterise	the	fluid-handling	
	characteristics	of	four	foam	dressings
S. Young, A. Bielby, J. Milne
Split-thickness	skin	graft	donor	sites:		
a	comparative	study	of	two	absorbent	dressings
P.J. Terrill, R.C.W. Goh, M.J. Bailey
Use	of	Dermabond	tissue	adhesive	in	hand	surgery
N.J. Hancock, A.W. Samuel
Evaluation	of	two	absorbent	silver	dressings	in	a	porcine		
partial-thickness	excisional	wound	model
A. Bell, J. Hart
Extracellular	matrix	prevents	split-skin	grafting	in	selected	cases
M.G. Barendse-Hofmann, L.P. van Doorn, P. Steenvoorde 

EnglishEnglish
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International	Wound	Journal,	December	2007,	vol.	4,	Issue	4	
www.blackwellpublishing.com

Update	from	the	Diabetic	Foot	Global	Conference	2007
LC Rogers, G Andros, DG Armstrong
Knowledge	and	practice	of	foot	care	in	Iranian	people	with	
type	2	diabetes
ME Khamseh, N Vatankhah, HR Baradaran
Challenges	for	management	of	the	diabetic	foot	in	Africa:	
doing	more	with	less
ZG Abbas, LK Archibald
Diabetic	foot	infections	in	the	elderly:	primary	amputation	
versus	’foot-sparing	surgery’.	A	case	report
LR Leon, SB Psalms, J Walters
Intralesional	injections	of	Citoprot-P®	(recombinant	human	
epidermal	growth	factor)	in	advanced	diabetic	foot	ulcers	with	
risk	of	amputation
JI Fernández-Montequín, E Infante-Cristiá, C Valenzuela-Silva, 
N Franco-Pérez, W Savigne-Gutierrez, H Artaza-Sanz, L Morejón-
Vega, C González-Benavides, O Eliseo-Musenden, E García-Igle-
sias, J Berlanga-Acosta, R Silva-Rodríguez, BY Betancourt, PA 
López-Saura, for the Cupan Citoprot-P Study Group
Re-amputation	occurrence	in	the	diabetic	population	in	South	
Wales,	UK
R Kanade, R van Deursen, J Burton, V Davies, K Harding, P Price
Efficacy	and	safety	of	neutral	pH	superoxidised	solution	in	
severe	diabetic	foot	infections
FR Martínez-De Jesús, A Ramos-De la Medina, JM Remes-
Troche, DG Armstrong, SC Wu, JL Lázaro Martínez, JV Beneit-
Montesinos

EnglishEnglish

Haava,	no	4,	2007	
www.suomenhaavanhoitoyhdistys.fi	

Client	with	Mental	Health	Problems	and	Wound	Management		
at	Home	
Anna Nieminen, Janne-Jukka Huopaniemi, Pirjo Havanka
Client	with	Mental	Health	Problems	and	Wound	Care
Liisa Kiviniemi, Salla Seppänen
Person	with	Depression	–	Wounded	inside
Kirsti Sainola-Rodriguez
Experiences	of	Wound	Care	of	Mentally	Ill	Patients
Pia Eronen, Tarja Lankinen
Wound	Management	and	Patient’s	Mental	Health
Sirpa Arvonen
Recognising	A	Child	Abuse;	How	to	interfere	it?
–	National	Nursing	Recommendations	
Eija Paavilainen
Perspectives	of	Self	Cutting	Among	young	Persons
Marja-Liisa Rissanen, Jari Kylmä
Intra	venous	Drug	Abusers’	Complications	and	Surgery
Nina Lindfors, Leena Vilpponen, Timo Raatikainen
Older	Person’s	Experiences	of	Pressure	Ulcers:		
view	of	two	phenomenological	studies
Heidi Castrén
Do	We	See	in	a	Holistic	Way	or	Not?
Aino Kivelä
Skin	And	Mind	Are	Connected
Ritva Siikamäki
Rehabilitation	of	Patients	with	Lower	Limb	Amputation		
–	A	case	report	of	development	project
Mika Määttänen
Wound	Assessment	–	An	Important	part	of	wound	management
Ulla- Mari Kinnunen, Kaija Saranto, Anneli Ensio

FinnishFinnish

Wund	Management,	vol.	1,	no	6,	2007	
English abstracts are available from www.mhp-verlag.de

Diabetic	foot	syndrom	(DFS)		–	Right	treatment	through	
understanding	the	pathogenesis
W. Tigges, U. Clever, D. Theodosiou, R. Stelmach
An	overview	about	current	recommendations	on	eradicating	
methicillin-resistant	Staphylococcus	aureus	(MRSA)	colonisa-
tion	in	different	countries
N. Wischnewski, M. Mielke

GermanGerman

Journal	of	Tissue	viability,	vol.	17,	no	1,	2008	
Available online at www.sciencedirect.com

Comparing	the	effectiveness	of	a	specialized	alternating	air	
pressure	mattress	replacement	system	and	an	air	fluidized	
integrated	bed	in	the	management	of	post-operative	flap	
patients:	A	randomized	controlled	pilot	study
M.J. Finnegan, L. Grazzerro, J.O. Finnegan, P. Lo
Physiological	response	of	the	heel	tissue	on	pressure	relief	
betweeen	three	alternating	pressure	air	mattresses
R.H.M. Goossens, S.V.S. Rithalia
Is	dynamic	seating	a	modality	worth	considering	in	the	
prevention	of	pressure	ulcers?
L. Stockton, S. Rithalia
How	does	bed	frame	design	influence	tissue	interface	
	pressure?	A	comparison	of	four	different	technologies	
designed	for	long-term	or	home	care
E. Call, L. Baker
Heel	pressure	ulcers	on	the	increase?	Epidemiological	change	
or	ineffective	prevention	strategies?
S.Meaume, N. Faucher
Controversies	and	opinions:	Why	evaluate	limb	compression	
interventions	as	if	they	were	pressure-redistributing	support	
surfaces?
M. Clark
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Book Review

Title:	Cuidados	de	la	piel	perilesional	(Periwound	Skin	Care)
Authors:	Manuel	Gago	Fornells	and	R.	Fernando	Garcia	Gonzalez.
Edition:	Foundation	3M	and	Drugfarma	Group	Publishing.
Place	of	Publication:	Madrid.	year:	2006.
ISBN:	84-96724-03-4
No.	of	pages:	182,	17	x	24	cm.

Anyone who is acquainted with this book’s 
authors knows that they have always di-
rected their spotlight and efforts toward 

educational and research related to periwound 
skin care. The care of periwound skin is an es-
sential component of holistic wound management 
and we are delighted that we now have a publica-
tion in Spain which is focusing on aspects other 
than the wound bed.

This book concentrates on the management of 
this hitherto neglected area and advises on ap-
propriate management.
 
Over 14 chapters and 182 pages, the characteris-
tics and specific alterations of the periwound skin 
are analyzed and described.  In addition, methods 
of description and evaluation are proposed, ad-
dressing general and specific manner of care and 
speculating on new research approaches. The 
manuscript has more than 400 bibliographic refer-
ences indexed, as a result of review more than 998 
papers, as well as numerous photographs, charts 
and illustrations which significantly enhance their 
work. Each chapter is accompanied by several key 
points that form a succinct summary of the most 
important contents of each unit.

We have here an important book for both experts 
and novices in chronic wound care.

The contents include: Perilesional skin concept, 
the need for a measurement system, scale types 
and scope for calculation. Assessment and ap-
praisal for specific periwound skin problems. 
Contact sensitivities and their impact on peri-
wound irritation and allergy. Pain due to sur-
rounding skin problems:. Exudate and its influ-
ence on perilesional skin: the importance of con-
trol and moisture balance. Periwound skin and 
healing process. Presence of infection: a situation 
added to perilesional skin. Skin lesions in dia-
betic foot ulcers. Periwound skin: a variable in the 
choice of dressing. Treatment of periwound skin 
Impact of incontinence on the skin. Clinical man-
agement. Prevention, research and education. m
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SILVERCEL* dressing uses new hydro-alginate technology to complement the effect iveness of si lver release. I t  is a dressing that becomes stronger as i t

absorbs, faci l i tat ing removal from the wound. Cl inical ly tested, SILVERCEL* dressing encourages heal ing even in very wet wound situat ions by providing

an opt imal moist wound environment. The sustained and balanced release of si lver ions ki l ls a broad spectrum of microorganisms associated with the

bacter ial  colonizat ion and infect ion of wounds, including MRSA, MRSE and VRE.
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THE POSTER
Previously published in Danish in SÅR, Vol 15, No. 2, 2007

Written by Birgitte Clematide
Graphic Designer and Editorial Assistant at  
the Danish Wound Journal, SÅR
Translated for EWMA Journal

It was very interesting for me, as a graphic de-
signer and editorial assistant at the Danish wound 
journal SÅR, to have the opportunity to have a 

thorough look at the different posters at the EWMA 
2007 conference in Glasgow. Some posters caught the 
audience’ attention with lively background pictures, 
whereas others used simplicity and straight lines to 
please the audience. Most posters reflected the authors’ 
extensive knowledge and especially their wish to por-
tray everything they know about their specific area of 
expertise. Perhaps this is part of the reason why some 
posters seemed overdecorated/overloaded and were 
difficult to read.

How do you decide upon the layout of a poster? A lot 
of specialist work is carried out before making the 
poster, and, in order to spur insight and interest in the 
subject, this work deserves to be noticed. A significant 
challenge in the production of a conference poster is 
that the poster is going to compete for attention with 
a lot of other posters. An important attribute of the 
poster must therefore be to maintain the attention of 
the audience, until the central message has been con-
veyed. This communication must happen in the least 
amount of time – no more than 30 seconds.

For a conference such as EWMA, the organising com-
mittee will provide instructions for the production 
of posters. This is where you will find the permitted 
measurements, format, fonts and text composition of 
the poster. It is important to study these instructions 
closely and to follow them!

It would be natural to organise the text using a head-
line followed by author(s), purpose, method, results 
and conclusion/discussion. However, this is where the 
difficult art of simplification must be exercised. The 
poster is not a dissertation and must be cut down to 
an absolute minimum – maybe even making it as sim-
ple as a telegram – if you want to give the audience a 
chance to go through it. If you have more to say than 
what can be fitted onto the poster, it may be a good 
idea to distribute hand-outs for the audience.

The poster is not a dissertation! As close as 1 metre from the poster it is 
impossible to read anything besides the headline on this one.

Long lines of text are difficult and wearisome to read.

EWMA Journal  2008 vol 8 no 144



The text should be organised in columns. Reading long 
lines of text is difficult and wearisome. A rule of thumb 
is that a line should contain no more than 55 keystrokes 
(including spacing).

The text must be readable at a distance of 2 meters. There-
fore, the letters on the poster must be at least 10 mm tall, 
which corresponds to a font size of 36-40. If you work 
with a computer it is easy to check the readability of the 
text: set ‘zoom’ at 100% and walk 2 meters away from 
the screen – is the text readable? – even for people past 
the age of 50?

Study the instructions from the organising committee thoroughly. 
There is a reason why it explains the permitted format and 
 measurements of the poster.

It looks neat and tidy display-
ing hand-outs in a holder. 
You can buy a letter tray of 
plastic or even make one 
yourself using white card-
board. You can mount it 
with self-adhesive Velcro.

Keep things organised – or else the elements can  create a mess! Sometimes decorating the poster can work as a visual attraction,  
but oftentimes the decoration becomes distracting or even inappropriate 
like the fireworks here.

EWMA
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Pictures must be clear, bright and large enough to see 
what is going on. Keep the number of pictures low, and 
be critical when choosing the few pictures that say exactly 
what you want to say. Don’t forget to attach a short but 
precise picture text. A lot of people read the picture text 
because it is short and manageable, so this is a place where 
important information can be communicated.

Lots of words can be omitted if parts of the message 
can be conveyed via a drawing or sketch. If you see an 
 opportunity to do this then take it – it is the perfect visual 
attraction.

Tables/diagrams must be kept as simple as possible. Not 
many people can be bothered to acquaint themselves with 
complicated numbers during the short time that is avail-
able. A sensible alternative is using graphs in stead of tables 
to simplify complicated numbers.

All the components of the poster mentioned above consti-
tute a puzzle that needs to be assembled in an organised 
manner. It is a very good idea to organise the rather large 
area of the poster by using a grid. It will help you organise 
the poster elements and you will avoid the usual mess 
which is often seen on these kinds of posters.

When making the poster you can either turn to the com-
munications department at the hospital or simply do it 
yourself. The most creative solution would be to do it 
yourself, but you need the right software such as Adobe 
Illustrator or similar layout-programs. Usually the hospital 
will have the license for such a program, and you can find 
it by contacting the communications or the IT depart-
ment.1 More often than not they can also explain to you 
the technical standards that the pictures, the illustrations 
and the text for the poster must meet.

When you order the final printout of your poster, it is 
important to consider that the poster will be photographed 
using flash lights by those in the audience who wants to 
study it further. For that reason the surface of the poster 
must be matt or silky in order to counteract the reflec-
tion.

Have a great time making your poster! Maybe you will be 
the next candidate for the grand poster prize.              m

1. Stolle L. Posterpræsentation, hvordan kommer man i gang? SÅR vol. 12, no 2, 2004: 60-61

Some of the many words can be replaced by drawings. If you see 
a chance to do it then go ahead! EWMA poster prize winner 2007.

The message can easily be conveyed for a very small amount of 
money. However, the rules of readability must still be followed.
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The signpost on this poster has been used as a visual attraction that 
quickly communicates the most important points.

It is no bad idea to organise the poster in one huge flowchart. The 
layout here consists of three columns and the oval break in the middle 
is an eye catcher. However, the fact that the colours may remind you 
of a bowl of Crème Caramel might not fit the general idea.

This poster also has a tight structure. The lettering is readable, and 
it is easy to find your way around the poster’s illustrations and text. 
All numbers and figures are kept in a small table.

A simple and clear poster with a tight structure. 
The empty space gives the poster air and light, but the space 
should have been used for bigger lettering.

EWMA
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The seventh European 
Wound Management 
Association position 

document will be launched in 
May 2008 at the EWMA congress 
‘Wound Management · Wound 
Healing - Responsibility and Ac-
tions’, to be held in Lisbon, Por-
tugal, 14-16 May 2008.

The selected topic area is on hard-
to-heal wounds and is aimed at encouraging reflec-
tion on the current knowledge base and improving 
understanding of the wound environment.

Over the last 20 years, major advances in our 
understanding of the biology of wound healing 
has meant that for many patients with wounds, 
it is possible to predict the likely sequence of 
events in the healing trajectory and to forecast 
the approximate time it will take for a wound to 
heal completely. However, despite this increasing 
knowledge and the development of more interac-
tive wound care products, many clinicians will 
encounter wounds that are ‘hard-to-heal’, where 
despite best efforts, wound healing is prolonged 
or never achieved.

This timely document recognises that the healing 
process in all wounds is the result of a complex 
interaction between patient- and wound-related 
factors, treatment/resources and the skills and 
knowledge of healthcare professionals The chal-
lenge for clinicians is to recognise and take the 
appropriate measures to simplify or downgrade 
the complexity of the wound so that it can heal 
in the least invasive setting, in the shortest time 

possible and without negatively 
impacting on the patient’s qual-
ity of life. 

Patients who have a chronic, non-
healing wound are often affected 
by a number of interrelated psy-
chological factors, for example 
stress, social isolation, economic 
hardship and pain that can also 
impact on healing. These fac-

tors need to be adequately assessed and managed 
with an emphasis on good symptom control and 
elimination of pain as a priority for all patients, 
whatever the underlying condition or prognosis. 
The key to effective management is in identifying 
problems early.
The principal cost of managing wounds is that 
of staff time and hospital and/or clinic costs. Any 
intervention that significantly reduces the length 
of treatment will inevitably have a major impact 
upon total treatment costs. Early recognition of a 
wound that is slow to heal is therefore very impor-
tant, particularly if this triggers a reappraisal of the 
treatment plan, allowing the clinician to initiate 
effective therapeutic strategies aimed at achieving 
healing in a timely and cost-effective way.

The document comprises three papers: 
n Wound complexity and healing
n Psychosocial factors and delayed healing
n Cost-effectiveness and hard-to-heal wounds

‘Hard-to-heal wounds: a holistic approach’ will 
be available in English, French, German, Italian 
and Spanish. All editions of the document will be 
available from www.ewma.org as a downloadable 
pdf following publication in May 2008.         m

Prof.	Christine	Moffatt
EWMA Position Document  

Editor

Director,
Centre for Research  

and Implementation of  
Clinical Practice

Christine.Moffatt@ 
exchange.tvu.ac.uk

Hard-to-heal wounds: 
a	holistic	approach

EWMA Position Document 2008
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Doing the right thing.
With all kinds of wounds.
The recommended treatment for moist wound management by L&R.

Suprasorb® –
the perfect combination 
for non-infected wounds

Suprasorb® –
the perfect combination
for infected wounds
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Corporate A

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

ConvaTec	Europe
Harrington House
Milton Road
Ickenham, Uxbridge
UB10 8PU
United Kingdom
Tel: +44 (0) 1895 62 8300
Fax: +44 (0) 1895 62 8362
www.convatec.com

Covidien
154, Fareham Road 
PO13 0AS Gosport
United Kingdom
Tel: +44 1329 224479 
Fax: +44 1329 224107
www.covidien.com

Johnson	&	Johnson	Wound	Management
Gargrave
North Yorkshire
BD23 3RX
United Kingdom
Tel: +44 1756 747200
Fax: +44 1756 747590 
www.jnjgateway.com

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

Activa	Healthcare	Ltd
1 Lancaster Park
Newborough Road
Needwood
Burton on Trent
Staffordshire
DE13 9PD
Tel: +44 (0) 8450 606 707 
Fax: +44 (0) 1283 576808
www.activahealthcare.co.uk

B.	Braun	Medical	
204 avenue du Maréchal Juin
92107 Boulogne Billancourt
France
Tel: +33 1 41 10 75 66
Fax: +33 1 41 10 75 69
www.bbraun.com

 
Comvita	UK	Ltd
Unit 3, 55-57 Park Royal Road
London NW10 7LP
United Kingdom
Tel: +44 208 961 4410
Fax: +44 208 961 9420
www.comvita.co.uk

KCI	Europe	Holding	B.v.
Parktoren, 6th floor
van Heuven Goedhartlaan 11
1181 LE Amstelveen
The Netherlands.
Tel: +31 (0) 20 426 0000
Fax: +31 (0)20 426 0097
www.kci-medical.com

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

Mölnlycke	Health	Care	Ab
Box 13080
402 52 Göteborg, 
Sweden
Tel: +46 31 722 30 00
Fax: +46 31 722 34 08
www.molnlycke.com

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

EWMA Corporate Sponsor Contact Data

Corporate B
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EWMA

Ferris	Mfg.	Corp.
16W300 83rd Street
Burr Ridge, 
Illinois 60527-5848 U.S.A.
Tel: +1 (630) 887-9797 
Toll-Free: +1 (630) 800 765-9636 
Fax: +1 (630) 887-1008
www.polymem.com

Paul	Hartmann	AG
Paul-Hartmann-Strasse
D-89522 Heidenheim
Germany
Tel: +49 (0) 7321 / 36-0
Fax: +49 (0) 7321 / 36-3636
www.hartmann.info

Sorbion	AG
Hobackestraße 91
D-45899 Gelsenkirchen
Tel: +49 (0)2 09-95 71 88-0
Fax: +49 (0)2 09-95 71 88-20
www.sorbion.com

Laboratoires	Urgo
42 rue de Longvic 
B.P. 157
21300 Chenôve 
France
Tel: (+33) 3 80 44 70 00 
Fax: (+33) 3 80 44 71 30
www.urgo.com

For further details contact  
MEP Ltd, 53 Hargrave Road, 
London N19 5SH.  
www.mepltd.co.uk

or 
EWMA Business Office, 
Congress Consultants, 
Martensens Allé 8, 
1828 Frederiksberg, 
Denmark 

Tel: +45 7020 0305
Fax: +45 7020 0315
ewma@ewma.org

EWMA Position	Document 2008 

Hard-to-heal	wounds	
a holistic approach
Editor: Christine Moffatt

The seventh European Wound Management 
 Association position document will be launched 
in May 2008 at the EWMA congress ‘Wound 
Management · Wound Healing - Responsibility  
and Actions’, to be held in Lisbon, Portugal,  
14-16 May 2008. 

The document will be available in English,  
French, German, Italian and Spanish, and can  
be downloaded from www.ewma.org
It is possible to obtain permission to translate the 
EWMA Position Documents into other languages. 
Please contact EWMA Business Office.

Use	
the	EWMA	Journal	

to	profile	your	company
Deadline for advertising in the  

May 2008 issue is 
1 March 2008

Previous	Position	Documents:
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Conference Theme 2008

11ème Conférence Nationale des Plaies et 
 Cicatrisations

Prévention et traitement Jan 27-29 Paris France

VI. celostátní kongres s mezinárodní úcastí Jan 25-26 Pardubice Czhech Republic

XIIth National Wound Management Conference Jan/Feb 31-1 Helsinki Finland

NIFS National Conference Pressure Ulcers Feb 14-15 Bergen Norway

APWCA’s National Conference Mar 6-9 Ft. Worth, TX USA

The 7th Australasian Lymphology Association 
 Conference

Mar 27-29 West Act Australia

Austrian Wound Association Mar 28-29 Vienna Austria

9th International Congress of Phlebology Duplous Ultrasound and endovenous 
treatment

Apr 4-5 Bologna Italy

1st Congress on Global Dermatology Apr 23-26 Genova Italy

SAWC & WHS 2008 (National) Apr 24-27 San Diego USA

7th National Australian Wound Management 
 Association Conference

Dreams, Diversity, Disasters May 7-10 Darwin Australia

SAfW 5th Congress (National) May 8 Morges Switzerland

18th Conference of the European Wound 
 Management Association (EWMA 2008)

Wound Healing-Wound Management  
Responsibility and Actions 

May 14-16 Lisbon Portugal

9th Congress of the European Society for  
Pediatric Dermatology

May 15-17 Athens Greece

5th EADV Spring Symposium Dermatology Bridging the Continents May 22-25 Istanbul Turkey

WUWHS - 3rd Congress Wound Care Efficacy, Effectiveness  
& Efficiency

Jun 4-8 Toronto Canada

Deutsche Gesellschaft für Wundheilung und 
 Wundbehandlung  

Jun 13-14 Koblenz Germany

17th World Council of Enterostomal Therapists 
meeting

Stoma care, Wound Management & 
Incontinemce

Jun 15-19 Ljubljana Slovenia

6th World Congress of the IACD Jun 18-20 Lisbon Portugal

Oxford – European Wound Healing Summer School Different aspects of patient wound 
 management based on therapy 
 innovation and clinical research

Jun 18-21 Oxford UK

ETRS 18th Annual Meeting Joint Meeting with the Tissue Viability 
Unit of Malta

Sep 10-12 Malta

7th Scientific Meeting of the Diabetic Foot  
Study Group (DFSG) of the EASD

Sep 11-13 Lucca Italy

17th EADV Congress Sep 17-21 Paris France

2nd World Congress of TeleDermatology Healty Present and Healthier Future Oct 16-18 Chinnai India

Wounds UK Nov Harrogate UK

XVIII Congresso Nazionale SIMSI Nov 13-15 Napoli Italy

2009

6th EADV Spring Symposium Apr 23-26 Bucharest Romania

19th Conference of the European Wound 
 Management Association

Healing, Education, Learning and 
 Preventing in Wound Care

May 20-22 Helsinki Finland

8th Scientific Meeting of the Diabetic Foot Study 
Group (DFSG) of the EASD

Sep Bled Slovenia

18th EADV Congress Oct 7-11 Berlin Germany

Conference Calendar 

For	web	addresses	please	visit	www.ewma.org

	 Conferences
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Deadline	for	abstracts 1 February 2008 · Early	registration	deadline 1 March 2008

Visit

for online abstract submission and online registration

CALL FOR ABSTRACTS



ABISCEP
Wound Management  
Association in Belgium

AISLeC 
Italian Nurse Association for the 
Study of Cutaneous Wounds
www.aislec.it

AIUC
Italian Association for  
Cutaneous Ulcers
www.aiuc.it

APTFeridas
Portuguese Wound  
Management Association
www.aptferidas.com

AWA
Austrian Wound Association
www.a-w-a.at

 

CNC/BFW 
Wound Management  
Organisation
www.befewo.org
www.wondzorg.be

CSLR
Czech Wound Management 
Society
www.cslr.cz
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CWA
Croatian Wound Management 
Association
www.kbd.hr/index.php?id=799

DGfW
Deutsche Gesellschaft für 
Wundheilung
www.dgfw.de

Danish Wound
Healing Society

DWHS
Danish Wound Healing  
Society
www.dsfs.org

FWCS
Finnish Wound Care Society
www.suomenhaavanhoitoyhdistys.fi

Co-operating Organisations

GAIF 
Grupo Associativo de 
 Investigacão em Feridas
www.gaif.net

GNEAUPP
Grupo Nacional para el Estudio 
y Asesoramiente en Ulceras por 
Presión y Heridas Crónicas
www.gneaupp.org

GWMA
Greek Wound Management 
Association

MSKT
Hungarian Lymphoedema and 
Wound Managing Society
www.euuzlet.hu/mskt/

ICW
Initiative Chronische Wunden
www.ic-wunden.de

LBAA
Latvian Wound Treating 
 Organisation

LF
Lymphoedema Framework
www.lymphoedemaframework.
org

LSN
The Lymphoedema Support 
Network
www.lymphoedema.org/lsn

LUF
The Leg Ulcer Forum
www.legulcerforum.org

LWMA
Lithuanian Wound  
Management Association

NATVNS
National Association of Viability 
Nurse Specialists (Scotland)
www.natvns.com
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NIFS
Norwegian Wound Healing 
Association
www.nifs-saar.no

NOVW
Dutch Organisation of Wound 
Care Nurses
www.novw.org

PWMA
Polish Wound Management 
Association
www.ptlr.pl

ROWMA
Romanian Wound 
 Management Association
www.artmp.ro

 

SAfW
Swiss Association for  
Wound Care
www.safw.ch
www.safw-romande.ch

SEBINKO
Hungarian Association for the 
Improvement of Care of 
Chronic Wounds and 
 Incontinentia
www.sebinko.hu

SFFPC
La Société Française et 
 Francophone de Plaies et Cica-
trisations
www.sffpc.org

SSiS
Swedish Wound Care Nurses 
Association
www.sarsjukskoterskor.se

SUMS
Iceland Wound Healing Society
www.sums-is.org

SWHS 
Serbian Wound Healing Society
www.lecenjerana.com

SWHS
Swedish Wound Healing Society
www.sarlakning.se

SAWMA
Serbian Advanced Wound 
Management Association

TVNA
Tissue Viability Nurses 
 Association
www.tvna.org

TVS
Tissue Viability Society
www.tvs.org.uk

WMAI
Wound Management 
 Association of Ireland
www.wmaoi.org

WMAS
Slovenian Wound Management 
Association 

WMAT
Wound Management 
 Association Turkey
www.yaradernegi.org 

Present	your	national	
wound	management	

organisation	
or	write	a	report	about	

your	organisation’s	
latest	meeting.

Deadline for 
submitting papers for the 

May 2008 issue is 
1 March 2008

ewma@ewma.org

For	more	information	
about	EWMA’s	Cooperating	Organisations	please	visit	

www.ewma.org
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