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 Background Article

Dear Readers

Every now and then EWMA Council takes stock of its activities in order 
to consider its future direction. At such times it is important to look at 
our aims and objectives and ensure that we are not deviating from them. 

It is possible that not all of the readers of this Journal are aware of these aims and 
objectives, so I set them out below:

The European Wound Management Association (EWMA) was founded in 1991, and the 
 association works to promote the advancement of education and research into native epide-
miology, pathology, diagnosis, prevention and management of wounds of all aetiologies. 

EWMA is an umbrella organisation linking wound management associations across Europe 
and a multidisciplinary group bringing together individuals and organisations interested in 
wound management.

EWMA works to reach its objectives by being an educational resource, organising 
 conferences, contributing to international projects related to wound management, actively 
supporting the implementation of existing knowledge within wound management and 
 providing information on all aspects of wound management. 

Objectives
1. To promote the advancement of education and research into epidemiology, pathology, 

diagnosis, prevention and management of wounds of all aetiologies. 
2. To arrange conferences on aspects of wound management throughout Europe. 
3. To arrange multi-centre, multi-disciplinary training courses on topical aspects of wound 

healing. 
4. To create a forum for networking for all individuals and organisations interested in wound 

management

Whilst Marco Romanelli was president of EWMA he worked hard to forge in-
creased collaborations and partnerships with a number of international organisa-
tions who focus on different aspects of wound management. Although EWMA 
has focussed very much on Europe in the past, it has to be recognised that there 
are now many international groups working on improving conditions for patients. 
Working in partnership provides a more powerful voice than we can achieve alone. 
EWMA has always taken pride in providing this type of forum for networking 
and discussion and will continue to work to maintain this objective. More details 
about these partnerships can be found on page 48.

EWMA conferences have the power to draw delegates and presenters from across 
the world and the conference in Helsinki earlier this year was no exception. This 
issue of the journal contains several reports of different aspects of the conference 
and the first group of papers derived from scientific presentations at the confer-
ence. Many clinicians have looked at the prevalence of wounds in their specific area 
and Nick Santamaria and his colleagues provide us with a report of a prevalence 
survey in Western Australia which makes interesting reading. Much research has 
been undertaken to reduce the risks of surgical site infection and the paper by 
Al-Naami and colleagues compared alcohol hand rub with traditional surgical 
scrub and provides us with more information on the topic. Systematic reviews 
have been a regular feature of the EWMA Journal and in this issue there is a short 
paper reporting on a review of the treatment of donor sites. A theme running 
through several of the papers is the need to monitor current practice. Although 
the evidence in many areas of wound management is still weak, we have enough 
guidance in the form of guidelines and even EWMA position documents to in-
form our practice. A great deal of energy has been expended by clinicians in order 
to provide education and training in order to improve practice and the papers by 
Julie Jordan O’Brien; Lyn Phillips and Jill Buttery; Peter and Kathryn Vowden 
also seek to identify the outcomes of such education. All in all, this issue has an 
interesting mixture of papers to read, as well as our usual reports from some of the 
co-operating organisations. Enjoy!

 Carol Dealey, Editor

EWMA  Journal  2009 vol 9 no 3 3

 5 Alcohol-based hand-rub versus  traditional 
surgical scrub and the risk of surgical site 
infection
Mohammed Y. Al-Naami

 13 Woundswest: Identifying the  prevalence of 
wounds within western Australia’s public 
health system
Nick Santamaria, Keryln Carville, Jenny Prentice

 20 An exploration of current practice in  
 nursing documentation of pressure ulcer 
prevention and management
Julie Jordan O Brien

 22 Dressings and Topical Agents for  Treating 
Donor Sites of Split-Skin Grafts
Sanne Schreuder, et al.

 24 The resource impact of wounds  
on health-care providers in Europe
J. Posnett

 27 Pressure ulcer audit highlights  important 
gaps in the delivery of  preventative care in 
England and Wales 2005-2008
Jill Buttery, Lyn Phillips 

 32 Is the EWMA Position Document on 
 Diagnosing Infection being implemented? 
Results of a district-wide audit
Peter Vowden, Kathryn Vowden

 34 International Compression Club (ICC)
Hugo Partsch

 37 Treatment of chronic wounds:  
an issue for Africa
Eric Comte

 40 The Importance of International Consensus 
Guidelines on the Management of the Dia-
betic Foot and the Implementation Process 
Karel Bakker

 42 Global Initiative for Wound and 
 Lymphoedema Care (GIWLC)
John MacDonald

 44 EWMA Journal Previous Issues and 
 International Journals

 46 Survey on the use of Clinical Guidelines in 
European Wound Management
Jan Apelqvist

 48 International Collaboration

 50 News from the Association for the 
 Advancement of Wound Care
Tina Thomas

 53 EWMA2009, Helsinki, Finland 
 – HELP in  Helsinki 
Sue Bale

 59 Russian-language Wound Care Symposium 
in Helsinki
Rytis Rimdeika

 61 EWMA UCM: a Student’s Perspective
Karen Eneman

 64 Appreciations for  
Finn Gottrup, Peter Vowden, 
Andrea Nelson and Salla Seppänen

 71 10 years of APTFeridas
Rita Videira

 72 II CBTF Brazilian Conference 
Marco Romanelli



Nothing.
(Except a clean, healing wound.)

What should            silver dressing
leave behind?

SILVERCEL* Non-Adherent DressingTypical Silver Dressings

For further information please contact your local Systagenix Wound Management representative, or visit: www.systagenix.com

Finally, a non-adherent silver alginate dressing!
Introducing a powerful antimicrobial dressing with a non-adherent layer for less traumatic dressing changes.

SILVERCEL* Non-Adherent Dressing can be removed in one piece without sticking to the wound bed.
Suitable for infected, chronic and acute wounds.1

Tough on Infection. Easy on Patients.

1. Data on file. Systagenix Wound Management.
*Trademark of Systagenix Wound Management IP Co. B.V.   © Systagenix Wound Management 2009    WM014/09

210mm

297mm

36608IL01_SLVRCL_NA_FllPg.ai
 8-19-09

Process Color Inks

Cyan Magenta Yellow Black

Approved by/Date_________________

Account Exec____________________
Coordinator_____________________
Mechanical_____________________   
Art Director_____________________
Proofreader_____________________

PUBLICATION: EWMA October 2009 
AD SIZE: Full Page
TRIM: 210 mm x 297 mm
BLEED: 216 mm x 303 mm



Mohammed Y. Al-Naami, 

Muhammad N. Anjum, 
Muhammed F. Afzal, 
Mohammad S. Al-Yami, 
Saad M. Al-Qahtani, 
Abdullah D. Al-Dohayan,
Omar Farouk Y. El-Tinay,
Amal A. Al-Abdul Karim, 
Gamal A. Khairy, 
Abdulaziz A. Al-Saif, 
Ahamd M. Zubaidi, 
Omar A. Al-Obaid, 
Faisal A. Al-Saif.

General Surgery Division
King Khaled University 
 Hospital
Riyadh, Saudi Arabia

alnaami@ksu.edu.sa 
or 
mohammed_alnaami@ 
yahoo.com

Conflict of interest: none

Science, Practice and Education



ABSTRACT
Preoperative surgeons’ hands antisepsis has 
evolved over the last few centuries leading to im-
portant reductions in surgical site infection (SSI) 
rate, morbidity and mortality, and duration of 
hospital stay. Recently, new alcohol gel prepara-
tions have been advocated as a good alternative to 
antiseptic hand washing for the control of noso-
comial infections among health care workers and 
patients. This has been attributed to better com-
pliance and the efficient antibacterial activity of 
alcohol preparations. However, these preparations 
have not been examined enough in comparison 
to the traditional preoperative surgical scrub for 
surgeons’ hands disinfection.
Objective: To examine the effectiveness of pr-
eoperative hand disinfection using alcohol gel 
preparation in comparison to traditional surgical 
scrub solutions to prevent SSI, and their effect 
on surgeons’ skin. 
Setting and Methods: This trial was conducted in 
the Division of General Surgery, King Khalid Uni-
versity Hospital, Riyadh, Saudi Arabia. The study 
period was for nine months from October 1, 2007 
to June 30, 2008. A total of 500 patients, who 
underwent different clean and clean contaminated 
general surgical procedures, were randomized as 
regards to traditional surgical scrub and alcohol 
hand-rub of surgeons’ hands preoperatively. The 
primary outcome measure was the incidence of 
SSI in each group; the secondary outcome was 
surgeons’ skin reactions. Patients were followed up 
to one month from discharge. Data were analyzed 
using the SPSS version. 
Results: Group One involved 228 patients who 
underwent surgical procedures where the tradi-
tional surgeons’ hand scrub was used (mean age 
±SD=37.94±14.34, 65 males and 163 females). 
Group Two involved 272 patients who underwent 
procedures where an alcohol hand-rub was used 
(mean age ±SD=39.16±14.55, 97 males and 175 
females). SSIs were reported in 12(5.3%) cases 
of Group 1 and in 8(2.94%) cases of Group 2 

Alcohol-based hand-rub versus  
 traditional surgical scrub and the risk  
of surgical site infection: 
a randomized controlled equivalent trial

(p>0.05, odd ratio=1.833, and confidence lim-
it=0.683-5.007). Total skin reactions were report-
ed by 40 (17.5%) surgeons in Group1 and by 31 
(11.4%) in Group 2 (p>0.05, odd ratio=1.65408, 
and confidence interval=0.96826-2.83007). Most 
surgeons (64%) preferred using the alcohol hand-
rub over the traditional surgical scrub. 
Conclusions: Preoperative alcohol hand-rub prep-
arations are as good as traditional surgical scrub 
in reducing SSI and not affecting surgeons’ skin 
tolerance. The alcohol hand-rub, however, was 
easier to use and preferred by surgeons.

Key words: Alcohol hand-rub, traditional surgical 
scrub, surgical site infections.

INTRODUCTION
It was in the 11th century that Maimonides1 for 
the first time advocated the routine of hand wash-
ing by medical practitioners with chlorinated lime. 
However, this idea was not widely accepted by 
practitioners at that time. Routine hand washing 
and disinfection were agreed upon when Semmel-
weis in 1847 produced the first scientific evidence 
for the use of antimicrobial hand washing. He 
found that puerperal sepsis and maternal mortality 
were significantly reduced by hand washing with 
chlorinated lime.2 It was still hard to accept this 
idea due to lack of scientific knowledge of germ 
theory and sepsis. Several years after the Semmel-
weis era, Lister introduced hand and wound disin-
fection using carbolic acid.3 Since then, surgeons 
and other medical practitioners have been inter-
ested in finding better ways for hand disinfection. 
In the second half of the 20th century, several anti-
septic formulas have been introduced both for the 
surgeon’s routine hand scrub and for the patient’s 
skin preparation before surgery. Among these are 
hexachlorophene that was banned internationally 
due to its systemic toxicity4, 1% triclosan, 7.5% 
povidine iodine, and 4% chlorhexidine. Various 
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alcohol preparations are also worth mentioning. Alco-
hol has been studied and used as an antiseptic solution 
since the late 19th and early 20th centuries in Europe and 
adopted in the United States shortly afterwards.5 Although 
50%-70% alcohol preparations produce the greatest and 
most rapid reduction in bacterial counts on clean skin6, 
alcohol has not been widely accepted among health care 
workers as it causes excessive drying of the skin.5,6 There-
fore, several emollients and gels have been incorporated 
into these alcohol preparations to improve skin tolerance.7 
The use of 7.5% povidine iodine and 4% chloehexidine 
antiseptic solutions, however, became the tradition in 
United States and worldwide despite improvements of 
alcohol preparations. In contrast, 4% chlorhexidine, 1% 
triclosan, and several alcohol preparations have been more 
commonly studied and used in Europe.8 Recently several 
studies advocated the use of alcohol rub preparations as an 
alternative to traditional hand scrubbing solutions prior 
to surgery.9,10,11,12 However, this practice is not widely ac-
cepted as yet because the literature lacks clear-cut evidence 
about the safety of alcohol rubs with regard to surgical site 
infection (SSI). The objective of this study is to determine 
the equal efficacy of alcohol-based hand-rub as compared 
to traditional surgical scrub in the prevention of SSI as 
the primary outcome measure; the compliance of surgical 
staff and skin tolerance as the secondary outcome measure; 
also keeping in mind cost effectiveness and the potential 
change in surgical practice at least in our institution. This 
study has been discussed and approved by the Infection 
Control Department and the Research/Ethics Committee 
at our institution.

METHODS
Setting and Study Design
This trial was conducted in the Division of General 
 Surgery, King Khalid University Hospital, Riyadh, Sau-
di Arabia. The study period was for nine months from 
 October 1, 2007 to June 30, 2008. Two groups of eligible 
patients were studied. In one group, surgeons used the 
traditional 3-5 minutes hand scrub with 7.5% povidine 
iodine (Betadine ®) or 4% chlorhexidine (Hibiscrub®) and 
water. In the second group, surgeons used a traditional 
scrub to remove dirt for the first case, followed by alcohol-
based hand-rub (Purrel ®) for subsequent cases during the 
day using about 10 mls to cover both hands and forearms 
allowing it to dry before gowning. Purrel® contains 62% 
ethyl alcohol as an active ingredient; water, aminomethyl 
propanol, isopropyl myristate, propylene glycol, glycerin, 
tocopheryl acetate, carbomer, and fragrance (perfume) 
as inactive ingredients. This product was the one that is 
available in our hospital. Participants were randomized to 
either a routine hand scrub or an alcohol hand-rub upon 
selecting a sealed envelope for each case. All procedures 
followed standardized patients’ skin preparation according 

to the Hospital Infection Control Practices Advisory Com-
mittee (HICPAC) guidelines.13 Prophylactic antibiotics 
were used in selected clean cases such as mastectomies, 
using foreign materials (e.g. synthetic meshes, gastric 
bands, etc.), and all laparoscopic cholecystectomies. In 
each group, surgical sites were examined for evidence of 
infection before discharge, at about one week, and one 
month after surgery. Following CDC definitions14, SSI 
rate was the primary end point. Surgeons who examined 
surgical sites were unaware of the groups’ allocation. A 
swab was sent for C/S from any suspected SSI. Health 
care personnel taking swabs and interpreting results of 
C/S were also unaware of how hand disinfection for each 
group had been allocated. A proforma information sheet 
was designed into three sections; operative theatre; wards; 
and outpatient data. This sheet was attached to the pa-
tient’s chart and was filled in by designated nursing staff 
at all levels of surgical care. The proforma data included 
patient’s biography, type of operation, type of disinfectant 
used, surgeon’s preference, skin effects or allergic reactions 
(e.g. dryness, itching, urticaria, redness, and others), sus-
picion or evidence of superficial or deep incisional surgical 
site infection evident by any one or more of the following 
symptoms and signs (pain, swelling, redness, hotness, ten-
derness, indurations, purulent discharge, opened wound) 
occurring within 30 days from surgery, and C/S results. 

Inclusion criteria: Clean and clean contaminated opera-
tions. 

Exclusion criteria: Contaminated and dirty operations. 

Sample size and statistical analysis: Since this was an 
equivalence study in which our hypothesis was that there 
is no difference in SSI rate between the two preopera-
tive hand disinfection methods, this means that we are 
accepting the null hypothesis as true. Since a difference 
of zero requires a large number of cases, we accepted up 
to 2% difference in the SSI rate which we felt would be 
clinically acceptable. Since the incidence of SSI in clean 
and clean contaminated cases averages 3% in traditional 
preoperative hand scrub method14, we presumed that the 
SSI rate in alcohol rub group can go up as high as 5%. We 
used SSPS statistical software to calculate the sample size. 
For a power of 0.8 and an alpha of 0.05, 4003 patients 
are required. An initial analysis of 500 patients was car-
ried out as we had logistic constraints on studying more 
cases. These were mainly related to changes of nursing staff 
and endorsement to another team, which prevented the 
tracking of more cases. For age and gender comparisons, 
we used a student t-test. A Chi-square test was used for 
the rest of the comparisons except when we compared 
isolated organisms in the traditional scrub and alcohol 
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775,000,000
Euro average overall treatment cost in Europe1,5

5,000,000
leg ulcers2

65%
of leg ulcer patients suffer depression3 

45
days healing time4

1
website

www.Help2Heal.eu

All figures relate to Europe. 1. Simka M, Majewski E. The social and economic burden of venous leg ulcers: 
focus on the role of micronized purified flavanoid fraction adjuvant therapy. Am J Clin Dermatol, 2003; 4(8): 
573-581. 2. Margolis DJ, Bilker W, Santanna J, Baumgarten M. Venous Leg Ulcer: Incidence and Prevalence 
in the Elderly. J Am Acad Dermatol, 2002; 46(3): 381-386. 3. Palfreyman S, Assessing the impact of venous 
ulceration on quality of life. Nurs Times, 2008: 104(41): 34-37. 4. Vuerstaek JDD, Vainas T, Wuite J, Nelemans 
P, Neumann MHA, Veraart JCJM, State-of-art treatment of chronic leg ulcers: A randomized controlled trial 
comparing vacuum-assisted closure (V.A.C.) with modern wound dressings. J Vasc Surg, 2006; 44(5): 1029-
1037. 5. Currency Conversion USD to Euros via: www.ex.com/ucc/convert.cgi (date visited: April 1st, 2009). 
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rub groups - in this instance, we used Fisher’s exact test. 
A statistically significant difference is considered when the 
p-value is <0.05. 

RESULTS
This randomized controlled study compared two groups 
of patients. Group One (228 patients) had surgeries where 
all members of the surgical team had used the traditional 
surgical hand scrub. Group Two (272 patients) had surger-
ies where all members of the surgical team had used the al-
cohol hand-rub. Patients and operative procedures for each 
group are presented in (Table 1). Initially an equal number 
of cases (300 patients in each group) were randomized to 
each method. However, more cases were further excluded 
from each group as they turned out to be non-eligible for 
inclusion after the original randomization (e.g. acute on 
chronic cholecystitis on histopathological examination), 
incomplete forms, failed follow-ups, etc. These further 
changes are judged to improve the reliability and validity 
of the results. 

Age as well as gender comparisons show no significant 
difference between the two groups (p=0.3477 and 0.1082 
respectively). All laparoscopic cholecystectomies included 
were done electively. Acute cholecystitis and empyema 

of the gallbladder cases were excluded. Abdominal wall 
hernias were repaired with or without the use of synthetic 
mesh based on the hernia defect size and abdominal wall 
strength. Thoracoscopic sympathectomies were indicated 
for hyperhydrosis of the hands and axillae. Laparoscopic 
gastric banding was indicated for morbidly obese patients. 
Inguinal hernias were repaired using synthetic mesh 
(Liechtenstein’s technique). Laparoscopic splenectomies 
were indicated for idiopathic thrombocytopenic purpura 
(ITP) cases. Robotic Nissen fundoplication procedures 
were indicated for gastroesophageal reflux disease (GERD) 
using the “da Vinci” robotic system. Prophylactic anti-
biotic status and surgeons’ preferences are presented in 
(Table 2). 

Prophylactic antibiotics were indicated for some pro-
cedures such as laparoscopic cholecystectomies, mastecto-
mies, and clean cases using foreign materials. Data indicate 
that there is no significant difference in prophylactic an-
tibiotics use between the two groups, which can alter the 
incidence of SSI in one group when compared to the other. 
Although most of the surgeons preferred using alcohol 
rub prior to opening the sealed envelope (which indicated 
which hand cleansing method was to be used), data shows 
no significant difference between the two methods, regard-
less of surgeons’ preference. 

Table 1. Patients and operative procedures against surgical scrub vs. alcohol rub groups 

Patients biography and operative procedures Surgical scrub group  
(n=228)

Alcohol rub group  
(n=272)

Age in years, mean±SD 37.94±14.34 39.16±14.55

Males 
Females

65 (28.5%)
163 (71.5%)

97 (35.6%)
175 (64.3%)

Laparoscopic cholecystectomy 72 (31.6%) 124 (45.65%)

Abdominal wall hernias 33 (14.5%) 31 (11.3%)

Thoracoscopic sympathectomies 19 (8.3%) 17 (6.25%)

Thyroid and other neck operations 25 (10.9%) 25 (9.2%)

Laparoscopic gastric banding 28 (12.3%) 26 (9.6%)

Open inguinal hernias 30 (13.1%) 14 (5.1%)

Mastectomies and other breast operations 16 (7.0) 15 (5.5%)

Lipoma excision 5 (2.2%) 15 (5.5%)

Laparoscopic splenectomies 0 2 (0.7%)

Robotic Nissen fundoplication 0 3 (0.1%)

Table 2. Prophylactic antibiotic and surgeons’ preference for the two groups

Prophylactic antibiotic status Surgical scrub Alcohol rub P - value

Antibiotics used 172 (75.4%) 208 (76.5%) 0.86974

Antibiotics not used 56 (24.6%) 64 (23.5%)

Surgeons’ preference 

Alcohol 146 (64.1%) 175 (64.3%) 0.930542

Surgical scrub 82 (35.9%) 95 (35.7%)
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Skin reactions, isolated organisms, and SSI rate in each 
group are presented in (Table 3).

Data indicate that there are no significant differences 
between the two groups with regard to skin reactions, 
isolated organisms, and incidence of SSI. 

DISCUSSION
Postoperative SSI is an important cause of morbidity and 
mortality in surgical patients.15,16,17 Also, SSI contributes 
to increase hospital stay15,18 and costs.15,18,19 One of the 
documented sources for SSI is the surgeon’s hands.20,21 
Therefore, preoperative hand disinfection with various 
antiseptic solutions has become the standard practice for 
many decades.22 Two methods of hand disinfection are 
in vogue in current surgical practice. The first and most 
common is the traditional surgical hand scrub with vari-
ous antiseptic solutions. The second, but less commonly 
practiced method, is rubbing the hands with an alcohol 
solution, which has been a common practice in northern 
Europe and Germany for many years.5 Recently, new al-
cohol preparations and gels have been advocated for disin-
fecting the hands of health care workers and the commu-
nity to control the transmission and spread of pathogenic 
bacteria with a better compliance when compared to hand 
washing.23,24,25 However, surgeons and researchers have 
questioned their efficacy for preoperative hand disinfection 
in relation to the incidence of SSI. A recent systematic re-
view26 looked at hand antisepsis and the incidence of SSI. 
This review included ten trials: one randomized equiva-
lence study reported rate of SSI as the primary outcome; 
and nine trials measured numbers of colony forming units 
(CFUs) of bacteria on the hands of the surgical team. The 
former study found that alcohol rub preparations were as 
effective as aqueous scrubs in reducing SSI27, while other 

nine studies had mixed results. Reviewers concluded that 
the former study is the only randomized clinical trial that 
measured SSI, which did not appear to adjust for cluster-
ing. The other nine studies had mixed quality and each 
study presents a different comparison, precluding meta-
analysis. In our study, we are comparing the clinical ef-
ficacy of alcohol rub against traditional surgical scrub on 
SSI rate and skin tolerance. Cases and surgical team were 
randomized and controlled as to the use of alcohol rub 
versus the traditional scrub. This study shows an almost 
equal distribution of age and sex as to either method of 
hand disinfection with an overall female predominance 
over males since most of the procedures were done on fe-
males by the nature of corresponding surgical procedures. 
All procedures were considered as clean cases except the 
laparoscopic cholecystectomy, which is still considered as 
clean contaminated surgery. Prophylactic antibiotic use 
contributes to less SSI especially non-clean cases. In clean 
cases, however, SSI sources are usually extraneous from 
the patient’s own skin, surgeon’s hands, and contaminated 
water or instruments. In this study, prophylactic antibiotic 
use was almost equally distributed as to both the alcohol 
rub and the traditional scrub methods. Organisms isolated 
in this study were mostly streptococci and staphyloco-
cci, which are skin commensals that contribute to SSI. 
Isolated yeast and E coli organisms, although very few 
in number, may have contributed to SSI acquired from 
water and moisture associated with the traditional surgical 
scrub with tap water. The incidence of SSI in our study is 
comparable to international figures of 3%-5% in clean and 
clean contaminated cases respectively. The difference of 
2% between the two methods as we had presumed was not 
exceeded. Although the difference in the incidence of SSI 
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Table 3. Skin reactions, isolated organisms, and SSI* rate in each group

Skin Reactions Surgical scrub Alcohol rub P value Odd ratio Confidence limits

Itching 20 (8.8%) 12 (4.4%)

Redness 4 (1.8%) 6 (2.2%)

Urticaria 3 (1.3%) 3 (1.1%)

Dryness 13 (5.7%) 10 (3.7%)

Total reactions 40 (17.5%) 31 (11.4%) 0.06686 1.65408 0.969-2.830

Isolated organisms

Streptococcus 2 (0.9%) 3 (1.1%)

Staphylococcus aureus 3 (1.3%) 4 (1.4%)

MRSA 1 (0.4%) 1 (0.4%)

Yeast 1 (0.4%) 0

E coli 2 (1.3%) 0

Total organisms 9 (3.95%) 8 (2.94%) 0.71093 1.35616 0.471-3.932

Total SSI 12 (5.26%) 8 (2.94%) 0.27547 1.8333 0.683-5.007

*SSI, Surgical Site Infection
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between the two methods was not statistically significant, 
however, more cases of SSIs were observed with the use the 
traditional hand scrub as compared to the use of alcohol 
hand-rub, which was the opposite to our presumption. All 
patients who had SSI had no other associated systemic risk 
factors such as obesity, diabetes mellitus, etc. 

Surgeons’ preference, before opening sealed envelopes, 
was significantly biased toward the preoperative alcohol 
rub method. This might have been a subjective bias among 
surgeons who volunteered to participate in the study. 
However, the alcohol hand-rub is easier to use, consumes 
less time28, and proved to be more cost effective29,30 when 
compared to the traditional surgical scrub. This seems to 
be more applicable to our local situation as water is a scarce 
natural resource and a lot of money is spent on its desalting 
and supply from the sea. There are also hidden costs related 
to the use of water for scrubbing including contamination 
prevention, heating, splash and slippage, etc. 

Various skin reactions (30%-37%) have been reported 
in relation to surgical scrub use ranging from simple itch-
ing and dryness to significant allergic reactions.31,32,33 To 
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the contrary, fewer skin reactions were reported in rela-
tion to the use of newer alcohol rub preparations.34,35,36,37 
Other studies showed no significant difference in skin 
reactions related to either methods.27,28 In our study, al-
though there was no significant difference in skin reactions 
between the two methods, more itching was reported with 
the surgical scrub. 

CONCLUSION
Preoperative alcohol hand-rub preparations are as good as 
the traditional surgical scrub in reducing SSI and in regard 
to surgeons’ skin tolerance. The alcohol hand-rub, how-
ever, was easier to use and therefore preferred by surgeons. 
More RCT are needed to study the efficacy, efficiency, and 
effectiveness of alcohol rub preparations. m
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ABSTRACT
Background: The prevalence of wounds within 
the Australian public health systems is unknown; 
additionally the efficacy, efficiencies and effective-
ness of wound management strategies are incon-
sistent across the Australian health sector. 
Aim: The aim of this study was to quantify, for 
the first time in Australia, the epidemiology of 
wounds within Western Australia’s public health 
system. Further, it sought to understand what 
health services did in terms of strategic planning, 
education, resources and patient management for 
patients with wounds.
Methods: In May 2007 and 2008, all neonates, 
paediatric and adult in-patients within Western 
Australian public hospitals were examined for any 
wounds. Wounds were categorised into 6 groups: 
acute wounds, pressure ulcers, skin tears, burns, 
malignant and other wounds. Participating or-
ganisations also responded by providing contex-
tual data on wound management resources and 
services within their facility. 
Results: A total of 5,800 patients were examined; 
the prevalence of wounds being 49% with acute 
wounds (31%) pressure ulcers (9%); and skin tears 
(8%) constituting the majority of wounds. It was 
believed that 25% were potentially preventable. 
Compliance with evidence-based wound manage-
ment guidelines was low and few organisations 
had governance structures in place for the pre-
diction, prevention and management of wounds.
Conclusion: Data collected from 86 organisations 
has facilitated strategic direction within Western 
Australia’s public health system in terms of edu-
cational requirements, clinical guidelines, cost 
of wounds and research initiatives. Data derived 
from this study provides WA with a valuable re-
source on which to monitor ongoing progress in 
wound management and clinical outcomes.

INTRODUCTION
The prevalence of wounds within the Australian 
public health systems is unknown consequently 
it is difficult to assess the efficacy, efficiency and 
effectiveness of system-wide wound management 
strategies. A similar situation is found in Western 
Australia (WA) where the epidemiology of wounds 
has been unknown apart from projections made 
from published data on relatively small cohorts 
of specific wound categories. Western Australia 
is the Australia’s largest state covering almost 2.5 
million square kilometres but has a relatively small 
population of approximately 2 million people. 
This study describes the first Australian state-wide 
wound prevalence surveys conducted in 2007 and 
2008 by WoundsWest. 

The WoundsWest project was established in 
WA in 2006 to improve wound prevention and 
management for patients throughout WA by sup-
porting health professionals with evidence-based 
clinical advice, online education, digital wound 
imaging and documentation and data on wound 
epidemiology. 

There is relatively little published data on state-
wide/system wide wound prevalence however, in a 
recent Canadian study of 3,099 consented patients 
in 25 large tertiary hospitals (cited in Vowden et 
al, 20091) the mean prevalence of wounds was 
41% (30-68%). The prevalence of pressure ulcers 
was 23%; 79% of which were hospital acquired 
and 26.5% were Stage 3 or above. Pressure ulcers 
constituted 56% of all wounds found and surgi-
cal wounds 31%. Mahé et al2 report a study of 
a single French hospital involving 624 adult in-
patients found a total wound prevalence of 52% 
( n = 327). The mean age of the population was 
60.2 years (range 17 to 101) and for patients with 
wounds 60.6 years (range 18 to 100). Sriniva-
saiah et al3 report a study of five English National 
Health Service acute and primary trusts, nursing 
and residential homes, a hospice and local prisons 
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found a cumulative wound prevalence of 12%. In the 
acute trust, wound prevalence was 27% with 70% of these 
wounds being surgical/traumatic wounds and 12.5% were 
pressure ulcers. In-patient pressure ulcer prevalence was 
3%. Wound prevalence rates varied in the other trusts with 
a range of 7 to 17% in primary care; 12% in both nursing 
and residential homes; and, 1% in prisons. Vowden et al1 
in the UK used a survey questionnaire to assess medical 
records and liaise with nursing staff to identify the preva-
lence of wounds within the catchment area of the Bradford 
and Airedale Primary Care Trust inclusive of acute hospi-
tals and nursing and residential homes. Wound prevalence 
in the acute care sector was 30.7% (329/1072 occupied 
beds) of which 11.6% were pressure ulcers and 8.8% were 
leg/foot ulcers. The prevalence of pressure ulcers was 3.6%; 
66% of which were hospital acquired. Thirty–two per cent 
were grade 3 or 4. On average there were 1.5 wounds per 
patient. These reports provide some degree of evidence on 
which to compare the WoundsWest data however, cau-
tion is necessary due to differing methodologies used in 
the various studies which may limit comparability of our 
findings.

AIM
The aim of the study was to determine the prevalence of 
all wound types within the WA public health care system 
and to collect contextual data from each participating hos-
pital to determine the degree of consistency with wound 
management guidelines.

METHODS
The study was designed as a point prevalence survey as 
defined by Prentice et al4 of all consenting WA public 
hospital in-patients in May of 2007 and 2008. 

Sampling
All WA public hospitals with acute inpatient beds (ex-
cluding mental health) were invited to participate in the 
survey (n = 86 in 2008 and 85 in 2007); 100% agreed 
to be involved. Following successful pilot testing of the 
WW audit methodology in a WA health residential care 
facility and at the request of Western Australian Country 
Health Services (WACHS), aged care residents residing 
in WA health facilities were included in the 2008 survey. 
‘Aged care resident’ is defined as any resident of an aged 
care facility based within a public health service. Each 
patient was invited to participate in the survey through a 
written, non-technical description of the reason for survey 
and its methodology. On the survey day patients were 
asked if they would consent to a skin inspection. Patients 
who were not able to provide informed consent (children, 
unconscious patients etc) were excluded from the survey 
unless a family member was able to provide consent on 
their behalf.

Inclusion and exclusion criteria
All adult, paediatric and neonatal inpatients of public hos-
pitals on site on the day of the survey (including qualified 
newborns and Emergency Department patients flagged 
for admission) were included in the survey. Aged care resi-
dents of facilities based within public hospitals were also 
included in 2008. Psychiatric, unqualified newborns (a 
well newborn accompanying its mother but not admitted 
as a patient), hospital in the home, day surgery and day 
procedure patients were excluded.

Surveyor Education and survey data collection process
All public hospitals were asked to nominate an onsite 
co-ordinator to liaise with WoundsWest project staff to 
prepare for the survey and to recruit clinical staff to act 
as surveyors. Prior to attending an education session, all 
surveyors were provided with a ‘Surveyor’s Toolkit’, which 
contained general information on the survey, pressure ulcer 
and skin tear classification systems, the survey protocol 
and patient information.

WoundsWest recruited 34 staff to form a Core Team. From 
the Core Team 6 people with expertise in wound man-
agement education delivered education on acute wounds, 
burns, leg ulcers, pressure ulcers, skin tears, malignant and 
other wounds at 33 hospitals across the state: 13 metro-
politan and 26 country. Education also encompassed the 
use of survey protocols and guidelines.

Surveyors were tested for their understanding of pres-
sure ulcer and skin tear definitions and classification sys-
tems used in the survey and their ability to classify clinical 
slides of pressure ulcers and skin tears.

A total of 31 questions were set; requiring a pass mark of 
26 (84%) correct responses. Two opportunities were pro-
vided to pass the competency assessment. Of all surveyors 
who participated in the surveys 80% (n = 220, 2007 and 
n = 268, 2008) passed the competency assessment on the 
first testing and 100% passed the second test.

Surveyors were instructed that in the presence of reac-
tive hyperaemia patients should be repositioned off the 
affected area and the area re-checked 30 minutes later for 
evidence of a Stage 1 pressure ulcer. Any wound of dubi-
ous or unknown aetiology and any finding of 5 or more 
pressure ulcers on one patient were to be discussed and 
checked with the site coordinator and/or a member of the 
WoundsWest Core Team.

Core Team members (n = 32) were also required to un-
dergo surveyor education and competency testing plus ad-
ditional training on the mobile phone data entry process. 
To improve consistency of data collection members of the 
Core Team travelled to all participating health services and 
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partnered with hospital staff to survey patients in teams 
of two. The Core Team travelled over 34,000 Kms during 
the 2007/2008 surveys.

Contextual data
All health services were asked to respond to an online 
contextual data questionnaire with the aim of generating 
information about factors that contribute to or influence 
wound management in WA health services. The data was 
collected using a combination of quantitative and quali-
tative questions and was completed by the WoundsWest 
site co-ordinators. 

Data management and statistical analysis
Data was collected using a mobile phone enabled Java 
application developed for WoundsWest by Silver Chain 
(Fig. 1.) using NetBeans5.

Data was uploaded to a Micro-
soft Office Web Components 
Pivot Table6. Data was verified, 
processed and exported using 
Microsoft Access database7.

Data for individual hos-
pitals and State-wide reports 
were prepared using Microsoft 
Access7 and Microsoft Excel8.

All results are rounded to 
the nearest integer. Confidence 
intervals (CI), z scores and p values (p) were used for 
analysis of data where required. 

Figure 1.
Mobile phone used for data 
collection

RESULTS
A total of 83 sites contributed data in 2008 (no eligible 
 patients were available on the survey day in 3 rural or 
remote hospitals in 2008 and 17 rural or remote hospitals 
had no eligible patients in 2007 leaving 68 sites to contrib-
ute data). Surveys were completed in 15 metropolitan sites 
in both 2008 and 2007. The country sites had a greater 
number of eligible patients due to the addition of aged care 
residents and therefore surveys were completed at more 
sites in 2008 with 71 country sites taking part as opposed 
to 53 sites in 2007. Metropolitan sites represented 72.2% 
of the surveyed patient population (n = 2,492) [82.5% 
(n = 2,458) in 2007] and country sites 27.8% (n = 959) 
[17.5% (n = 521) in 2007]. Metropolitan sites ranged 
from 9 to 517 beds and country sites from 1 to 85 beds.

Table 1 reports an overall decrease in the number of 
wounds detected in 2008 compared to 2007 even when 
expressed as a proportion of total wounds. Of note was 
the doubling of the number of patients who declined to 
be involved in the survey in 2008.

The three most common wounds in both 2007 and 2008 
were acute, pressure ulcers and skin tears (Table 2.). Over-
all there was no statistically significant increase in any 
wound category between the two prevalence surveys.

Patients aged 70 years and over accounted for 49% of 
the total proportion of patients with 1 or more wounds 
(n = 719) (Fig 2.). This is an increase from 44% in 2007 
(n = 594). Female patients formed the largest proportion 
of consented patients in both survey years. Both gender 
groups had a similar proportion of patients with 1 or more 
wounds in 2007 and 2008.

Table 1: Survey populations 2007 & 2008

Year No patients 
approached

No patients consented 
to skin inspection Proportion [%] 95% CI No patients declined 

skin inspection Proportion [%] 95% CI

2007 2,979 2,777 93 92 - 93 202 7 6 - 7

2008 3,451 3,024 88 87 - 88 427 12 11 - 12

Note: The proportion of patients consented in 2007 is statistically significantly higher than that for 2008

Table 2: State-wide prevalence of wounds by wound category

Wound Category Patients1 [Prevalence2 %]
2007 2008
Total Total

Acute wounds 869 [31] 851 [28]
Pressure ulcers 303 [11] 377 [12]
Skin tears 220 [8] 326 [11]
Other wounds 186 [7] 204 [7]
Leg ulcers 71 [3] 85 [3]
Burns 17 [1] 18 [1]
Malignant wounds 15 [1] 15 [0]
Total patients with 1 or more wounds3 1,363 [49] 1,456 [48]

Notes:
1 Patients = number of consented patients identified with 1 or more wounds 

in this category
2 Prevalence = number of consented patients who had 1 or more wounds 

identified in this category/total number of consented patients
3 Total patients is not the sum of the ‘Patients’ column as patients with 

multiple wounds may appear in more than one row
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Documentation of current wound management was recorded 
as present if any written notation regarding the wound(s) iden-
tified was found in any part of the medical record on the survey 
day or 4 days prior. This documentation could be noted in 
general medical progress notes, nursing care plans, clinical 
pathways and wound care charts. No measure was made of the 
quality of the documentation. Evidence of documentation was 

Figure 2: Proportion of patients with wound by age

Table 3: Presence of current documentation by wound category

Wound category
Wound count Current documentation present1 Proportion2 [%]

2007 2008 2007 2008 2007 2008
Acute 1,555 1,423 1,348 1,188 87 83
Burns 33 41 32 39 97 95
Leg ulcer 131 155 112 139 85 90
Malignant 20 26 13 17 65 65
Other 272 336 141 178 52 53
Pressure ulcer 502 623 268 305 53 49
Skin tear 354 547 214 321 60 59
Total 2,867 3,151 2,128 2,187 74 69

Notes:
1 Current documentation was deemed to be present if any notation relating to the identified wound was found  

anywhere in the medical record on the survey day or in the 4 days prior to the survey day.
2 Proportion = number of wounds with current documentation/total number of wounds

Table 4: Proportion of hospital-acquired wounds by wound category

Wound Category
No hospital-acquired wounds1

[Proportion of hospital-acquired wounds2 %]
2007 2008
Total Total

Acute wounds 1,181 [41] 1,057 [34]
Pressure ulcers 328 [11] 443 [14]
Skin tears 225 [8] 333 [11]
Other wounds 138 [5] 129 [4]
Leg ulcers 17 [1] 17 [1]
Burns 0 [0] 0 [0]
Malignant wounds 0 [0] 8 [0]
Total wounds 1,889 [66] 1,990 [63]

Notes:
1 Hospital-acquired = No documentation recording the presence of the wound was identified 

within the first 24 hours of admission; it is presumed the wound was acquired between 
admission and day of survey

2 Hospital-acquired proportion = number of hospital-acquired wounds in that wound 
category / total number of wounds identified in that category

sought for every wound. Current documentation was 
identified for 69% of wounds found in 2008 (74% in 
2007) (See Table 3). Approximately 30% of wounds, 
however, were not documented.

Hospital-acquired acute wounds were defined as 
wounds with no documented evidence in the clinical 
notes 24-hours post admission (Table 4). Pressure ul-
cers and skin tears constituted the highest prevalence 
of wounds found in both 2007 and 2008. In 2008, 
hospital-acquired pressure ulcers and skin tears ac-
counted for 25% (n = 776) of total wounds compared 
with 19% (n = 553) of total wounds in 2007. Overall, 
there was no significant difference in hospital-acquired 
wound prevalence for any wound category between 
2007 and 2008.

The number of patients with pressure ulcers slightly 
increased in 2008 (n = 377) compared to 2007 (n 
= 303). Patients with Stage 1 and Stage 2 pressure 
ulcers comprised the highest proportion of patients 
within the pressure ulcer categories. The number of 
patients with 1 or more hospital-acquired pressure 
ulcers also increased in 2008 (n = 281) compared to 
2007 (n = 217).
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Table 5: Proportion of patients within the pressure ulcer category

Pressure ulcer category 
Patients with 

pressure ulcers1

Proportion of 
total  patients with 

pressure  ulcers2 [%]

Patients with 
hospital- acquired 
pressure ulcers3

Proportion of patients 
with hospital-acquired 

pressure ulcers [%]
2007 2008 2007 2008 2007 2008 2007 2008

Patients with Stage 1 150 176 50 47 125 156 41 41
Patients with Stage 2 147 197 49 52 101 132 33 35
Patients with Stage 3 21 31 7 8 7 10 2 3
Patients with Stage 4 22 22 7 6 5 10 2 3
Patients with unseen/unsure4 16 20 5 5 10 10 3 3
Total patients with pressure ulcers5 303 377 100 100 217 281 72 75

Notes:
1 Patients = number of consented patients identified with 1 or more wounds in the pressure ulcer category
2 Proportion = number of consented patients who had 1 or more pressure ulcers identified in this pressure  

ulcer subcategory / total number of consented patients who had 1 or more pressure ulcers identified
3 Hospital-acquired = No documentation recording the presence of the wound was identified within the first 24 hours 

of admission; it is presumed the wound was acquired between admission and day of survey
4 Unseen / unsure = patients with a pressure ulcer where a definitive subcategory could not be identified due to an intact dressing or unclear documentation
5 Patients with multiple pressure ulcers may appear in more than one row

Table 6: Pressure ulcer risk assessment

Risk assessment tool (RAT)
2007 2008

No patients1 Proportion of total 
patients [%]

95% CI of 
proportion No patients Proportion of total 

patients [%]
95% CI of 
proportion

RAT present 1,149 39 37 - 40 1,781 52 50 - 53
No RAT present 1,830 61 60 - 63 1,670 48 47 - 50
Total 2,979 100 3,451 100

RAT type No patients Proportion of total 
RAT used [%]

95% CI of 
proportion

No patients Proportion of total 
RAT used [%]

95% CI of 
proportion

Braden 902 79 76 - 81 1,614 91 89 - 92
Norton 106 9 8 - 11 80 5 4 - 5
Waterlow 102 9 7 - 11 83 5 4 - 6
Other 39 3 2 - 4 4 0 0 - 0
Total patients with RAT 1,149 100 1,781 100

Note: 1 n = all patients whether they consented to a skin inspection or not

The proportion of patients who had a pressure ulcer risk 
assessment completed within the first 24 hours of admis-
sion was 52% (n = 1,780) in 2008, an increase from 39% 
(n = 1,149) in 2007. The proportion of each type of risk 
assessment tool (RAT) in use during the survey is detailed 
in Table 6. The Braden Scale for Predicting Pressure Sore 
Risk was the most commonly used tool in both survey 
years. In 2008 Braden’s were completed on 91% (n = 
1,613) of patients with a RAT; an increase from 79% (n 
= 902) in 2007.

Devices were categorised in accordance with the Aus-
tralian Wound Management Association (AWAMA) 
Guidelines for Prediction and Prevention of Pressure Ul-
cers. The survey protocol allowed up to two devices per 
patient to be recorded if present. The number of patients 
with a pressure reducing/relieving device increased in 2008 
to 377 from 303 in 2007. Comfort/adjunct devices are 
not pressure relieving devices and in 2008 the number 
of patients using such a device decreased to 21 from 24 
in 2007. In 2008, 10% (n = 37) of patients with pres-
sure ulcers did not have a device as opposed to 18% (n = 
54) in 2007. Static replacement mattresses were the most 

common devices found in both survey years, followed by 
dynamic replacement mattresses.

DISCUSSION
The overall state-wide prevalence of wounds within con-
senting in-patients in WA public hospitals in 2008 was 
48% (n = 1,456), 1% less than in 2007. This decrease 
was not statistically or clinically significant. With regard 
to wound prevalence by regional health services wound 
prevalence was higher in the metropolitan cohort (52%) 
compared to WACHS cohort (39%) in 2008, which is 
similar to that found in 2007.

Overall, there has been no significant change in wound 
prevalence by wound categories occurred between 2007 
and 2008 with the exception of pressure ulcers and skin 
tears. The number of patients with one or more pressure 
ulcers has increased significantly from 303 to 377 (p=0.03) 
and the number of patients with one or more skin tears 
rose from 220 to 326 (p < 0.01). Skin tears were the largest 
group of wounds amongst the aged care cohort. A higher 
proportion of patients had 3 or more wounds 29% (n = 
418) compared to 26% (n = 355) in 2007. 
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No comparative data on the total prevalence of wounds 
in Australian public in-patient populations are available. 
Comparison of our findings with international studies 
on total wound prevalence reveal some similarities to the 
 Canadian findings cited by Vouden et al1. given data col-
lection methods were similar to those used by Wound-
sWest the results of this study can be compared. While 
the overall prevalence of wounds found in Western Aus-
tralia was higher at 48% pressure ulcer prevalence (12%) 
is significantly lower. Hospital acquired pressure ulcer 
prevalence is also lower at 74.5% and only 7% of those 
were Stage 3 or 4 pressure ulcers. In Western Australia, 
surgical wounds (45%) not pressure ulcers constituted the 
highest group of wounds. Similarly, the total prevalence of 
wounds and mean age of patients with wounds identified 
in the Mahe et al2 study although slightly higher are not 
dissimilar to that found in Western Australia. 

In contrast to our data, Srinivasaiah et al3 and Vowden et 
al1 reported substantially lower overall wound prevalence, 
lower in-patient pressure ulcer prevalence and lower hospi-
tal acquired pressure ulcer prevalence. The data, however, 
were collected retrospectively from nursing staff and medi-
cal records as opposed to full body skin examinations as 
employed by WoundsWest, Hurd and Posnett (cited in 
Vowden et al1 ) and Mahé et al2. The data therefore should 
be viewed with caution as not all wounds may have been 
identified through the questionnaire process that was used. 

It is notable that the use of pressure ulcer RATs on 
admission was shown to have increased from 82% in 2007 
to 92% in 2008 (n = 7 sites). During the 2008 survey, 
however, the proportion of patients with a pressure ulcer 
RAT completed within 24 hours of admission was 52%. 
Although an increase of 13% since 2007, the contextual 
questionnaire showed organisations believed their RAT 
completion rates to be much higher with 77 out of 86 
health sites reporting compliance with pressure ulcer risk 

assessment tools (RATs) and risk management protocols 
throughout their health services. 

From a structural, process and outcome perspective 
health service managers should ensure pressure ulcer risk 
assessment is standard practice in all clinical areas from 
emergency departments to day-surgery to palliative care 
units given skin integrity is a recognised key indicator of 
quality of health care. 

Overall our findings demonstrate that acute wounds, pres-
sure ulcers and skin tears are the three most common 
wounds found in the WA public health sector over two 
years of prevalence monitoring. The findings are generally 
comparable with other reported studies using a complete 
skin inspection methodology. Our findings also highlight 
the need for health services to better document existing 
wounds and to increase the use and documentation of 
pressure ulcer RAT within 24 hours of admission or when 
the patients’ condition changes. Importantly the results 
from our wound prevalence surveys provide WA health 
services with a valuable database by which they can moni-
tor wound management progress and clinical improve-
ment. m
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Table 7: Presence of pressure reducing /relieving devices in patients with pressure ulcers

Device1 No patients with pressure ulcers Proportion of patients with 
pressure ulcers4 [%]

2007 2008 2007 2008
Comfort/ adjunct 24 21 8 6
Cushions & overlays dynamic 35 35 12 9
Cushions & overlays static 27 20 9 5
Replacement mattresses dynamic 40 76 13 20
Replacement mattresses static 119 187 39 50
Specialty beds 4 1 1 0

 
No device present 54 37 18 10
Total patients2,3 303 377 100 100

Notes: 
1 Presence of device = only recorded if the device was insitu (on or under the patient) at the time of survey
2 n = only those patients who consented to a skin inspection and were identified with a pressure ulcer
3 Patients with more than 1 device may appear in more than 1 row
4 % = number of patients with that device/total number of patients with that stage of pressure ulcer
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BACKGROUND 
Pressure ulcers remain a significant health care 
problem. Documentation is a key quality indica-
tor of professional standards.

AIM 
To explore the nature and quality of nursing 
documentation of pressure ulcer prevention and 
management in a large teaching hospital in the 
Republic of Ireland.

METHODS 
Following ethical approval, a descriptive survey 
and focus group interviews were conducted. The 
survey incorporated the EPUAP minimum data 
set and a checklist to facilitate a retrospective chart 
analysis. Purposive sampling was used to select 
nursing notes of all adults “At risk” of pressure 
ulcers in the care of the older adult and orthopae-
dic setting over a one month period. Focus groups 
were conducted to clarify and explore the findings 
of the survey further. Prevalence and incidence 
data were also recorded.

RESULTS 
59% (n=50) of patients were female aged >70yrs, 
95% (n=81) were emergency admissions and 48% 
(n=41) were in hospital for >1 month. Prevalence 
was 32% (n=27) and incidence was 16% (n=14) , 
the majority of pressure ulcers were grade 1. 33% 
(n=9) of those with a pressure ulcer had a care plan 
with 47% (n=12) showing evidence of implemen-
tation of the care plan and 45% (n=12) demon-
strating evaluation of outcomes. 60% (n=51) of 
high risk patients and 70% (n=18) of those with 
pressure ulcers had no evidence of repositioning. 
50% (n=14) of those with a pressure ulcer showed 
no evidence of nutritional interventions. The fo-
cus groups discussed and debated the challenges 
of documentation and care plans. The four main 
themes that emerged were - Current Documenta-
tion of Pressure Ulcers, Barriers to Documenta-
tion, Care plans, and Improvements for future 
Documentation.

Science, Practice and Education

CONCLUSION 
Current nursing documentation of pressure ul-
cer prevention and management is not adequate. 
Reporting and high quality documentation is es-
sential to the process of reduction in the incidence 
and prevalence of pressure ulcers. It would ap-
pear from the literature that risk assessment tools 
although not perfect do have a role to play in 
the identification of those at risk of pressure ul-
ceration by raising awareness. Nurses need to be 
aware that regular reassessment is necessary. The 
level of knowledge of pressure ulcers seems to be 
good but further exploration of this is necessary 
because health care assistants spend considerable 
amounts of time directly in contact with patients 
and need to be informed of pressure ulcer grad-
ing and management. However, registered nurses 
need to remain aware of their responsibilities and 
overall accountability for the delivery of patient 
care, even when tasks are delegated. Staff attitudes 
appear to be positive although some times pressure 
ulceration is not a priority and other aspects of 
care take over. By using standardised care plans 
accompanied by education and managerial sup-
port, staff can become involved in the process of 
quality improvement for patients at risk and those 
who have pressure ulcers.

Although lack of time and manpower appeared 
to be a problem most nurses have access to ad-
equate resources. Increase in turnover of staff and 
heavy workloads mean that nurses find it difficult 
to incorporate time to set aside for documenting 
care delivery. There needs to be an increased focus 
on the problem so that staff will be interested in 
pressure care management and understand the 
need for improved documentation. Recommen-
dations include further research into the standards 
and practices of pressure ulcers. m
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AIM 
Skin transplantation is widely used for closing 
wounds that do not heal by primary intention. 
Split-skin grafts (SSGs) are harvested in a standard 
procedure, leaving superficial but painful donor 
site wounds. While donor site wounds of SSGs 
are superficial and heal fairly quickly, their treat-
ment remains a cumbersome problem to doctors, 
nurses, and patients. This is due to the availability 
of many kinds of dressing and topical agents and 
the variety in personal experiences and prefer-
ences. This opinion-based practice is ubiquitous 
because strong evidence and guidelines are lack-
ing. This can result in suboptimal wound care. 
We systematically reviewed the literature on the 
effectiveness of dressings and topical agents for 
donor sites on wound healing, pain, infection, and 
scar formation to formulate recommendations for 
practice or future research. 

METHODS
We firstly searched the Cochrane Central Register 
of Controlled Trials (CENTRAL). Secondly we 
selected Randomised Controlled Trials (RCTs) 
and Clinical Controlled Trials (CCTs) only if a 
within-patient comparison was performed. Trials 
were eligible if at least wound healing was ad-
dressed, which was our primary endpoint. The 
secondary endpoints were pain, infection, hae-
mostasis, costs, and scar formation. Trials on ar-
tificial skin substitutes and trials which included 
mostly children were excluded. Eligibility of trials, 
quality assessment and data extraction were un-
dertaken by two reviewers independently.

RESULTS 
We identified 192 trials, of which 23 RCTs and 15 
CCTs met the inclusion criteria. Per trial 7 up to 
80 patients were included, totalling 1325 patients. 
Overall methodological quality was mediocre, 
mostly caused by the lack of true randomisation 
methods and poor blinding. Tulles, foils, and al-
ginates were the most used wound dressings in 

the included trials. Due to clinical heterogeneity 
(many different comparisons and outcome meas-
urements), meta-analysis was impossible. 

Many trials (n=x) did not show significant dif-
ferences. In trials that did show a significant dif-
ference, wound healing time was 2-6 days quicker 
with hydrocolloids (i.e., 22-33% more wounds 
completely healed after 10 days) than tulles, topi-
cal agents, alginates, or foils (6 trials). With foil 
the wounds healed 0-15 days quicker than with 
tulles, gauzes, or topical agents (4 trials). Foams 
resulted in a 0-5 day quicker wound healing than 
topical agents or tulles (2 trials). Foils induced less 
pain (0-4 points on a 10-point VAS) than tulles, 
alginates, gauzes, foams, and topical agents. Hy-
drocolloids caused 50% less pain than foils. Some 
cases of infection were reported, but without sig-
nificant differences between dressing groups. 

CONCLUSION 
A variety of dressings result in a variety of effects 
on donor sites. Hydrocolloids appear to perform 
best in terms of wound healing and pain, so they 
are suitable as first-choice treatment. Foils score 
well regarding pain, but do not promote wound 
healing as clearly as hydrocolloids. Alginates and 
tulles, which are commonly used to treat donor 
site wounds, appear less suitable for donor site 
treatment. Evidence is lacking on secondary out-
comes as haemostasis, costs, and scar formation. 
We recommend future research in this area. Avail-
able high-level evidence suggests hydrocolloids 
and foils are preferable for the treatment of donor 
site wounds. m
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Most of the literature focuses on the resources 
 required to manage particular wound types,  rather 
than the cost of wounds to health-care organisa-
tions. Until this information is available, wound care 
is unlikely to be a management  priority.

Good wound care is important because any 
wound is at risk of bacterial contamination, which 
inhibits the healing process and prevents wound 
closure. Non-healing wounds impact on mortal-
ity risk, patient function and quality of life. The 
resource impact on health-care providers is equally 
important: a substantial proportion of acute hos-
pital beds are occupied by patients with wounds 
and in some areas most community nurse time 
is spent on wound care. Wound complications 
are associated with longer and more intensive 
treatment, extended hospital stays, readmission 
and specialist medical or surgical intervention. 
Despite this, the true significance of wound care 
for health-care providers is poorly understood, 
and this is important because lack of awareness 
inhibits local attempts to improve the quality of 
wound-care provision.

OBJECTIVE
This research reviews the evidence on the preva-
lence of wounds and their treatment costs in ma-
jor European countries. As far as we are aware, this 
is the first review to do this. One of the objectives 
is to highlight gaps in the literature and to assess 
the need for a new research focus in this area. Our 
hypothesis is that awareness of the importance of 
wound care is low partly because the literature 

has focused on the epidemiology and treatment 
costs of particular wound types, rather than on the 
resource impact of wounds in the organisations 
providing wound care.

RESULTS
Information on the cost of wounds to hospital 
or community healthcare providers in Europe is 
very limited. Two UK prevalence studies found 
3.70 and 3.55 patients per 1000 population with 
a wound under treatment, most of whom (70%-
80%) were treated by community-based nurses. 
Evidence on the prevalence of wounds among hos-
pital inpatients is also limited, and the range of 
estimates is wide: from 27% to 51% of  occupied 
beds. The typical prevalence of pressure ulcers 
among hospital inpatients is 20%-25%, the ma-
jority of which (51%-80%) are hospital-acquired. 
The incidence of surgical wound infection is be-
tween 3% and 4%. Surgical wound infection is 
associated with increased mortality risk, extended 
length of hospitalisation, readmission and the 
need for re-operation.

CONCLUSION
Wounds are a major source of morbidity to pa-
tients and a major cost to hospital and community 
healthcare providers. The true extent of this cost 
is not recognised because local evidence is lacking. 
As a consequence, the vital importance of good 
wound care may be underestimated. Improving 
the evidence base at an organisational level should 
be a priority. There are opportunities here for col-
laboration between wound-care professionals to 
facilitate local studies (using standard methods 
and data-collection instruments) which could be 
compared internationally. m

Read the full article on www.journalofwoundcare.com/abstract/ewma 

Summary: 

The resource impact of wounds  
on health-care providers in Europe1

1 The article was first published 
in Journal of Wound Care,  
Vol. 18, Iss. 4, 26 Mar 2009, 
pp 154

This is a EWMA – Eucomed AWCS Group collaboration

Patients with a wound 
• Population prevalence = 3-4/1000
• EU-27 population = 491 m
• Prevalence = 1.5m-2.0m individuals
• Annual incidence = 8/1000
• Incidence = 4m individuals
• Compared with other conditions: Annual incidence of cancers 

(3.9m), diabetes (2.0m), cerebrovascular disease (3.9m)

Hospital resources
• Between 25% and 50% of acute hospital beds are occupied  

by patients with a wound
• Around 55%-60% are non-healing wounds (infected surgical 

wounds, pressure ulcers, leg/foot ulcers)
• Many are hospital-acquired and therefore avoidable, including 

surgical infections and hospital-acquired pressure ulcers
• Any wound has the potential to become a non-healing wound
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ABSTRACT 
Background: Pressure ulcer audit demands much 
time and energy from everyone involved in the 
process. However, the traditional focus on ‘count-
ing’ rather than ‘measuring prevention against a 
standard’ raises doubts as to the value of audit in 
the effort to reduce the number of tissue injuries 
arising within a facility. Longitudinal results sug-
gest that the current audit process is not imbed-
ded into guideline driven quality improvement 
programmes; this needs to be reversed in order to 
improve patient outcomes and benefit from lower 
financial and litigation risks. 
Aim: To explore guideline implementation, par-
ticularly the timeliness of risk assessment and ap-
propriateness of subsequent interventions. 
Methods: Data, from up to 30,000 patients an-
nually, were analysed covering: timely assessment, 
care planning, nursing interventions, and equip-
ment provision. 
Findings: Pressure ulcer rates have stagnated, 
while the number and severity of facility acquired 
pressure ulcers persist at >50%: this is unexplained 
by increasing morbidity. Significant gaps in pre-
ventative care were evident i.e. timeliness of as-
sessment, early intervention, and care planning.
Conclusions: Future prevalence audit pro-
grammes should give a higher priority to meas-
uring the timing and implementation of preventa-
tive care against a standard protocol rather than 
simply describing adverse events or documenting 
the care of patients who have already succumbed 
to tissue damage.

INTRODUCTION
We have been counting pressure ulcers for decades 
and while there are certainly local success stories, 
national data, arising from US and European stud-
ies, tends to suggest a systematic disinclination 
for pressure ulcer rates to respond to prevention 
strategies (Vanderwee, 2007; Schoonhoven, 2007; 
Van Gilder, 2008; Gallagher, 2008) with many 
countries continuing to report ‘double-figure’ re-
sults. For example, a European Pilot Survey of 
pressure ulcers noted that up to 1-in-5 acute care 
patients suffered some degree of tissue damage 
(Vanderwee, 2007), while others report that as 
many as 3-in-4 patients with pressure ulcers de-
velop them while under clinical supervision (Gal-
lagher, 2008). How does the United Kingdom 
(UK) fare? The truth is we just do not know for 
sure!

Unlike many countries, the UK does not con-
duct a national pressure ulcer survey; for this rea-
son, data that could illustrate important trends in 
current practice and clinical outcomes is simply 
not available. Without contemporary data, accu-
rate assessment of the cost and benefit of imple-
menting a national guideline such as the NICE 
guideline for England and Wales (NICE 2005), 
or the new collaborative international guideline 
(EPUAP/NPUAP 2009) is difficult even at top 
level. In the absence of national data, a possible 
surrogate is the information gathered through 
commercial–client partnerships. For example, one 
such partnership audits a wide cross section of up 
to 44 acute healthcare facilities collecting data on 
up to 30,000 patients in the UK annually, and can 
offer a rare and contemporary insight into pressure 
ulcer frequency, severity, and management. 

As the data arises from a wide variety of differ-
ent facilities the clinical outcomes are more likely 
to be strongly influenced by local practice includ-
ing; local care protocols, resource allocation, and 
nurse education, rather than by the equipment 

Pressure ulcer audit highlights 
 important gaps in the delivery of 
 preventative care in England and 
Wales 2005-2008
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utilised within the facility. More importantly, it can high-
light those areas of practice, which might just be worth 
further scrutiny and identify ‘hot spots’ that would benefit 
from strategic action. This latter opportunity is particu-
larly relevant given that more than half of all the ulcers 
encountered in the UK during 2005-2007 were facility-
acquired (Phillips, 2008) and, as Vanderwee (2005) points 
out, where pressure ulcer prevalence was higher than ex-
pected, less than 10% of patients were receiving optimal 
preventative care

METHODS
The ArjoHuntleigh prevalence audit employs a standard-
ised methodology to ensure data collection remains con-
sistent; this involves facility personnel, usually nominated 
clinical nurses, working in conjunction with a company 
representative (known as the Auditor). To protect patient 
confidentiality the facility’s nurses gather relevant clini-
cal information through assessment and nursing records, 
while the Auditor enters the anonymous data directly into 
a portable electronic device (PDA). The design of this 
electronic data capture device facilitates the collection of 
a minimum data set whilst utilising missing field prompts 
to reduce omission of information, which is a common 
problem with manual data collection tools. All data is 
stored in a secure server with strict password control. The 
Auditor generates automated reports for the facility, which 
includes data analysis to populate the charts and tables 
contained in the report. 

The analytical process in brief:
With the healthcare facility’s permission, the anonymous 
data is pooled with that from similar institutions in order 
to generate a large reference dataset, for example, this re-
port features data collected from acute care facilities within 
England and Wales. This pooled data provides a broad 
overview of the pressure ulcer burden and the strategies 
employed to mitigate the risk. The data also provides the 

construct for performing case mix adjustment, by calcu-
lating the number of expected pressure ulcers to com-
pare against the number of observed ulcers within a local 
population. Key population characteristics, i.e. holistic 
pressure ulcer risk plus mobility status, provide the basis 
for the matrix. Epidemiological studies commonly use 
this analytical approach, typically described as a form of 
‘standardised mortality ratio’ 
 Data covering the period before the NICE guideline 
(2005), through the post-guidance period of 2006 and 
2007 have previously been reported (Phillips 2009), while 
further data from 2008 (included here) continues to re-
view the longitudinal trend. As before, the data analysis 
focussed predominantly on the use of specialist equipment 
and areas of clinical practice related to immobility. Simple 
descriptive data are reported to illustrate any emergent 
trends associated with the guideline implementation and 
to highlight those areas that may have a role to play in the 
persistence of ‘double figure’ nosocomial ulcer rates. 

RESULTS 
The top-level findings: 
Overall prevalence and facility-acquired ulcers
Despite increased awareness and publication of new guide-
lines, the analysis of the 2005-2008 audit data indicates a 
relatively static overall prevalence of between 10.2% and 
10.5%. The number of patients who developed wounds 
whilst under clinical supervision in an acute care facility 
showed more fluctuation, but persisted at over 50% of all 
wounds encountered (Figure 1). Of note, the data did not 
indicate a significant shift over time due to a higher risk or 
less mobile population (Figure 2), so increasing popula-
tion acuity does not seem to provide the explanation for 
the persistent and/or rising rate of facility-acquired ulcers; 
at least in terms of risk and dependency, the traditional 
benchmarks for ulcer vulnerability. 

Figure 1: Reflection on clinical practice and pressure ulcer outcomes 2005 - 2008. 
Table details the equipment utilisation taken from the audit data analysed in relation to recommendations of the NICE guidelines. 

Key recommendations of the NICE pressure ulcer guidelines Pre NICE 2005 Post NICE 2006 2007 2008
% of ‘vulnerable’ patients on non-Pressure Redistributing (PR) mattresses 13.8 2.0 0.5 1.3
% of ‘elevated risk’ patients on non-PR mattresses 8.7 1.0 0.3 0.9
% of patients with Grade 1-2 pressure ulcers on non-PR mattresses 2.9 1.3 0.4 0.4
% of patients with Grade 3-4 pressure ulcers not on ‘advanced’ mattresses/beds 29 19 22 20
% of patients who have specialist mattresses but sit out without cushions 80 79 73 72
% patients with Grade 3-4 seating area ulcers, sitting out for up to 7 hours or more 
but without a cushion 55 71 59 59

Outcomes
Overall prevalence (all grade of wounds) (%) 10.3 10.3 10.2 10.5
% of patients with pressure ulcers that were facility acquired ulcers (nosocomial) 62 57 59 61
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Guideline adoption?
The NICE guideline (2005), like any other evidence-based 
tool, makes a series of recommendations. These recom-
mendations represent the provision of holistic care to the 
patient and it is only likely to be effective if fully imple-
mented. For mattress allocation against clinical need at 
least, the data would suggest that the recommendations 
of the guideline have been largely adopted (Figure 1). 
However, equipment is only part of the equation and as 
for other interventions, it is only helpful if provided be-
fore the damage occurs. Certainly, where national data is 
reported, significant gaps in the efficiency and timeliness 
of basic preventative care is evident (Gunningberg 2008) 
and this is associated with a higher rate of facility-acquired 
tissue damage.

Timing of preventative interventions?
If we accept that the cornerstone of prevention is to assess 
and manage the risk before an injury occurs; a principle 
clearly identified by Bergstrom (2000) further supported 
by Schoonhoven (2007), whose in-depth study concluded 
that ‘any preventive measures can only be effective if taken 
timely’. 

NICE guidelines suggest that patients are risk assessed 
within 6-hours of admission, yet in 2007 just 7 (<20%) 
of the hospitals routinely audit whether this is indeed the 
case. Similarly, just 8 hospitals (<20%) audit the presence 
of a care plan for those identified at risk or with existing 
wounds; those that did track this criteria report that 60% 
of patients who should have a plan, did not! 

The results from 2008 indicate that auditing of key 
clinical documentation is becoming more common (Fig-
ure 3). Of the 44 hospitals analysed 13 (31%), audited 
whether patients had a risk assessment performed within 
6 hours; 30% of patients had no evidence of a risk assess-
ment on admission. A similar number of hospitals audited 
the evidence of a prevention care plan, for those patients 
identified at risk or with existing wounds, with 54% of at 
risk patients not having adequate documentation. 

Conversely, some healthcare facilities appear to be in-
creasing the measurement of wound care practice by add-
ing variables such as wound dressings, treatment protocol, 
and wound pain rather than measuring preventative meas-
ures. In 2007, 13 facilities recorded the presence of ulcer 
documentation; increasing to 15 in 2008, which suggests 
that the focus is on measuring adverse events once they 
have occurred not actually preventing the event occurring. 

Are seated patients exposed to additional risk?
There is another, possibly more critical area, which from 
audit data at least, appears to be important, the care of the 
patient when they are sitting out in a chair. Patients are at 
risk for 24-hours a day, yet the findings would appear to 
suggest a disparity in the management of seated patients 
compared to when they are in bed. 

There has been very little formal guidance for the man-
agement of seated patients within the existing pressure ul-
cer guidelines, until the publication of a seating consensus 
document by the Tissue Viability Society (2009). Even in 
the absence of a specific guideline, there are some well-
established precedents to guide best practice. Traditionally, 
these arise from the fields of physiotherapy, occupational 
therapy, and the care of the spinal-injured; limited sitting 
times, a pressure-redistributing cushion and/or specialist 
chair plus, most importantly, regular repositioning. More 
recently, attention has turned toward the role that the 
height and dimension of the chair may play in optimising 
postural weight bearing (TVS 2009) but the provision of 
size adjustable chairs to all patients in acute care facilities 
will not happen overnight. 

Although trends for the management of the seated 
patient have improved a little over the past two years, the 
majority receive little intervention with neither the impact 
of pressure nor sitting out times being actively managed for 
a significant number of patients (Figure 4). The analysis 
shows that 3 out of 4 patients, deemed to be of sufficient 
risk to require a specialist mattress, sit out on a standard 

Figure 2: 
The reported patient profile (risk and mobility) 2005 - 2008

Figure 3: Number of facilities using audit to monitor the evidence 
of documentation. 
The table shows the additional data items requested to be collected 
during a prevalence audit. Facilities did not necessarily collect the 
same additional data items each year and the combination varied 
between each site. The average annual number of acute care facili-
ties audited per annum is 40.

Documentation audited 2005 2006 2007 2008
Assessed on admission 3 3 7 13
Prevention Care Plan 3 4 8 13
Turning and Repositioning Plan 2 1 3 6
Nutritional Assessment 5 7 8 9
Pressure Ulcer wound care plan 5 4 13 15
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ward chair without any form of pressure-redistributing 
cushion (Figure 1). At the same time, approximately 1-in-2 
patients who are unable to reposition independently, sat 
for in excess of two hours (Figure 4). 

Considering that those patients with existing wounds 
are perhaps the most vulnerable to further or prolonged 
tissue damage and would certainly benefit from positive in-
tervention a significant number of patients remain exposed 
to some degree of unmanaged risk. In 2008, 272 (67%) of 
patients reported to be completely immobile, sitting out 
for up to 7 hours or more, and have existing ulcers of all 
grades over the sacrum, buttocks or ischial tuberosities; 
were not allocated a pressure-redistributing cushion! 

DISCUSSION / COMMENT
This snapshot of clinical practice, provided through preva-
lence audit, has uncovered a number of significant areas, 
which may be contributing to the overall lack of response 
to the investment in pressure ulcer management. Pres-
sure ulcers can occur within a few hours yet many audit 
programmes focus on gathering data related to the wound 
itself or the equipment – just a small part of the picture. 
There is little evidence of early assessment or preventative 
care planning, or at least no record of its implementation, 
yet such assessment is a vital step toward timely inter-
vention and is worthy of more attention. Ayello (2009) 
provides a reminder that pressure ulcer risk assessment is 
more than just a number or a tool; ‘it is a clinical decision 
the prompts intervention that hopefully will prevent the 
occurrence of pressure ulcers’.

Figure 4: The management of seated patients

Management of the seated patient Pre NICE 2005 Post NICE 2006 2007 2008
Patients who are unable to reposition independently and sit out 54% 50% 51% 53%
Patients sitting out with pressure ulcers in the seating area 67% 65% 66% 67%
Patients with pressure ulcers in the seating area who:
• sit out 
• are unable to reposition independently 
• and did not have a pressure redistributing cushion

75% 76% 67% 67%

However, the four years of audit data analysed would 
suggest that the monitoring and measuring of preventative 
care is not high on the audited facilities’ agenda. Although 
there is evidence of an increase in facilities requesting that 
auditing of documentation (assessment on admission and 
preventative care planning) is included within the remit 
of a prevalence audit (Figure 3). It would seem that for 
healthcare facilities the decision to audit preventative 
documentation is a double-edged sword. Those facilities 

Implications for Clinical Practice 
n Promote a return to ‘back to basics’ – the key to preven-

tion is not complicated, just timely and evidence based 
• Assessment on admission
• Plan and implement care as soon as risk is identified 

(e.g. turning, standing, assisted repositioning, nutrition, 
pressure redistributing equipment) 

n Measure and monitor quality indicators that have the 
most direct impact on the development and treatment of 
pressure ulcers.

n Use case mix adjustment for reliable trend analysis 
 (Berlowitz, 2000)

n Target interventions towards those clinical areas exhibiting 
the ‘higher than expected’ nosocomial ulcer rates

Further Research
n Review and measure the impact of seating guidelines
n Measure and monitor the effectiveness of the recent inter-

national guidelines – a collaboration between NPUAP and 
EPUAP

n Use prevalence audit to drive towards achieving clinical 
excellence in preventative care.
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deciding not to include auditing of preventa-
tive documentation may be avoiding recording 
whether these measures are actually undertaken 
and in fact they have no idea if timely assessment 
and interventions are occurring. Those facilities 
that have refocused their audit programmes to 
measure concordance with best practice guide-
lines and local policy are at least attempting to 
address the increasing problem of nosocomial 
pressure ulcers. 

There is also an apparent lack of provision 
for seated patients, particularly those most vul-
nerable due to inherent risk, extant wounds, or 
complete dependency on their carers. A lack of 
published evidence in this area, particularly for 
general acute and primary care patients have frus-
trated existing guidelines. However, the Tissue 
Viability Society (2009) and a panel of experts 
in their field have developed a new guideline spe-
cifically for seated patients; it will be interesting 
to track its adoption through the audit process. 
Whether this is the missing link and will have a 
tangible impact on overall outcomes remains to 
be seen.

Without addressing gaps in care provision, 
the issue of patient safety will remain a concern 
and this audit analysis indicates clear areas for in-
vestigation. Olshansky (2008) discusses whether 
pressure ulcers are preventable or inevitable and 
the only way that pressure ulcer incidences will 
decrease is to focus on pressure ulcers in relation 
to quality of care issues. He concludes by finally 
saying, ‘With few expectations, pressure ulcers 
are unacceptable.’  m
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AIM
As part of a district-wide audit to review reported 
wound infection rates and relate this to wound 
dressing usage.

METHOD
Data, collected as part of a district-wide wound 
care audit undertaken in March 2007 covering a 
population of 488,000 was analysed based on re-
ported levels of wound infection, available wound 
swab status and dressing use. Details of the audit 
have been published elsewhere 1-4. Infection sta-
tus was determined by the healthcare professional 
managing the patient’s wound(s), and were, there-
fore a mixture of specialised wound care prac-
titioners and general nurses. Details of signs of 
infection such as the presence of erythaema, pus 
and wound odour were requested but details of 
antibiotic usage were not recorded.

RESULTS
Data was available for 1735 patients with a total 
of 2620 wounds (1.51 wounds per patient). The 
most significant wound for each patient were: 826 
(47%) acute wounds, 482 (28%) leg ulcers and 
363 (21%) pressure ulcers, in addition there were 
a variety of other unclassified wounds.

Overall 13.7% of wounds were reported to be 
infected (acute wounds 12.2%, leg ulcers 18% 
and pressure ulcers 10.7% – Table 1). For surgi-
cal wounds the overall infection rate reported was 
10.5% (49 episodes in 468 wounds). Of the 49 in-
fected surgical wounds only 21 were receiving care 
in the acute sector. The surgical wound primary 
closure infection rate was 3.0% (Table 2), with 4 
patients receiving care in the acute sector and three 
in the community. 

For pressure ulcers the likelihood of the wound be-
ing reported as infected increased with the pressure 
ulcer grade, 37.5% of EPUAP Grade 4 ulcers being 
reported as infected. Reported infection rates for 
leg ulcers varied from 12.8% for venous leg ulcers 
(25 of 195) to 39% for neuro-ischaemic ulcers.

For the 238 patients with infection reported in 
their most significant wound, erythema, the pres-
ence of pus or the presence of wound odour were 
the most commonly reported clinical signs (Figure 
1). Wound infection rates tended to increase with 
wound duration, 8.3% of wound present for < 1 
week being reported as infected compared with 
19.6% for wounds present for > 1 year.

Of the 238 infected wounds microbiological swab 
data was available for only 144 (60.5%), swab data 
being more likely to be available in the acute sector 
(69% v 55%). Bacterial swab data was available for 
251 wounds classified as non-infected (18.3%). For 
Grade 3 and Grade 4 pressure ulcers 50 (41.7%) 
were known to have been swabbed. 104 patients 
with a wound were known to be MRSA positive, 
237 were known to be MRSA negative and the 
MRSA status was not known in the remaining 
1028 patients. The reported level of slough or 
necrotic tissue present in the wound was higher for 
wounds reported to be infected (59.6% v 32.7%). 
Exudate levels also tended to be higher. 48.7% of 
wounds classified as infected were graded as having 
moderate or high exudate levels as compared to 
17.1% of wounds classified as non-infected.
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tals NHS Foundation Trust, 
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Is the EWMA Position Document 
on Diagnosing Infection 
being implemented? Results of a district-wide audit

Table 1

Wound type Don’t know Not infected Infected Total % infected
Acute wound 74 651 101 826 12.3
Leg ulcer 31 364 87 482 18.0
Pressure ulcer 13 311 39 363 10.7
Other wound 10 43 11 64 17.2
Total 128 1369 238 1735 13.7

Table 2

Acute wound type Don’t know No Yes Total % infected
Primary closure 48 182 7 237 3.0
Open surgical wound 4 91 16 111 14.4
Post surgical breakdown 2 67 19 88 21.6
Dehisced wound 3 22 7 32 21.9
Traumatic wound 14 254 35 303 11.6
Other* 3 35 17 55 30.9
Grand Total 74 651 101 826 12.2

* Includes some abscess wounds
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Signs of infection reported did not correlate with actions 
taken. Dressing selection did not parallel the reported sus-
picion of infection. Antimicrobial dressings were used on 
449 wounds of which only 121 (26.9%) were reported as 
infected. In acute wounds antimicrobials were the most 
common dressing type used being applied as the primary 
dressing to 23.4% of acute wounds. Antimicrobials were 
used on 14.3% of pressure ulcers and 39.4% of leg and 
foot ulcers where they were by far the most common dress-
ing type used. Dressing frequency was highest in wounds 
considered infected, 89.9% of infected wound dressings 
being changed 2-3 times per week of more frequently as 
compared to 60% for non-infected wounds.

For patients with leg or foot ulceration iodine-based an-
timicrobials were used in 97 patients (51%) and silver 
based products in 71 (37.4%) of cases. The majority of 
iodine use related to patients with arterial, neuropathic 
or neuro-ischaemic ulceration. For patients with venous 
ulceration the most common used antimicrobial products 
were silver-based (44 of 81 patients – 54.3%) with only 
26 receiving iodine-based products (32%). For the overall 
population audited iodine-based antimicrobials (mainly 
Inodine, Iodoflex and Betadine) were used as the primary 
dressing on 279 wounds. For the remaining wounds silver-
based products of a variety of types were used.

DISCUSSION
Wound infection is a well recognised additional cost driver 
in wound management. Surgical site infection (SSI) is 
known to both increase therapy costs, largely by increased 
dressing usage, dressing time and antibiotic usage, and to 
increase patient length of stay as well as increasing patient 
morbidity and mortality 5. This audit demonstrates that 
wound infection also impacts on care in the community 
and nursing homes, a point emphasised by Tanner et al 
6 who looked at the effect of post-discharge surveillance 
of SSIs. 

Despite increasing concerns over multi-resistant bacterial 
strains health care professions reporting in this audit often 
did not know the MRSA status of a patient. This aspect 
of care, particularly for non-healing acute wounds and 
chronic wounds needs to be addressed.

The EWMA position documents on infection provided a 
framework for both identifying infection 7 and the man-
agement of wound infection 8. The audit shows that health 
care professional still find the diagnosis of infection chal-
lenging and that as a result would appear to over-rely on 
the prophylactic use of antimicrobial dressings. If accurate 
data is to be collected on wound infection, and in par-
ticular on SSI a uniform reporting system will be required 
and healthcare professionals must become more aware of 
levels of wound colonisation and the impact that critical 
colonisation and overt infection has on outcome.

CONCLUSION
A higher than expected wound infection rate was reported 
but this was not supported by microbiological data and did 
not correlate with dressing usage. Based on the audit data 
a series of recommendations for practice have been made 
to the local health care community and it is hoped that 
this will result in a more appropriate use of antimicrobial 
products. m

Table 3

Wound type Don’t know Negative Positive (infection) Positive (screening) Grand Total % known MRSA status
Acute wound 682 107 15 22 826 17.4
Leg ulcer 363 68 19 22 482 22.6
Other wound 46 12 2 4 64 28.1
Pressure ulcer 293 50 6 14 363 19.3
Grand Total 1394 237 42 62 1735 19.7

Figure 1. Signs of infection reported
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The International Compression Club 
(ICC) was founded 2005 to serve as 
a  forum for exchanging ideas between 
 medical experts  interested in compres-
sion treatment and the industry providing 
 compression material. It cooperates with 
the International Union of Phlebology 
(IUP) and several other  international and 
national societies 
(see: www.icc-compressionclub.com)

GOALS OF THE ICC
Working groups consisting of medical experts and 
representatives of the industry are invited to co-
operate in the following activities: 
n Organize meetings in which several prob-

lems of common interest to both groups 
can be discussed, 

n Develop and deliver consensus reports and 
recommendations, 

n Organize teaching courses on CT , 
n Provide guidance on experimental and 

 clinical trials, 
n Plan and coordinate effective communica-

tion and education, 
n Give recommendations for indications and 

classification of compression products. 

Reports of the ICC activities and courses were 
given in cooperation with national societies in 
Italy, the US, France, Germany and at the last 
meetings of the EWMA in Helsinki and of the 
World meeting of the IUP in Monaco 2009. 

Consensus meetings on several topics have 
been organized. These together with the result-
ing publications are listed in the table below.

NExT PROJECT
Compression therapy in chronic oedema of  
the lower limbs.
ICC meeting in cooperation with the Internatio-
nal Lymphoedema Framework (Christine Mof-
fatt) Brighton, UK, March 26, 2010. m

Hugo Partsch

Hugo.Partsch@ 
meduniwien.ac.at

Working groups Coordinator Meeting Publications
Interface pressure and stiffness 
measurement in vivo 

H. Partsch
M. Clark 

Jan 27-29, 2005 
Vienna, Austria 

Dermatol Surg. 2006;32:224-33 

Education and publicity JP. Benigni June 3, 2005  
Maastricht; Netherlands 

Phlébologie 2006;59:179-86 

Guidelines for testing  
compression material 

E. Rabe Sept 17, 2005 
Cologne, Germany

Eur J Vasc Endovasc Surg. 
2008 ;35 :494-500 

Classification of compression 
bandages 

H. Partsch 
M. Clark 

Oct 4, 2006  
Rostock, Germany 

Dermatol Surg 2008;34:600-09 

Indications for compression 
therapy 

H. Partsch 
A. Cornu-Thenard 

May 19, 2007  
Vienna, Austria 
Nov 24, 2007  
Paris, France 

Int Angiol 2008;27:193-219 

Effects of compression therapy, 
experimental proof 

H. Partsch 
G. Mosti 

Sept 13, 2008  
Lucca. Italy 

In preparation 

Compression therapy in breast 
cancer related lymphedema

H. Partsch June 12, 2009
Ponzano, Veneto, Italy

In preparation

Working groups and their activities (2005-2009): 
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25,000,000
diabetics1

4,000,000
will develop diabetic foot ulcers2

400,000
amputations3

85%
preventable amputations3

1
website

www.Help2Heal.eu
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All figures relate to Europe. 1. Diabetes: EU Policy Recommendations. The International Diabetes Federation 
– European Region (IDF Europe) and the Federation of European Nursesin Diabetes (FEND) 2006. 2. Diabetes 
and Foot Care – Time to Act. International Diabetes Federation, (2005) ISBN 2-930229-40-3 3. Derived from 
IST World. Optimal organisation of health care in diabetic foot disease (EURODIALE) http://cordis.europa.eu/
data/PROJ_FP5/ACTIONeqDndSESSIONeq112482005919ndDOCeq2021ndTBLeqEN_PROJ.htm.



Mepilex® is the multipurpose absorbent dressing that feels right in every way.
Soft, gentle and highly conformable, a Mepilex dressing goes on trouble-free 
and is comfortable to wear. Its improved viral- and bacterial-proof backing 
film and absorbent foam pad combine to handle fluid effectively.1 And since 
Mepilex features atraumatic Safetac technology, there’s no wound adherence 
or skin stripping at removal, minimising patient pain and wound trauma.2 
Treat your patients to the option that feels as good as it fits. Choose Mepilex.

The Mölnlycke Health Care name and logo and Mepilex® are registered trademarks of Mölnlycke Health Care AB.
Mölnlycke Health Care AB (publ.), Box 13080, SE-402 52 Göteborg, Sweden. Phone + 46 31 722 30 00. www.molnlycke.com

References: 
1 External Lab. Report downloadable at www.molnlycke.com 
2. White R. A multinational survey of the assessment of pain when removing dressings. Wounds UK 2008;4:1, 14-22 

Now with proven best-in-class 
fluid handling! See results at 
www.molnlycke.com

Now with proven best-in-class fluid handling! See results at www.molnlycke.com

Feels as good  
as it fits

©2009 Mölnlycke Health Care. All rights reserved.
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Chronic wounds represent a major, yet 
ill-recognized, public health problem in 
Africa. Compared to tropical wounds of 

infectious origin (Buruli ulcer, leprosy, sickle-cell 
anemia, leishmaniasis, phagedenic ulcer, etc.), the 
incidence of diabetic and vascular ulcers is on the 
rise. Pressure ulcers and burns of paraplegics or 
people confined to bed constitute another source 
of chronic wounds. The treatments offered rely 
chiefly on the concepts of disinfection and drying 
out, which consequently delay the healing process. 
For the patient, these procedures beget suffering 
and other major costs. The consequences linked 
to poor wound-dressing may sometimes lead to a 
breakdown in social life.

For three years, Médecins Sans Frontières (Doc-
tors Without Borders), with the help of the Haute 
Ecole de Santé of Geneva and the Hôpitaux Uni-
versitaires of Geneva, has developed an innovative 
approach to wound treatment for the program 
dedicated to fighting against Buruli ulcer disease 
in Akonolinga, Cameroon. The main objective of 
this pilot project was to show that wound healing 
conducted in a humid milieu can be adapted to 
a tropical context.

Several training sessions have updated doctors 
and nurses on the international consensus on heal-
ing. A wound description card was tailored with 
our Cameroonian colleagues to consider the char-

acteristics of the Buruli ulcer and colored cards 
were constructed to facilitate decision making. For 
each situation, a treatment was offered that could 
be executed with the materials characteristically 
found in an African health center (compresses, 
polyvidone iodine, tulle gras, Vaseline, etc.). The 
use of a limited range of modern1 dressings has 
also been proposed. The notion of wound infec-
tion was tackled with the aim to streamline the use 
of antiseptics and antibiotics. Additionally, atten-
tion has been placed on the fight against edema.

The results of this effort are already conclusive. 
The different stages of wound healing have been 
well integrated by the doctors, who are capable of 
defining the correct course of treatment to follow. 
The use of wound description cards and photos 
help maintain structure and organize the team 
effort. The modern dressings facilitate the work 
of the nurses and also improve the comfort of 
the patient. The diminution of dressing renewal 
allows for ambulatory treatment carried out by 
a mobile team that visits the village only twice a 
week. The efficiency of these procedures is evident 
in the detersion and granulation phases. However, 
the results obtained in the epidermization phase 
are more contentious and require more practice 

1 This list includes the following products: hydrogel, alginate, hydrocellular, 
hydrocolloid, charcoal, charcoal silver, and hyaluronan.

Eric Comte

General practitioner for 
MSF’s Buruli project.
eric.comte@geneva.msf.org

Treatment of chronic wounds: 
an issue for Africa

The Buruli ulcer is an infection 
caused by Mycobacterium ulcerans 
which provokes large skin ulcers.

 Affecting rural populations with limited 
access to treatment, it is one of 

14 neglected tropical diseases on which 
OMS (WHO) focuses its attention. 
Treatment of this disease includes 

wound treatment, the antibiotherapy 
 Streptomycin-Rifampicin, 

surgery and physiotherapy. 
For more information: www.who.int/buruli

Médecins Sans Frontière 
(Doctors Without Borders) is a medical hu-

manitarian organization. 
It supports the program in the fight 

against Buruli in Akonolinga in cooperation 
with the Ministry of Health of Cameroon. 
As of 2002, more than 750 patients have 

benefited from treatment.

For more information: www.msf.ch/buruli

Background Article



EWMA  Journal  2009 vol 9 no 3 37



to analyze the obstacles to wound healing and the 
appropriate countermeasures for each case.

 
This project shows that wound healing in a humid 
milieu can be adapted to tropical contexts and 
that the use of modern dressings facilitates the 
organization of and access to treatment. There-
fore, it is essential that these practices expand in 
Africa.The refusal to recognize chronic wounds 
as a public health problem, the lack of knowl-
edge on international consensus and the lack of 
adapted materials along with their exorbitant costs 
are the three main obstacles that are impeding the 
progress and spread of these practices.

However, there is still hope. Emerging nations, 
such as South Africa and Brazil, have developed 

very interesting wound treatment networks com-
prised of doctor and nurse colleagues trained in 
Europe that are practicing their expertise despite 
limited means. Other connections to be drawn 
on include exchanges from nongovernmental or-
ganizations and twinning between hospitals and 
universities.

The global initiative created for wound and 
lymphedema treatment started by Handicap In-
ternational, with the support of the OMS (World 
Health Organization), will publish a white paper 
at the end of 2009 with the objective to promote 
knowledge development on wound healing in 
developing countries. 

“Modern” dressings, if they are not vital to the 
conducted healing process, strongly improve its 

Fig. 1. Poorly administered use of polyvidone iodine.

Fig. 2. Fight against edema, a crucial element of wound treatment.

Fig. 3. Buruli ulcer.

Fig. 4. Poor wound treatment leads to serious side-effects. 
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practical application. The incidence of prices al-
tered for Africa and the recourse to generics has 
allowed for the distribution of antiretroviral vi-
ruses against HIV, accommodating the interests 
of patients and pharmaceutical companies. This 
example must be adapted to modern dressings, 
which currently are exorbitantly priced and insuf-
ficiently distributed to the markets of developing 
countries. Delay in the established treatment of 
wounds and scars in developing countries is not 
inevitable. Quality care is not a utopia, but rather 
a goal to achieve. The knowledge that we have 
acquired must be adapted and Africa must not be 
deprived of modern dressings. In this challenge, 
EWMA as well as national wound and healing 
organizations can play a fundamental role with 
their networks and expertise. m

Fig. 9. Use of hydrocellular dressing.

Fig. 5. Buruli ulcer. 

Fig. 6. Buruli ulcer.

Fig. 7. Use of hydrogel dressing.

Fig. 8. Use of hydrocellular dressing.
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In 1985, an estimated 30 million people 
worldwide had diabetes. Today, there are over 
250 million people living with the disease. 

Without significant action to prevent diabetes, 
this number is predicted to reach 380 million by 
2025.

THE DIABETIC FOOT
The diabetic foot is a very serious complication 
of the disease.

“Every 30 seconds a leg is lost to diabetes 
somewhere in the world”

“Investing in a diabetic foot care programme by 
means of Consensus Guidelines can be one of the 

most cost-effective forms of healthcare expenditure, 
provided the programme is goal-focused and 

 properly implemented”

CONSENSUS GUIDELINES
In 1999, the International Working Group on 
the Diabetic Foot (IWGDF), a Consultative Sec-
tion of the International Diabetes Federation since 
2000, published the International Consensus on the 
Diabetic Foot and Practical Guidelines on the Man-
agement and the Prevention of the Diabetic Foot. To 
date, these publications have been translated into 
26 languages, and more than 80,000 copies have 
been distributed globally. In order to implement 
the International Consensus, IWGDF recruited 
 local champions – 88 people representing coun-
tries around the world.

In 2005, IWGDF decided that the International 
Consensus texts should be updated and expanded. 
Experts in the field were asked to revise the 15 
chapters, and improve the definitions and criteria 
according to current knowledge and standards. 
The consensus process was followed: new texts 
were reviewed by the IWGDF Editorial Board, 
IWGDF representatives from over 80 countries 
provided critical evaluation, and full agreement 
was reached at the international “Consensus” day 

preceding the 5th International Symposium on 
the Diabetic Foot (5th ISDF). 

IWGDF is very much in step with developments 
in the guidelines field. Nowadays, recommen-
dations must be written based on sound scien-
tific evidence. Therefore, for the first time, three 
IWGDF working groups used this technique to 
produce their consensus reports – Footwear and 
off-loading, Wound management and Osteomy-
elitis.

It was decided that the fully 
updated International Con-
sensus and Practical Guidelines 
2007 should be published as 
an interactive DVD (www.
shop.idf.org). The DVD was 
launched in May 2007 at the 
5th International Symposium 

on the Diabetic Foot in Noordwijkerhout, the 
Netherlands. It was received with great enthu-
siasm and, to date, over 4200 DVDs have been 
distributed.

For the 6th ISDF in 2011, international work-
ing groups have already been established to pre-
pare another set of new consensus guidelines 
based on evidence. By then, it is very likely that 
the IWGDF will have representatives from 100 
countries ready to work hard to promote the new 
consensus guidelines and their implementation 
throughout the world to improve the manage-
ment of the diabetic foot.

THE STEP BY STEP PROGRAMME
In order to implement a healthcare programme 
based on guidelines effectively, a strategy is 
 required. Only through a well-defined and struc-
tured plan, such as the Step by Step programme, 
can a successful implementation project be initi-
ated. The IDF Step by Step model aims at improv-
ing diabetes foot care in the developing world by 
providing education for both people with diabetes 

Karel Bakker MD, PhD

Chair of the 
IDF Consultative section/

International Working 
Group on the 
Diabetic Foot

karel.bakker@hetnet.nl

The Importance of  
International Consensus Guidelines on 
the Management of the Diabetic Foot 
and the Implementation Process 
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and healthcare professionals in the prevention and treat-
ment of diabetic foot problems. The model consists of 
practical training courses for teams of healthcare profes-
sionals (pairs of doctors and nurses or other paramedics), 
who are provided with specialist educational materials and 
medical equipment. Built into the project is a session to 
teach participants how to train other healthcare profession-
als. Participants are encouraged to disseminate information 
through training so that their acquired knowledge and 
skills are spread to colleagues in their regions to sustain the 
achievements of the project. The courses are held over a 
two-year period. The World Diabetes Foundation (WDF), 
IDF and Rotary, initiated by the RC of Ledbury, UK, are 
providing the necessarily funding.

Step by Step has been already effective in improving di-
abetes foot care in a number of developing countries, such 
as India, Tanzania, Pakistan and the Republic of Congo.

The Step by Step project led by worldwide experts in 
the field and local faculty members, has recently (2009) 
started to execute basic Step by Step courses in Barba-
dos, St Lucia, St Maarten and in the British Virgin Is-
lands (BVI). Courses will also start in Egypt very shortly. 
 Applications from several other countries have also been 
received. The programme’s continued success is totally 
dependent on funding and, because of this, improvement 
of the economical circumstances is extremely important 
to keep the successful Step by Step programme alive. m

Background Article

Dr Kristien van 
Acker, Belgium 
introduces the 
Step by Step 
project in St 
Maarten  
(January 2009)

Dr Karel Bakker, the Netherlands, present to 
the Commissioner of Health from St Maarten: 
Mrs. Maria Buncamper-Molanus the IDF’s pub-
lication Time to Act, on Diabetes and Foot Care

International faculty and Rotarians promoting the Step by Step 
project in Barbados (from l to r first row: Dr Stephan Morbach, 
Germany, Ms Simone Mc Connie, podiatrist Barbados, Mr John 
Greedy, Rotarian from RC of Ledbury, UK. 
Upper row: Mr Adrian Randall, Rotarian from RC Barbados 
South and Dr Karel Bakker, Chair IDF Cons Section / IWGDF, 
the Netherlands.

Mr Neil Baker, podiatrist, UK and Professor Vilma Urbancic, 
 Slovenia, teaching participants on the first course at the BVI  
(the Britisch Virgin Islands) September 2009

Faculty and 
 participants  
at the BVI.
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John MacDonald
MD, FACS

Past President of AAWC

trappermac@aol.com
Chronic wounds (sometimes referred to as hard-
to-heal wounds) and lymphoedema cause con-
siderable social problems and affect the quality 
of life of those affected and their families. Anxi-
ety and depression, isolation, pain, low economic 
status and disruption of family lives are just a few 
examples. The long healing periods and some-
times complications during the healing process 
frustrate both the patients and providers. The di-
rect and indirect costs of care of these conditions 
to patients and health system are considerable. 
The precise global burden of chronic wounds and 
lymphoedema is not known. International statis-
tics giving the full picture of their prevalence and 
associated disability and impairment are difficult 
to acquire. The aetiologies of these conditions 
are numerous with regional, national and local 
specificities. However, the epidemiology and eco-
nomic burden of the chronic wounds are better 
documented in the developed world and appear 
to be high. The situation in developing countries 
remains sketchy. With the growing epidemic of 
non-communicable diseases, longer life expect-

A new global health partnership 
created to harmonize and intensify 

 actions at country, regional and global 
levels in support of optimal care for 

 people suffering from chronic wounds 
and lymphoedema. 

ancy, slow improvements of socioeconomic con-
ditions in developing countries, increasing road 
accidents and trauma, persistent and sometimes 
spread of infectious diseases that cause skin ul-
ceration and lymphoedema, the prevalence and 
impact of chronic wounds and lymphoedema are 
also likely to increase. Unfortunately, internation-
al and national efforts to address these conditions 
have not been adequate.

I. Why a new global health partnership for 
wound and lymphoedema care?
Over the past two decades, the world has seen 
tremendous medical advances in modern wound 
care and lymphoedema management, principally 
due to new scientific knowledge, techniques and 
materials. These advances have occurred mainly in 
the developed countries.  The diagnosis and treat-
ment of chronic wounds and lymphoedema, both 
primary and secondary in etiology, cuts across all 
medical specialties and all ages.  The management 
of diseases and conditions such as diabetes mel-
litus, venous ulceration, pressure ulcers, traumatic 
wounds and AIDS related wounds, have benefited 
from these sound principles of medical knowledge 
and technology. This has resulted in improved 
care and reduction in both the morbidity and 
economic burden. Additionally, it is anticipated 
that utilizing evidence-based modern wound care 
methods for lesions related to leprosy, Buruli ulcer, 
trauma and common tropical ulcers would also 
lead to significant benefits and improve outcomes.  

The growing interest in these subjects has led to 
the creation of many wound care and lymphoede-
ma associations throughout the developed world. 
These associations are both regional and country-
specific. Experts believe that modern wound care 
and lymphoedema management should be given 
a global priority in both public health and clini-
cal care so that the knowledge, techniques and 
materials could reach those in need, particularly, 
in developing countries. A global policy on wound 

Global Initiative for Wound and 
 Lymphoedema Care (GIWLC)

Mission: Working in partnership to advance the management 
of wounds and lymphoedema around the world.

Table 1. List of Partners (countries and organization) to be completed
American Association of Advancement of Wound Care (AAWC), www.aawconline.org
Asociación Mexicana para el Cuidado Integral y Cicatrización de Heridas
Canadian Association of Wound Care (CAWC), www.cawc.net
European Wound Management Association (EWMA), www.ewma.org
Handicap International, France
Medecins Sans Frontieres, Geneva, Switzerland, www.msf.ch
Netherlands Leprosy Relief (NLR), www.who.int
Oxford International Wound Healing Foundation
Wound Healing Association of South Africa (WHASA), www.whasa.org
World Health Organization (WHO), Switzerland, www.who.int
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and lymphoedema management, combined with a global 
coordination mechanism to unite all organizations, as-
sociations, industry and individuals with interest in these 
conditions would help to make further progress. 

II. What is The Global Initiative for  
Wound and Lymphoedema care?
The GIWLC is a global partnership informally launched 
in October 2008 in Geneva, Switzerland with the mission 
to work in close partnership to accelerate efforts to advance 
the modern principles of wound care and lymphoedema 
management, especially, in resource-poor nations. It was 
formally launched at a third meeting in Geneva, Switzer-
land in October 2009.

The objectives of the initiative :
1. To raise awareness of the importance of chronic 

wounds and lymphoedema, and their economic and 
social impacts.

2. To develop a global policy on modern wound and 
lymphoedema management.

3. To support countries to develop their capacities to 
utilize the current knowledge and technology on 
wound and lymphoedema to treat people affected. 

4. To contribute to strengthening the health systems 
in affected countries at all levels in order to achieve 
objective #3.

5. To support research aimed at improving the manage-
ment of chronic wounds and lymphoedema.

III. Who is in the Global Initiative for Wound and 
Lymphoedema Care?
The GIWLC is open to partner countries, international 
health organizations, nongovernmental organizations 
(NGOs), health professional associations, academic and 
research institutions, and individuals interested in advanc-
ing wound and lymphoedema management worldwide. 
Details of current members can be found in Table 1. The 
work of GIWLC will be guided by an Advisory Commit-
tee made up of representatives of the various partners and 
selected experts.

IV. What does GIWLC offer?
The GIWLC provides a forum through which members 
can combine their strengths and implement solutions that 
no one partner could achieve alone. The GIWLC mission 
emphasizes six key pillars:
1. Advocacy: raising the profile of chronic wounds and 

lymphoedema in order to attract the attention of 
health policy makers to ensure that these conditions 
are better positioned within health and development 
agenda. 

2. Resource mobilization: devising innovative and 
attractive strategies to raise financial and material 
resources from both public and private sources to 
support the activities of the initiative.

3. Global Coordination and networking: a small 
Secretariat dedicated to developing, managing and 
nurturing the Initiative an important global entity 
in wound and lymphoedema.

4. Country support: supporting countries to develop 
the capacities of their health systems to provide 
 integrated wound and lymphoedema care at all 
 levels.

5. Effective interventions and research: promoting 
and guiding the use of evidence-based, cost-effective 
 interventions and products. 

6. Monitoring and evaluation – assessing progress 
through data analyses, country visits and stakeholder 
meetings.

V. What has the GIWLC accomplished to date?
1. Two major meetings held in 2007 and 2008 to 

gradually develop the concept of the GIWLC and 
establish a network of interested parties.

2. A White Paper titled “Best Practice Recommenda-
tions for Wound and Lymphoedema Management” 
developed and expected to be published in by 
WHO in 2010.

3. Assessment of wound and lymphoedema care and 
related issues completed in 4 countries – Cameroon, 
Ghana, Sierra Leone and Uganda. 

VI. Expected impact
1. Global and national awareness of wound and 

 lymphoedema improved and the work of partners 
enhanced;

2. Global coordination mechanism established among 
all those with interest in wound and lymphoedema 
issues to advance the work along agreed priorities;

3. Wound and lymphoedema management established 
across related diseases at all levels of the health care 
system and also used to contribute to strengthening 
the health system.

4. Better management of chronic wounds and 
 lymphoedema in accordance with evidenced-based 
modern principles to improve the quality life of 
 affected people.

5. Enhanced documentation and better understanding 
of chronic wounds and lymphoedema including 
their social and economic impacts.

6. Close and mutually beneficial relationship 
 established with industry to advance the efforts. m
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International Wound Journal, Vol. 6, Issue 4, 2009
http://www3.interscience.wiley.com/journal/117982033/home

Vacuum-assisted closure of laparostomy wounds: a critical 
review of the literature
Philip Stevens
Definition of infection in chronic wounds by Dutch nursing 
home physicians
AALM Rondas, JMGA Schols, EE Stobberingh, PE Price
Case reports on the use of antimicrobial (silver impregnated) 
soft silicone foam dressing on infected diabetic foot ulcers
Jasper WK Tong
Point prevalence of wounds in a sample of acute hospitals in 
Canada
Theresa Hurd, John Posnett
The use of Urgotul™ in the treatment of partial thickness 
burns and split-thickness skin graft donor sites: a prospective 
control study
Pearlie WW Tan, Wong Chin Ho, Colin Song

English
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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.

Advances in Skin & Wound Care, vol. 22, no 9, 2009
www.aswcjournal.com

Risk Factors for Pressure Ulcers
Seray Külcü Çakmak, Ülker Gül, Sumru Özer, Zuhal 
Yiğit, Müzeyyen Gönü
Interventional Patient Hygiene for the Wound Care 
Professional
Maryanne McGuckin, Alfonso Torress-Cook
Skin Care and Pressure Ulcers
Carol Dealey

English

Dutch Journal of Woundcare NTVW, Vol 4. no 9, Sep. 2009

Laser Dopler Imaging crucial in the definition of the depth 
of burns
Interview Henk Hoeksema, Brandwondencentrum UZ Gent, 
Belgium
Unknown makes unliked: The making of regional gudelines 
in the treatment of pressure ulcers in the Amsterdam 
Region, The Netherlands

‘Trust can only be earned by hard work’ 
Interview Guy Dubocage, independent home care nurse, 
Wevelgem, Belgium
Product in Practice: Specialized products for the care of 
enterocutane Fistula

Scientific summary: Negative Pressure Darwinism: Survival 
of the Fittest Paradigm

 Volume 8, no 2, May 2008 
Treatment of chronic wounds with autologous  
platelet-rich plasma
Marcus Gürgen
Polyhexanide (PHMB) and Betaine in wound care management
Kurt Kaehn, Thomas Eberlein
Patients’ experience of  wound-related pain:
An international perspective
Elizabeth J Mudge
Efficacy of honey as a desloughing agent: 
overview of current evidence
Georgina Gethin

Acta Vulnologica vol. 7, no 3, 2009

Ulcerdays 2009
Petrella F.
La terapia compressiva nel trattamento delle ulcere cutanee
Mosti G., Mattaliano V., Polignano R., Masina M.
Ozone efficacy assessment in chronic venous skin lesion repair
Petrella F., Nebbioso G.
Antimicrobial efficacy of a DACC medication:  
an observational study
Cassino R., Ippolito A. M., Moffa F., Pittarello M., Ricci E.
Dialysis and wound-care
Balduzzi E., Bauducco M., Castagna S
The resource impact of wounds on healthcare providers  
in Europe
Posnett J., Gottrup F., Lundgren H., Saal G.

English

Helcos vol. 20, no 3, 2009

Effectiveness of Safetac® technology for reducing wound-
related pain: a significant factor in delayed healing and 
increased treatment costs 
R. White, A. Blanco Valdehita
Prevention and care in pressure ulcers. Where are we?
J.A. Hernandez Ortiz

Spanish
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Eucomed – Advanced Wound Care Sector (AWCS).  
Positioning of advanced wound care
Hans Lundgren
A Laboratory Survey of the Antimicrobial Properties of    
Honey-Containing Dressings
Rowena Jenkins
Topical negative pressure versus  conventional treatment of 
deep sternal wound infection in cardiac surgery
Martin Šimek
Quality of Life in the Patients with Chronic Leg Ulcers  
– A Preliminary Report
Veronika Slonkova
Compression therapy for venous leg ulcers  
– how to get more value for money
Susan F. Jørgensen
Abstracts of recent  Cochrane Reviews
Sally Bell-Syer
The EWMA University Conference Model:  
Lessons learned from Lisbon
Zena Moore

Volume 9, no 1, January 2009

Wound related pain: evaluating the impact of education on 
nursing practice
Helen Hollinworth
Safety and efficacy of a dermal substitute in the coverage of 
cancellous bone after surgical debridement for severe diabetic 
foot ulceration
Carlo Caravaggi, Adriana Barbara, Sganzaroli, Ileana Pogliaghi, 
Paola Cavaiani, Matteo Fabbi, Ferraresi Roberto
Does surgery heal venous ulcers?
Giorgio Guarnera
The CEAP classification and its evolution
Pier Luigi Antignani, Claudio Allegra
The role of incompetent perforators
Olle Nelzén
Hemodynamic patterns of  venous reflux in patients  
with leg ulcers
Hugo Partsch
Combined superficial and deep vein reflux in venous ulcers: 
operative strategy
Giorgio Guarnera, Zena Moore

Volume 9, no 2, May 2009

A simple guide to  randomised control  trials in wound care
Carolina D Weller
New HydroBalance concept tested in the primary health  
care sector – an impartial study of the  HydroBalance concept 
in the  community of Sorø in Denmark
Rie Nygaard, Susan F. Jørgensen
Synthesizing data from  qualitative  research
Michelle Briggs
A methodology for evaluating wound care technologies  
in the context of  treatment and care
Patricia R Grocott, Natasha C Campling
RUT – a winning concept for both  patients and  
the health care sector
Rut F Öien
Opinion Paper: Does wound care  require an  alternative to  
the  randomised trial to evaluate product effectiveness?
Peter Vowden
The first record in the literature about pressure ulcers:  
The quran and sacred books of christians
Ali Barutçu
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Wound Repair and Regeneration, vol. 17, no 5, 2009

Preliminary development of a diabetic foot ulcer database 
from a wound electronic medical record: A tool to decrease 
limb amputations
Michael S. Golinko, et al.
Guideline concordant venous ulcer care predicts healing in 
a tertiary care Veterans Affairs Medical Center
Jonathan M. Olson, et al.
The value of a wound score for diabetic foot infections in 
predicting treatment outcome:Aprospective analysis from 
the SIDESTEP trial
Benjamin A. Lipsky, et al.
African Americans show increased risk for pressure ulcers: 
A retrospective analysis of acute care hospitals in America
Mary Fogerty, et al.
A multicenter clinical trial of recombinant human GM-CSF 
hydrogel for the treatment of deep second-degree burns
Liping Zhang, et al.
Loss of viability and induction of apoptosis in human kerati-
nocytes exposed to Staphylococcus aureus biofilms in vitro
Kelly R. Kirker, et al.
Homeostasis of the epidermal barrier layer: A theory of 
how occlusion reduces hypertrophic scarring
Kristina D. O’Shaughnessy, et al.
Differential expression of matrix metalloproteinases and 
tissue inhibitors of metalloproteinases in anterior cruciate 
ligament and medial collateral ligament fibroblasts after a 
mechanical injury: Involvement of the p65 subunit of NF-kB
Zhenyu Tang, et al.
Wound healing in oral mucosa results in reduced scar 
formation as compared with skin: Evidence from the red 
Duroc pig model and humans
Joyce W. Wong, et al.
HaCaT keratinocytes in co-culture with Staphylococcus 
aureus can be protected from bacterial damage by poli 
 hexanide
Cornelia Wiegand, et al.

English

Wund Management, vol. 3, no 5, 2009 
English abstracts are available from www.mhp-verlag.de

Avoidance strategies with regard to major amputation – 
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A. Risse, H.-U. Clever
Avoiding major limb amputation by invasive vascular therapy
W. Lang, R. Zimmer
Role of prostaglandins and autologous stem cell therapy in 
patients with critical limb ischemia
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Woundmanagement after minorampuation and resection in 
the border zone of vital tissue
H. J. Herberhold, M. Schoeneich, M. Bertolini, W. Tigges
Second opinion and register of amputation – Reduction of 
major amputation in Germany?
W. Tigges, E. S. Debus
Case history: Successful sanitation of MRSA-contaminated 
chronic skin wounds by using a PHMB-containing wound 
dressing
T. Eberlein 

German

Wounds (SÅR) vol. 17, no 3, 2009
www.saar.dk

Intra-operative wound dressing – Hydrobalanced cellulose  
based product with polyhexamethylen biguanid
Anna Marie Nielsen, Åse Fremmelevholm
Marjolin’s ulcus: a rare differential diagnosis for leg ulcers
Marcus Gürgen, Irina Schønhardt
Vacuum therapy for diabetic foot ulcers
Bodo Günther 
Combining local steroids and antimicrobial agents in the treat-
ment of chronic leg ulcers – experiences from Oxford, England
Shirin Eskeland

Scandinavian

Journal of Wound Care, April issue, vol. 18, no 9, 20098
www.journalofwoundcare.com

Review of the relationship between stress and wound healing
K. Solowiej, V. Mason, D. Upton 
A joint collaboration: international pressure ulcer guidelines
C. Dealey 
Malignant fungating wounds: managing malodour and 
exudate
S. Alexander 
An in vitro evaluation of the cell toxicity of honey and silver 
dressings
D.F. Du Toit, B.J. Page 
Does liquid tissue adhesive increase satisfaction with wound 
and stoma management after surgery? 
M.I. Aslam, D.C. Hunter 
Retrospective review of the use of daptomycin for diabetic 
foot infections
K. Johnson, K.C. Lamp, L.V. Friedrich

English

Tidskriften Sår vol. 3, no 2, 2009

“Lucilia Sericata” cultivated at Sahlgrenska University 
Hospital – a success story  
Scientific perspectives of wound care research  
Treatment of patients with deep sternal wound infection: 
The “Lunda method” at Lund University Hospital in Sweden  
Case report: larvae treatment  
Case report: leg ulcer

Swedish

Journal of Tissue Viability, vol. 18, no 32, 2009

Tissue viability – Growing stronger or growing stale?
Michael Clark
Patient-specific modeling of deep tissue injury biomechanics in 
an unconscious patient who developed myonecrosis after 
prolonged lying
Eran Linder-Ganz, Nogah Shabshin, Amit Gefen
Nutritional support in the treatment and prevention of pressure 
ulcers: An overview of studies with an arginine enriched Oral 
Nutritional Supplement
Jos M.G.A. Schols, Hilde Heyman, Erwin P. Meijer
Do maggots have an influence on bacterial growth? A study on 
the susceptibility of strains of six different bacterial species to 
maggots of Lucilia sericata and their excretions/secretions
G. Cazander, K.E.B. van Veen, A.T. Bernards, G.N. Jukema
Hemicellulose dressing versus rayon dressing in the re-epitheli-
alization of split-thickness skin graft donor sites: a multicenter 
study
Lydia M. Ferreira, Leila Blanes, Alfredo Gragnani, Daniela F. 
Veiga, Frederico P. Veiga, Gilka B. Nery, Gustavo Henrique H.R. 
Rocha, Heitor C. Gomes, Mario G. Rocha, Regina Okamoto
Progression of pressure ulcer to vesico-cutaneous fistula
Anmar M. Nassir, David Bell

English

Phlebologie, April, 2009

Differences in the ankle  range of motion

Skin blood flow in patients suffering from chronic leg ulcers

Histology of a varicose vein treated with RFITT

English

International Journal of Lower Extremity Wounds vol. 8, no 3, 2009
http://ijlew.sagepub.com

Effectiveness and Safety of a Novel Gel Dressing in the Manage-
ment of Neuropathic Leg Ulcers in Diabetic Patients: A Prospective 
Double-Blind Randomized Trial 
L. Abbruzzeseet al. 
Necrotizing Soft-Tissue Infections in the Feet of Patients With 
Diabetes: Outcome of Surgical Treatment and Factors Associated 
With Limb Loss and Mortality 
Javier Aragón-Sánchez, et al. 
Evaluation of the Healing Potential of Schrebera swietenioides in 
the Dexamethasone-Suppressed Wound Healing in Rodents
Amol S. Rasal, et al. 
A Multidisciplinary Diabetic Foot Protocol at Chiang Mai University 
Hospital: Cost and Quality of Life
K. Rerkasem, et al.
Hemipelvectomy and Reconstruction in a Patient With Advanced 
Marjolin’s Ulcer: A Case Report
Bruno Carlesimo, et al. 
Panniculitis Ossificans of the Lower Leg
Uwe Wollina, et al. 
The Potential Role of Magnetic Resonance Imaging in Patients with 
Hansen’s Neuropathy of the Feet: A Preliminary Communication 
Frederik J. Slim, et al.

English
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In February 2009, the EWMA Patient Outcome 
Group (EWMA POG) conducted a small survey 
with the objective to examine the existence of 
 national clinical guidelines for wound manage-
ment in Europe. Respondents to the survey were 
representatives of the EWMA Cooperating 
 Organisations. Representatives from 26 different 
European countries responded.

What is a guideline?
Through an examination of the guidelines referred 
to by respondents of the survey, it was found that 
respondents did not have a common understand-
ing of how a guideline is defined. There was a gen-
eral confusion regarding the difference between 
a consensus document and a practical evidence 
based guideline among the respondents. In ad-
dition, some of the guidelines referred to include 
no information about the basis of the guideline 
(references, level of evidence etc.) and the level of 
detail and methodology varied. 

Limited knowledge about international guide-
lines
Very few respondents referred to the existing inter-
national or European guidelines for various types 
of wounds. This indicates that these guidelines 
are still in need of an improved implementation 
effort. 

The survey also showed that not many real 
clinical guidelines are implemented on a national 
level. In several cases respondents were uncertain 

as to whether the guidelines used at their institu-
tion were nationally implemented or whether they 
were based on a locally defined best practice. In 
many cases the latter was found to be the case. 

Most guidelines on pressure ulcers
The table below shows the number of guidelines 
for the various chronic wound conditions in use 
in the responding countries. In many cases, these 
showed to include only local guidelines instead of 
nationally implemented guidelines, but the table 
does indicate that more guidelines are used for 
pressure ulcers and diabetic ulcers compared to 
leg ulcers. 

Fig 1: EWMA survey on treatment guidelines,  
February 2009

National guideline for  
the following chronic wound 
conditions

Yes No

Prevention and/or treatment 
of pressure ulcers

13 countries 10 countries

Prevention and/or treatment 
of diabetic foot ulcers

8 countries 18 countries

Prevention and/or treatment 
of leg ulcers

3 countries 15 countries

Prevention and/or treatment 
of other types of ulcers

1 country 20 countries

Lack of consistent implementation efforts
In addition to the uncertainty about the national 
status of the guidelines in use, comments showed a 
lack of a structured approach to implementation. 

 “I think that the degree of implementation is 
very low and only locally.”

 (Survey respondent, Spain)

 “There are inconsistencies in the use of guide-
lines between differing localities. Some areas 
embrace their use, others still carry on familiar 
practices regardless. Implementation of guide-
lines is normally cascaded through TVNs by 
educational workshops and link nurses.”

 (Survey respondent, UK)

Jan Apelqvist
MD, PhD

Member of the 
EWMA Patient 

Outcome Group

University Hospital of 
Malmö

Department of 
 Endocrinology  

Sweden
 

jan.apelqvist@skane.se

Survey on the use of 
Clinical Guidelines in 
European Wound Management

What is a guideline?
Clinical practice guidelines are ‘systematically 
 developed statements to assist practitioner and 
 patient decisions about appropriate health care for 
specific clinical circumstances’. Their purpose is  
‘to make explicit recommendations with a definite 
intent to influence what clinicians do’. 

The AGREE Instrument, 2001
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Other comments showed an acknowledgement 
of existing international guidelines and national 
implementation of these. At the same time, a poor 
implementation rate was expressed:

 “Most guidelines are inspired or taken from 
international guidelines. Rate of implementa-
tion is low for DFU, rather high for PU.” 
(Belgium)

The lack of a structured approach to implementa-
tion leads to guidelines collecting dust instead of 
making a difference in the daily clinical practice 
and giving justice to the many hours spent pro-
ducing the guidelines. 

The EWMA POG actions
As a consequence of the survey results, the EWMA 
POG will work towards an increased knowledge 
about the development and use of guidelines 
within wound management in Europe. 

First actions will be 
n To provide wound management specialists 

in Europe with a guideline skeleton to sup-
port the development of national guidelines, 
based on existing knowledge and interna-
tional guidelines.

n To offer a “Clinical Guideline Workshop” 
during the next EWMA conference (The 
EMWA 2010  conference in Geneva, Swit-
zerland, 26-28 May) m

Guideline assessment

In the AGREE Instrument, the following is stated 
about guideline quality:
 
By quality of clinical practice guidelines, we mean 
the confidence that the potential biases of guideline 
development have been addressed adequately and 
that the recommendations are both internally and 
externally valid, and are feasible for practice. This 
process involves taking into account the benefits, 
harms and costs of the recommendations, as well 
as the practical  issues attached to them. 

The AGREE Instrument, 2001

Several instruments have been developed to assess 
the quality and adaptation of guidelines:

n The AGREE Instrument: Focus on clinical 
 guideline quality. Can be downloaded at  
www.agreecollaboration.org/instrument

n ADAPTE Adaption: Focus no adaption and /or 
modification of guidelines. Information at  
www.adapte.org/rubrique/guideline-adaptation.
php 

Some existing international / European  
clinical guidelines

n EWMA Position Documents (various topics) 
www.ewma.org 

n European Pressure Ulcer Advisory Panel (EPUAP) 
/ National Pressure Ulcer Advisory Panel  
– International Pressure Ulcer Guidelines 
www.epuap.org

n International Consensus on the Diabetic Foot 
& Practical Guidelines on the Management 
and Prevention on the Diabetic Foot By the 
 International Working Group on the Diabetic 
Foot – www.idf.org 

n International Compression Club (ICC) Guidelines 
www.icc-compressionclub.com

n NICE Guidelines on Subfascial endoscopic 
 perforator vein surgery – www.nice.org.uk 

n The Care of Patients with Chronic Leg Ulcer by 
the Scottish Intercollegiate Guidelines Network 
(SIGN) – www.sign.ac.uk

n Best Practice for the Management of 
Lymphoedema By the International 
Lymphoedema Framework – www.intlf.org

EWMA
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The EWMA Cooperating Organisations consti-
tute a very essential part of EWMA. Currently 
46 national associations are listed as cooperating 
organisations of EWMA. 

In addition to the activities with the cooperating 
organisations, EWMA focuses on an increased in-
ternational collaboration which will be achieved 
through the establishment of collaboration agree-
ments with “International Partner Organisations” 
around the world. These are defined as organi-
sations that work internationally and represent 
health care professionals and / or health care insti-
tutions, including national wound organisations 
based in countries outside Europe. The aim is to 
collaborate on strategic issues such as:
n Increasing the awareness of wound healing 

and management issues;
n Networking with organisations active in 

thematic issues related to wound healing 
and management;

n Scientific cooperation and exchange of 
 presentations at conferences.

 EWMA

EWMA FOCUS

International Collaboration
The Association for the Advancement of Wound 
Care (AAWC) (based in the USA) was the first 
organisation to sign an International Partner 
 Organisation Agreement with EWMA. The 
AAWC is presented on p. 50. Since then, the 
New Zealand Wound Care Society (NZWCS), 
the Brazilian Wound Management Association 
(Sociedade Brasileira de Enfermagem em Feridas 
e Estética (SOBENFeE) and Debra International 
have followed.

This increased international collaboration is al-
ready proving fruitful, as new opportunities for 
collaboration on international projects emerge 
– e.g. see p. 42 about the Global Initiative for 
Wound and Lymphoedema Care (GIWLC).

For more information about EWMA and its 
 cooperating partners please visit www.ewma.org
 m

Association for the 
Advancement of Wound Care 

(AAWC)

New Zealand 
Wound Care Society 

(NZWCS)

Brazilian 
Wound Management Association 

(SOBENFeE)

Debra International
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AAWC is excited about the new collaboration 
with EWMA. We’d like to take the time to tell 
readers about our organization. We encourage you 
to contact us at info@aawconline.org if you have 
questions or comments related to our Association. 
We also encourage you to join us in our mission to 
build a collaborative community around the world 
to facilitate optimal care for patients with wounds. 
You can join AAWC online at www.aawconline.
org.

The following are several of 
AAWC’s current endeavors:

AAWC’s Wound Care Specialty Council (Woc-
Spec). AAWC provides timely information on US 
governmental and regulatory changes via email 
alerts to its members as a valuable benefit to those 
members within our country. For those members 
outside of the US, these alerts serve as a means to 
understanding differences among our countries, 
of which many international members find in-
teresting. 

The council has departments tackling issues and 
affecting decisions made regarding wound care by 
US agencies such as the Center for Medicare and 
Medicaid Services (CMS), Federal Drug Admin-
istration (FDA) and others. 

The AAWC has also established venous ulcer 
guidelines as well as is currently working on a 
content-validation of an evidence-based set of 
pressure ulcer guidelines. AAWC’s goal is to pub-
lish “guidelines of recognized guidelines.” Our 
guidelines team compares all the available guide-
lines they can find and analyzes each one in terms 
of the best, most current available evidence found 
in the literature. Our goal is to help improve con-
sistency and quality of care by providing a resource 
of the best available evidence for all aspects of 
venous and pressure ulcer assessment, prevention 
and treatment facilitating selection of criteria for 
development of individual protocols consistent 
with each professional setting and patient popu-
lation.

We believe in the “power of many” approach. 
Collaboration among all healthcare settings and 
professionals provides the best assurance for con-
sistent standards of practice and improved out-
comes regarding pressure ulcer management. We 
are moving toward completion of our pressure 
ulcer guidelines and thank the National Guideline 
Clearinghouse, the NPUAP, EPUAP and authors 
of all current published guidelines for their prior 
work that has enabled and informed the project.

AAWC Global Alliance- Healing Together
The AAWC Global Alliance was established in 
2006 in cooperation with Health Volunteers 
Overseas (HVO). The alliance is the first non-gov-
ernmental organization specifically devoted to the 
education and training of clinicians in resource 
poor nations. Contributions received from wrist-
band sales at each SAWC conference combined 
with direct AAWC financial support sustains the 
program. The alliance’s mission is to fund initial 
site visits by recognized experts in wound care 
and lymphedema management. These site visits 
are designed to evaluate local facilities, review the 
state of clinical management, and to select local 
clinicians who will act as “champion” sponsors. 
These sponsors, in cooperation with HVO, then 
coordinate the logistics, housing, and agenda for 
follow up-volunteers. The volunteers are selected 
on the basis of clinical and teaching experience 
and most often enjoy visits of 7 to 10 days teach-
ing and mentoring. We are very pleased to report 
that the program has been a great success and that 
the reported experience of the volunteers is most 
often described as “life changing!”

To date, we have completed initial site visits to 
the following locations: Phnom Penh, Cambodia; 
Siem Reap, Cambodia; Lima, Peru; Vellore, India; 
Vieux Fort, St. Lucia; Accra, Ghana; and Kam-
pala, Uganda. The sites in Ghana and Uganda will 
be ready for volunteer assignment in early 2010.

To date, there are 230 clinicians representing 
wound care and/or lymphedema in our database. 
For further information on what you need to do 
to participate in a life-changing experience, go to 

News from the Association for 
the Advancement of Wound Care

For more information please 
contact:

Tina Thomas
Executive Director

AAWC Business Office
+1 610-560-0500, ext. 223

tthomas@aawconline.org
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www.aawconline.org and read about the Global Alliance. 
After all, the meaning of life is to live a life with meaning. 
Now is your chance to make a difference.

Advancing the Practice (ATP) at AAWC’s Website
Each month, we add approximately 150 new stories and 
articles to our website for anyone in the world to review. 
Topics include wound treatment and prevention, infec-
tion control, diabetes management, psychosocial issues, 
lymphedema, international health, cutting-edge bench 
research, and healthcare reform. 

We have more than 32 guidelines and consensus state-
ments for available for reference. Our research page has 
tools for clinicians and researchers at all levels: Basics on 
reading a paper and statistics for the novice clinician, or 
methodology issues, ethics, and funding resources for the 
experienced researcher. We have a collection of toolkits 
relating to pressure ulcer prevention on our “resources” 
page. Other toolkit topics include ethics and cultural 
competence.

Each month, 2000 people from more than two-dozen 
countries, visit the site to advance their practice. Details 
can be found at  www.aawconline.org and then selecting 
the top left box to enter the ATP section of our website.

Patient Initiative
AAWC is leading a patient initiative to attract more patient 
members and to provide them with a much needed voice. 
This group will include patients with all types of wounds, 
including venous, arterial, diabetic, post-surgical, pressure, 
skin tears, and atypical wounds. One challenge is to help
people with these various wounds see that they are all 
suffering with the same problem — an open lesion in the 
skin that is often unrecognized as a major health issue.

Educational Materials 
The AAWC Public Awareness Task Force (PATF) is a mul-
ti-disciplinary panel of members commissioned in 2002 to 
develop and implement an ongoing campaign to increase 
the knowledge of the general community of the exist-
ence of the association and its members and the science of 
wound healing. In 2003, the task force’s goal was develop-
ing and publishing a series of educational brochures and 
posters, each with a focus on distinct skin issues.

There are three brochures available. The “ABCs: Abrasions, 
Bruises, Cuts, Skin Tears” was published in two versions: 
one directed at the general public and one specifically for 
clinicians. The second brochure in the series “The Skin 
You’re In” outlines the general precautions as well as spe-
cial care and cautions that need to be taken for skin when 
weather changes seasonally.

Just recently, AAWC launched a third brochure, “Dress 
and Compress for Success.” This is a patient guide for 
healing venous ulcers. All of these brochures are available 
to download for free at www.aawconline.org under Profes-
sional Resources.

AAWC is Creating a Wound Care Glossary
The Quality of Care Task Force has been diligently work-
ing on a wound care glossary. Because the same wound 
care term can mean different things to different people, 
the task force has been researching the literature and has 
now defined over 300 words. This glossary will be available 
for purchase at the AAWC website in the future. m

EWMA values your opinion 
and would like to invite all readers to 

participate in shaping the organisation.
Please submit possible topics for 

future conference sessions.
 EWMA is also interested in receiving 

book reviews, articles etc.

Please contact the EWMA Business Office at 
ewma@ewma.org
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Sue Bale
EWMA Recorder

sue.bale@
gwent.wales.nhs.uk

The EWMA 2009 conference was held 20-
22 May at Helsinki Exhibition & Con-
vention Centre in Helsinki, Finland. It 

was organised in cooperation with the Finnish 
Wound Care Society (FWCS) and the theme of 
the conference was:

HELP in HELSINKI
HEALING
EDUCATING
LEARNING and
PREVENTING in wound care

The conference was attended by just over 2000 
participants mostly from all over Europe, but there 
were also participants from as far away as Aus-
tralia, Israel, Saudi Arabia and the USA among 
others. In total, 65 countries were represented at 
the conference.

A WIDE VARIETY OF TOPICS IN  
THE CONFERENCE PROGRAMME
The EWMA conference is now very much more 
than scientific presentations and educational 
courses. It is a platform for networking, for re-
search groups to meet, for committees to take im-
plementation projects forward, but it is also still 
a very important forum for scientific and clinical 
exchange of knowledge. 

Therefore, EWMA is very please that the Eu-
ropean Tissue Repair Society (ETRS) and the 
Diabetic Foot Study Group (DFSG) contributed 
with sessions on “Basic and clinical science” and 
“Diabetic Foot Guidelines” respectively.

In total, more than 600 scientific presentations 
were given at the conference by International key 
speakers, free paper presenters, poster presenters, 
workshops, and satellite symposia. 

Abstracts from almost all of them can be 
downloaded from the EWMA web site www.
ewma.org, where you will also find photos from 
the conference. 

SYMPOSIUM IN RUSSIAN
Since the conference was held in Finland, EWMA 
decided that it would be a good opportunity to 
have a symposium primarily for Russian-speaking 
doctors and nurses. The symposium was organised 
in cooperation with Rytis Rimdeika, Lithuania 
and the programme offered presentations on top-
ics such as Autolytic debridement, Moist Wound 
Healing, Growth Factors and Stem Cells among 
others. Based on the interest and feedback from 
the participants, it is evident that a good plat-
form for further development in Russian speaking 
countries has been established. 

THE COOPERATING ORGANISATIONS 
BOARD MEETING
The EWMA Cooperating Organisations, pres-
ently 46, constitute a very essential part of EWMA 
and the Cooperating Organisations Board Meet-
ing gathered Presidents and international repre-
sentatives from all over Europe.

The objective of the meeting is twofold; 
1) to discuss future collaboration with and 

among the Cooperating Organisations 
2) for the participants to network with 

 colleagues from other European countries. 

EWMA has recently increased its focus on inter-
national collaboration and is currently working 
on establishing collaboration with “international 
partner organisations” around the world. For this 
reason, EWMA had invited Douglas McDonald, 
Past President of the American Association for 
the Advancement of Wound Care (AAWC) and 
Rob Snyder (AAWC) to present at the Cooper-
ating Organisations Board Meeting. It was very 
interesting to learn about their approach and to 
investigate opportunities for collaboration.

EWMA 2009
The 19th EWMA Conference 
– HELP in Helsinki

EWMA

EWMA2009 · 20-22 May
Helsinki · Finland
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THE EWMA  
UNIVERSITY CONFERENCE MODEL
The work on education activities coordinated by 
the Education Committee, chaired by Zena Moore, 
remains central to EWMA. Many courses around 
Europe are built on the EWMA Modules and 
endorsed by EWMA. Furthermore, the EWMA 
UCM (University Conference Model) which start-
ed in Glasgow in 2007, and ran for the 3rd time at 
the EWMA Conference in Helsinki has become a 
very important part of the EWMA education ac-
tivities. From the feedback from the students who 
participated this year it is evident that they find it 
valuable and relevant for their education in wound 
management and wound care. More information 
on the EWMA website: www.ewma.org/english/
education/ewma-ucm.html

EWMA2009 · 20-22 May
Helsinki · Finland

EWMA 2009

 EWMA President 
Marco Romanelli  
welcomes participants to  
the Conference Dinner.

 Chairmen of the Local 
 Organising Committee of 
the EWMA 2010 Conference, 
Severin Läuchli & Hubert 
Vuagnat, invite participants 
to attend the conference in 
Geneva, Switzerland.
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GREAT INTEREST FROM THE INDUSTRY
Again this year, the conference attracted a great number 
of exhibitors from all over the world.
In total, 69 companies had a stand in the exhibition and 
out of these 16 companies (international) exhibited for 
the first time at a EWMA Conference. 

The feedback from the industry has been very positive and 
EWMA is looking forward to continuing its collaboration 
with the exhibitors, whose contributions are essential and 
without which the conference would look very different. 
Furthermore, the exhibitors at the EWMA conference 
also provide very valuable information to the participants 
presenting them to the latest technologies and products 
within wound management and wound care. 
 
We look forward to welcoming you to the next EWMA 
conference in Geneva, Switzerland, 26-28 May 2010. 
www.ewma.org/ewma2010

EWMA
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CROSS-SECTIONAL SURVEY OF 
THE  OCCURRENCE OF CHRONIC WOUNDS
 WITHIN THE CAPITAL REGION IN FINLAND
Aim and methods: The aim was to find out the number 
of patients with chronic wounds in Helsinki, Espoo and 
Vantaa (the capital region in Finland). The survey was 
made cross-sectionally during one day in December 2008. 
It included all patients in primary health care wards, health 
centres and home care as well as in hospital wards and 
out-patient clinics. Questionnaires were sent to 765 units.

Results: A total of 458 questionnaires (60%) were re-
turned. A total of 1118 patients with chronic wounds were 
encountered. 627 (56%) of them were institutionalized. 
Primary health care reported a chronic ulcer prevalence 
of 0.09% in the Capital region.

Twenty-three percent were pressure ulcers, 12% ve-
nous, 11% diabetic, 11% unhealed operative, 7% ischae-
mic, 22% multifactorial and 14% unclear wounds. 36% 
were situated in the feet or at the ankle level, 27% in the 
legs and 19% in the back, hips or buttocks.

Conclusions: The incompleteness of the data may cause 
bias as only primary health care has reported adequately. 
Yet, most of the units within secondary health care do 
not deal with wounds and the share of private institutions 
is rather small. When compared to previous data 32% 
increase in chronic wounds was observed in Helsinki in 
10 years. The number of pressure ulcers seemed to be 
decreasing, whereas the number of venous, diabetic and 
ischaemic, often included in the multifactorial group, was 
increasing.

EFFECTIVENESS OF IODINE IN WOUND CARE:
A SYSTEMATIC REVIEW

Aim: In our present-day antiseptic arsenal, Iodine is prob-
ably best known. However, the use of Iodine has been 
discouraged because some reports have stated it would 
inhibit wound healing or produce serious side effects. We 
performed a systematic review to discover whether Iodine 
might really be a relatively inferior product.

Methods: All randomised controlled trials assessing the 
effects of Iodine on at least wound healing or bacterial 
load were searched in the major medical databases until 
August 2008. Two authors independently performed trial 
selection, quality assessment, and data extraction.

Results: We identified 29 publications on 27 trials, com-
prising chronic wounds (n=12 trials), pressure sores (n=4), 
acute wounds (n=7), burn wounds (n=3), and skin grafts 
(n=1), totalling 4495 patients. Overall trial quality was 
poor. Due to clinical heterogeneity, meta-analysis was 
impossible. Altogether, wound healing time or bacterial 
counts were similar among (cadexomer) Iodine and other 
(antiseptic) products. Individual trials showed Iodine was 
superior to paraffin dressings, dextranomer, zinc paste, and 
local antibiotics, but inferior to crude honey regarding 
time to wound healing. Iodine did not cause more side 
effects, like pain or allergic reactions, than other antisep-
tics. Overall and product cost comparisons showed no 
consistent differences.

Conclusions: This review shows evidence that Iodine is 
neither inferior nor superior in promoting wound healing 
compared to other (antiseptic) wound care products. Its 
use does not lead to more adverse events or higher costs 
than other products, but has a broad antimicrobial effect. 
So, Iodine (again) deserves a prominent place among other 
antiseptic agents.

Presented at the 
19th Conference 
of the European 

Wound management 
Association

20-22 May 2009
Helsinki, Finland

The EWMA First Time Presenter Award was given to the following presenters:

First time presenter: 
Stijn Westerbos, 
Amsterdam, Netherlands

First time presenter: Anita Mäkelä, 
Department of Vascular Surgery, 
Helsinki University Central Hospital,
Helsinki, Finland

EWMA FIRST TIME PRESENTER AWARDS EWMA 2009
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EWMA POSTER AWARDS

Paula Ashforth (Finland): A Change Management Process of 
a Pressure  Ulcer Risk Assessment Tool in a Neuro-Disability 
Health Care Setting

Stella Amesz, Louk P van Doorn, Michiel Leijnen, Pascal Steenvoorde 
(Netherlands): Variability in Wound Phase Assessment Among 
 Experts and Non-Experts Using the Rijnland Wound Model 

Gerard Koel, Fritz Oosterveld (Netherlands): 
Review. Electrotherapy for stimulation of wound healing

Britt-Susann Kvist, Gun-Lis Smeds: Complex Wounds 
– A model for the Management of Hard-to-Heal Wounds 

EWMA
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Make a difference 
in clinical practice

Make a difference in clinical practice
The most important aspect of becoming a mem-
ber of the European Wound Management Asso-
ciation (EWMA) is that it enhances your opportu-
nity to make a real difference in clinical practice 
by impacting positively on patient outcomes. It 
also gives you the opportunity to contribute to 
the drive for and development of evidence based 
clinical decision-making in wound management.

EWMA actively supports the improvement and 
development of clinical practice within wound 
management in Europe. 
 As a member of EWMA you will have a 
 direct influence on this development. Further, 
as a EWMA member you can vote and, after 1 
year’s membership, you can stand for election 
to the EWMA Council, which will give you further 
influence on the future development of wound 
management in Europe. 

Benefits of your EWMA Membership:
n You make a difference in clinical practice 

within wound management in Europe

n EWMA Journal sent directly to you 
three times a year

n EWMA news and statements send 
directly to you 

n A discount on your registration fee for 
EWMA Conferences 

n Right to apply for EWMA travel grants 

n Right to vote and stand for EWMA Council

About EWMA
The European Wound Management Association (EWMA) 
was founded in 1991 to address clinical and scientific issues 
associated with wound manage ment; represented by medi-
cal, nursing, scientific and pharmaceutical interests. 

EWMA is an umbrella organisation  linking wound manage-
ment associations across Europe. EWMA is also a multidisci-
plinary group bringing  together individuals and organisations 
interested in wound care. 

EWMA primarily reaches its  objectives by being an educa-
tional resource  providing travel grants for novice practitioners 
(for educational purposes), conferences, information and 
publications on all aspects of wound care.

Objectives
1. To promote the advancement of education and 

 research into  epidemiology, pathology, diagnosis, 
 prevention and management of wounds of all 
 aetiologies. 

2. To arrange conferences on aspects of wound 
 management throughout Europe. 

3. To arrange multi-centre,  multi-disciplinary training 
courses on topical aspects of wound healing. 

4. To create a forum for networking for all individuals  
and organisations  interested in wound management

These objectives are mainly achieved through the 42 
 Cooperating Organisations (national wound management 
 associations in Europe) of EWMA, the EWMA Education 
initiatives, the EWMA projects and the EWMA conferences. 
EWMA is the largest wound management association  
in Europe and the  annual EWMA Conferences attract  
1500-2500 participants.

Please register as a EWMA member at WWW.EWMA.ORG



EWMA

During the 19th Conference (20-22 May 
2009) in Helsinki, EWMA, in co-op-
eration with the Finnish Wound Care 

Society (FWCS), organised a Russian-language 
Symposium on wound management. This sym-
posium was planned in advance as a part of the 
program to equalize and depolarize wound care 
practises in the Western-Nordic and Eastern parts 
of Europe. 

The symposium paid special attention to Russian-
speaking and non-English-speaking physicians, 
specialist nurses and other persons interested in 
wound care who often experienced communica-
tion difficulties at the usual English-speaking sym-
posia. Simultaneous translation between Russian 
and English was provided. Due to the proximity 
of the conference venue to Russian-speaking coun-
tries, the symposium was well attended by the par-
ticipants from Russia and other eastern countries.

Wound care specialists from Denmark, Russia, 
Belarus, Ukraine, Israel, USA, and Lithuania 
presented lectures on the basics of and innova-
tions in wound management. The lectures were 
divided into two separate sessions – Debridement 
in Wound Care and Stimulation of Wound Heal-
ing. Participants at the symposium discussed ef-

ficiency of different clinical practises, the role and 
accessibility of advanced wound care in different 
economical and cultural societies, and opportu-
nities for exchange of experiences and evaluation 
of clinical practice. Special attention was paid to 
future technologies and biological methods of 
wound management – enzymatic debridement, 
usage of growth and biological factors and stem 
cells. Sessions were followed by panel discussions 
involving all participants.

The participants of the symposium evaluated it 
as a very successful event that allowed the bring-
ing together of a range of specialists from differ-
ent countries. Hopefully this will be a first step 
towards establishing new wound management 
associations in Eastern, further development of 
EWMA and expansion of its shared values. 
The organizers of the symposium would like to 
express special thanks to Professor Finn Gottrup 
(Denmark), Dr Gregory Schultz (USA), Profes-
sor Boris Paramonov (Russia), Professor Aleksey 
Alekseev (Russia), Dr Lior Rosenberg (Israel),Dr 
Leanid Rubanov (Belarus) and Professor Zbig-
niew Rybak (Poland) for their contribution to the 
symposium. 

On the behalf of organizers, 
Professor Rytis Rimdeika

Russian-language 
Wound Care Symposium 
in Helsinki

Rytis Rimdeika

President of Lithuanian 
Wound Management 
 Association

rytis.rimdeika@kmuk.lt

EWMA2009 · 20-22 May
Helsinki · Finland

Panellists of the symposium (from the left) 
Professor Boris Paramonov (Russia), Dr Leanid Rubanov (Belarus), 
Professor Aleksey Alekseev (Russia), Professor Zbigniew Rybak  
(Poland) and Professor Rytis Rimdeika (Lithuania)

Lithuanian delegation to the Symposium

EWMA 2009
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EWMA is committed to the advancement of wound care and wound 
 management in Europe and it encourages international understanding and 
learning between nurses, doctors and other healthcare workers. Therefore, 
EWMA provides travel grants to young practitioners who wish to develop their 
skills within wound care and wound management abroad. 

The travel grants will primarily be given for educational purposes or clinical 
experiences outside the applicants’ own countries. Novice practitioners have 
priority, but more experienced applicants are also accepted. 

Requirements:
• Applicants must have been a member of EWMA for 1 year. 
• The grants are limited to travelling within Europe. 
• The maximum amount that can be applied for per applicant is 3000 EUR 
• All grant receivers must write a report of 1-2 pages about their stay abroad. 

This report will be published in EWMA Journal 

How to apply:
1. Write a letter in English to EWMA stating 
 a. the purpose of your travels 
 b. what you aim to achieve during your travels 
 c. where you are traveling to (address(es), institution(s) etc.) 
 d. dates and duration of your stay
2. Attach a letter of acceptance from centre/institution to be visited 
3. Address the letter to Zena Moore, Chair of the Travel Grant Committee 

and send the letter and the letter of acceptance  electronically and via 
regular post to:

EWMA Business Office
c/o Congress Consultants 
Martensens Allé 8 
DK-1828 Frederiksberg C 
Denmark 
ewma@ewma.org 

Deadline for submission of applications is 15 February 2010 
You will receive notification of whether or not you have been given 
a travel grant by 15 March 2010. 

EWMA Travel Grants

After your travels:
1. It is obligatory to write a report (1-2 pages) about your travels  

and what your outcome of the stay was.  
This report will be published in EWMA Journal. 

2. Please send this report to EWMA Business Office
 Fur forther information about travel grants please contact  

EWMA Business Office at ewma@ewma.org
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Karen Eneman

Student of the 
Belgian postgraduate 
program in Wound Care, 
Tissue Repair and 
Stoma Therapy.

karen.eneman@
gmail.com

As students of the postgraduate program 
‘Wound Care, Tissue Repair and Stoma 
Therapy’ (Belgium, a two year course), we 

were lucky to participate at the congress on wound 
care organized by EWMA in Helsinki, Finland 
(20-22 May 2009). This congress gave us students 
lots of knowledge. Although on our course we 
learn a great deal about actual and (for the most 
of us) new treatments, ideas and research, it is a 
mere trifle in comparison to all the research and 
results related to wound care across Europe (and, 
of course, outside Europe). EWMA UCM (Uni-
versity Conference Model) helps students, who 
are members of the model, to gain knowledge of 
wound care topics step by step.

On the one side, EWMA UCM encourages stu-
dents to take part in some of the lectures given at 
the congress. As a novice in wound care it is not 
always easy to make the right choices amongst a 
wide range of topics and wound care issues. The 
proposed lectures by EWMA UCM add increased 
value and depth to our education. This year, ‘Infec-
tion Control in Wound Care’ (Christina Lindholm) 
was one of those lectures. During the lecture, the 
speaker explicitly addressed the students regularly 
making us part of the proceedings. 

On the other side, EWMA UCM enables stu-
dents to meet each other. This year students came 
from Ireland, the United Kingdom, Finland and 
Belgium. Such meetings, for instance at the be-
ginning of the congress, give us the opportunity 
to exchange our experiences of Healing, Educa-
tion, Learning and Prevention in wound care 
(the theme of this year’s congress) in our own 
countries. Moreover, these meetings also encour-
age discussion amongst students of all the newly 
gathered information from the congress. These in-
structive and gripping exchanges and discussions 
contribute to an analytical attitude, an attitude 
that every student desires to attain. If a sugges-
tion has to be made: it would be that maybe it 
would be good for us to meet each other outside 
the congress, for instance in the evening during 
supper, to have more time to exchange thoughts 
and contacts? 

Furthermore, at the beginning of the congress, 
all students of EWMA UCM were given a book 
about VAC-therapy and a DVD on diabetics. 
These gifts, for which we are very grateful, will be 
very useful to us in the future when writing all our 
papers in our postgraduate studies. Many thanks 
for these gifts and for the possibilities EWMA 
UCM offers us to learn about wound care!  m

EWMA2009 · 20-22 May
Helsinki · Finland

EWMA UCM: 
a Student’s Perspective

EWMA

Zena Moore speaking at the UCM opening session Wiew of participants in the UCM opening session
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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

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

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

Corporate Sponsor Contact Data

Use the EWMA Journal 
to profile your company

Deadline for advertising in 
the January 2010 issue is 

1 December 2009
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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.eu

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

Healthpoint 
3909 Hulen Street
Fort Worth, Texas 76107 
USA
www.healthpoint.com

Life Wave
1 Azrieli Center, 
Round Tower 41st floor 
Tel Aviv 67021 
Israel
Tel: +972-3-6095630
Fax: +972-3-6095640
sales@life-wave.com
www.life-wave.com

NanoVibronix Ltd.
47 Ha’taasia St. 
P.O.B. 515 
Nesher 36603 
Israel  
Tel.: +972-4-8200581 
Fax: +972-4-8202794 
info@nanovibronix.com 
www.nanovibronix.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

AOTI Ltd.
Qualtech House
Parkmore Business Park West
Galway, Ireland
Tel: +353 91 660 310
Fax: +353 1 684 9936
info@aotinc.net
www.aotinc.net

Argentum Medical LLC
Silver Antimicrobial Dressings
2571 Kaneville Court
Geneva, Illinois 60134
U.S.A.
Tel: +1 630-232-2507
Fax: +1 630-232-8005
international@silverlon.com
www.silverlon.com 

ArjoHuntleigh
310-312 Dallow Road
Luton
Bedfordshire
LU1 1TD 
United Kingdom
Tel: +44 1582 413104
Fax: +44 1582 745778
www.ArjoHuntleigh.com

B. Braun Medical 
204 avenue du Maréchal Juin
92107 Boulogne Billancourt
France
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Fax: +33 1 41 10 75 69
www.bbraun.com
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Sorbion AG
Von-Braun-Strasse 7a
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Germany
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Fax: +49 (0) 2532 959351
info@sorbion.de
www.sorbion.com

Laboratoires Urgo
42 rue de Longvic 
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France
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www.urgo.com

Völker AG 
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Finn Gottrup

Finn Gottrup has been a member of the EWMA 
Council since 1991, he is one of the founders of
EWMA and his efforts have been vital for the 
 continued development of EWMA. During this 
time Finn has been a Trojan worker and has served 
as President as well as Recorder of the association. 

As the EWMA Recorder Finn secured a continu-
ous development of the programme of the annual 
EWMA Conferences, making sure that it was char-
acterized by a large degree of variety reflecting the 
multidisciplinary base of EWMA.

More recently, Finn Gottrup has become Chair of the newly established Patient 
Outcome Group (POG). Finn will remain chair of the POG after leaving council. 
In addition to his role as Chair of the group, Finn is currently also one of the 
driving forces in a small working group with the objective to define how existing 
guidelines for clinical trials can be adapted to wound management. The goal is 
to enable more wound care studies with a high level of evidence.
 The group is specifically looking at the current use of end points in wound 
care studies and aims to build a thorough argumentation for the inclusion of 
new outcome measurers such as number of dressing changes, health economics, 
QOL, education of staff and structure of treatment.

Finn Gottrup has also played a significant role as a representative of EWMA in 
the Eucomed Advanced Wound Care Sector Group. Finn has, in very dedicated 
way, represented the point of view of the clinicians in this group.

I have known Finn for a number of years and in that time have had the privilege 
of observing Finn in his many capacities of leader, expert, teacher and mentor 
in the fi eld of wound care. What strikes me the most is Finn’s sincerity of heart, 
as it is this sincerity which makes Finn so passionate about wound care. In fact, 
I would dare to say that Finn epitomises Evidence Based Practice as he always 
endeavours to “do the right thing right”. It is his compassion and genuine concern 
for others that makes him the great leader that he is.

On a personal note, I have found Finn to be an inspiration, an advocate and an 
understanding and caring teacher. I have learned so much from him and as such 
would like to conclude by saying: “An understanding heart is everything in a 
teacher, and cannot be esteemed highly enough. One looks back with apprecia-
tion to the brilliant teachers, but with gratitude to those who touched our human 
feeling. The curriculum is so much necessary raw material, but warmth is the vital 
element for the growing plant and for the soul of the student.”

Zena Moore

–An Appreciation
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Peter Vowden
EWMA

Peter Vowden has been an important part in the 
development of the European Wound Management 
Association. He joined EWMA Council in 2000 
and was President of EWMA from 2002 to 2005. 
During this time, the association and its annual 
conferences grew significantly and became truly 
Pan-European – especially through the expansion 
of the EWMA Cooperating Organisations. He has 
made a huge contribution to the success of the Asso-
ciation and has worked tirelessly to ensure EWMA 
remains a key wound healing society. 

He is a respected vascular surgeon by profession and also an academic and as 
such has provided good balance to EWMA Council. He has been a good am-
bassador supporting EWMA by showcasing EWMA’s activities at conferences 
around the world.

Peter Vowden worked closely with Christine Moffatt (former EWMA council 
member and Position Document Editor) in the development of the EWMA 
Position Documents. These documents provide clear advice on the clinical man-
agement of a specific topic area drawing together the current literature presented 
by international experts on the subject, and highlighting future questions for 
research and practice. They underpin EWMA’s strategy of widely disseminating 
educational and practical wound care information, not just across Europe but 
also to a world-wide audience and demonstrate that EWMA’s activities do not 
just focus on an annual conference but continue throughout the year.

During his time in Council, Peter Vowden has also been (and still is) a valued 
member of the Editorial Board for EWMA Journal.

Finally, I would like to personally and on behalf of EWMA Council members, 
past and present, thank Peter for all his efforts in EWMA, as well as for his friend-
ship, kindness and special brand of humour and goodwill.

Sue Bale

–An Appreciation
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Andrea Nelson Salla Seppänen
Andrea has served on EWMA 
Council since 1994. During 
this time she was Treasurer for 3 
years and was the first Editor of 
the EWMA Journal. Since re-
signing as Editor because of her 
university workload Andrea has 
been a valued member of the 
Editorial Board. So what can I 

say about Andrea and her contribution to EWMA? 
Andrea brings a wry sense of humour to all our con-
versations and being Irish is always able to ‘tell the tale’. 
In other words provide us with an entertaining account 
of her activities, be it about when she did the Highland 
Fun Run or was planning her wedding. But of course 
there is more to Andrea than that. 

I did not know Andrea very well when she joined 
Council and I was very impressed when soon after she 
became Treasurer. Andrea was very good at not just 
‘sorting out’ the money, but also explaining EWMA 
finances to us so that I actually understood them. In 
fact, one of Andrea’s strengths is that she brings clarity 
and insight to our discussions and is also good at sum-
marising the conclusions from a discussion. 

Andrea was an excellent choice as the first editor for the 
EWMA Journal as she had already had some editorial 
experience from being Acting Editor of the Journal 
of Wound Care for several months some time previ-
ously. This knowledge and experience stood us in good 
stead as the Journal became established. Subsequently 
as a member of the Editorial Board she has provided 
me with advice and information and been an informal 
back-up, for which I am most grateful. Andrea has 
always seemed to be full of innovative ideas for the 
Journal and how we can move it forward. Not every 
idea has come to fruition, but a number have and the 
Journal has been better for them.

So, Andrea, we will miss you, but I hope that you will 
still be an active part of EWMA and maybe even return 
to Council one day.

Carol Dealey

Salla joined EWMA Council 
in 2003 when she was elected 
as a Cooperating Organisa-
tion’s Representative from the 
Finnish Wound Care Society 
(FWCS).  She was a member 
of the Cooperating Organisa-
tion’s Board as well (when she 
was President of FWCS) and 

she was a member of the Scientific Committee and 
the Local Organising Committee for EWMA 2009.

That is the bare bones of Salla’s contribution to EWMA, 
but it does not truly capture what she had done. Salla 
brought considerable experience both as a member of 
FWCS, but also as an educator.  Both of these attributes 
have meant that she has often had insightful comments 
to add to our discussions. She has also been a regular 
reviewer of papers for the EWMA Journal, sometimes 
undertaking reviews at short notice, for which I am 
most grateful. It should be noted that although Salla 
has left the Council, she will remain on the Scientific 
Review Panel, so she will not be leaving EWMA com-
pletely.

What will be my abiding memories of Salla? I sup-
pose it will be having her company next to me at any 
number of meals and the good times that we have had. 
Of course, from one of my first visits to Finland, I had 
discovered that the Finns like to party late into the 
night. This has meant that Salla and I have had an on-
going joke about ‘wild part animals’ – but I will not go 
into that more deeply, except to say that time and age 
changes many things.

So, Salla, thank you for your various contributions to 
EWMA – you will be missed!

Carol Dealey

Appreciations
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EWMA Position Documents 

For further details contact  
MEP Ltd, Unit 3.05, 
Enterprise House
1-2 Hatfields, 
London SE1 9PG
United Kingdom

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

Editor: Christine Moffatt

The EWMA Position Documents 
are 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.

EWMA
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WWW.EWMA.ORG/EWMA2010

Organised by 
the European Wound Management Association in cooperation with 
Swiss Association for Wound Care, SAfW (Swiss German Section) and 
Swiss Association for Wound Care, SAfW (Swiss French Section)

GET THE TIMING RIGHT

EWMA2010 · 26-28 MAY 
GENEVA · SWITZERLAND

20th Conference of the 
European Wound Management Association

IMPORTANT DATES

November 2009: 
Registration and abstract submission possible

15 January 2010: 
Deadline for abstracts

1 March 2010: 
Early registration deadline

26-28 May 2010:
Conference dates

Healthpoint is an operating company of DFB 
Pharmaceuticals, Inc. A specialty pharmaceuti-
cal company, Healthpoint is uniquely committed 
to the prevention and treatment of diseased and 
traumatized skin and related soft tissue.

Healthpoint develops and markets innovative, 
quality pharmaceutical and medical products 
for the benefit of medical professionals and their 
patients impacted by chronic wounds. Our expe-
rienced and knowledgeable sales and market-
ing teams focus their efforts on the professional 
healthcare market of nurses, physicians, and sur-
geons located in hospitals, nursing homes, home 
health agencies, and office-based practices. 

Sales and marketing activities are enhanced by 
formal corporate development and training, a 
responsive  Customer Care organization, a dedi-
cated Healthcare Systems group ensuring product 
availability in all distribution centers, and a pro-
fessional Clinical Education team that coordinates 
continuing medical education to practitioners. 

From an international perspective, experienced 
leadership has been dedicated to continue the 
growth of our efforts in Canada, Mexico, and 
Puerto Rico, as well as expand sales of Health-
point products to the rest of the world through 
strategic partnerships. 

Our research and development organization is 
dedicated to program management, drug safety, 
clinical development, drug discovery, planning, 
and administration, and pharmaceutical sciences. 
Their untiring work is aimed at helping Health-
point bring to market new products for diseased 
and traumatized skin.

Since 1992, Healthpoint has been uniquely com-
mitted to the customers we serve. As healthcare 
professionals, we know that the life you touch to-
day is often the life you touch forever. Our unwa-
vering mission is to help you in this noble cause.

Welcome to our new 
Corporate Sponsor
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EWMA

Dear eWMa MeMbers:

The Japan Society for Surgical Wound Care and 

the Japanese Society of Pressure Ulcers 

will proudly host the 4th congress of the 

World Union of Wound Healing Societies in 2012 

(WUWHS 2012) 

in Yokohama, Japan, 

September 2 to 7, 2012.

The main theme of this important event in the 

wound healing societies around the world is 

“better Care, better Life”.

The WUWHS is held every 4 years, 

starting in Melbourne in 2000, 

Paris in 2004 and  Toronto in 2008. 

It is the first time to be held in Asia.

Over 5,000 delegates are expected to join and 

unique and vibrant experiences of wound healing, 

 exchanging knowledge, information and friendship.

Further details are depicted at website of 

http://wuwhs2012.com/index.html.

We very much welcome EWMA members 

in early September of 2012 in Japan.

sincerely,

WUWHS2012-Organizer
Kiyonori Harii, MD, PhD, President 

Takehiko Ohura, MD, PhD, Honorary President
Sadanori Akita, MD, PhD, Secretary General S

Welcome to our 
new Corporate Sponsor

NanoVibronix develops and markets medical devices 
implementing its proprietary technology for therapeutic 
 ultrasound. This technology allows for creation of miniature 
transducers that transmit low-frequency, low-intensity ultra-
sound through surfaces and body tissues NanoVibronix has 
established a quality management system that indicates 
a commitment to quality and gives an assurance that its 
services and products are safe, effective and meet the re-
quirements of the customers as well as the EN ISO 13485; 
2003 quality system, Council Directive 93/42/EEC (annex II) 
and FDA 21 CFR 820 Quality Systems Regulation (QSR).

The  NanoVibronix therapeutic ultrasound platform has 
allowed disposable therapeutic transducers to be created  
with intended uses for wound care and soft tissue healing 
as well as reduction of pain and infection resulting from 
 indwelling catheters.

Chronic wound care accounts for substantial budgets in 
the western world and is growing annually. The PainShield™ 
system which is a patch based, portable, therapeutic 
 ultrasound is targeted to help expedite healing and reduce 
related expenditure.  In addition, PainShield reduces acute 
and chronic pain from soft tissues of the body. 

Urinary Catheter related injury (soft tissue trauma and 
 infection) is one of the leading nosocomial complications 
which cause patient morbidity and mortality, prolonged 
hospitalization and adds substantially to the cost of medical 
care. The UroShield™ system is a multi-targeting solution 
 intended to help prevent catheter related complications.  
The UroShield reduces pain and discomfort associated with 
catheter use, decreases catheter related trauma, diminishes 
bacteriuria by prevention of biofilm formation and mini-
mizes risk for urinary tract infection. 

NanoVibronix Inc. is located in Farmingdale, NY. 
Its  subsidiary, NanoVibronix Ltd. is located in Nesher, Israel.

For more information, please go to
www.nanovibronix.com
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 Conferences

Conference Calendar
Conferences Theme 2009 Days City Country

III Polish Wound Management Meeting Oct 21-24 Poland

The 10 years anniversary APTFeridas Congress Oct 28-29 Porto Portugal

Convention of the Bosnian Medical Initiative 
(URuBiH)

Oct 28-30 Sarajevo Bosnia & Herze-
govina

12th Congress of the Hungarian Wound Care 
Society

Oct 29-30 Budapes Hungary

Canadian Association of Wound Care, Annual 
Conference 2009

Oct
Nov

29-
1

Quebec City Canada

European Club for Pediatric Burn Worksho Nov 3-6 Brecon Wales, UK

Wounds UK 2009 Wound Care Conference 
 Harrogate

Nov 9-11 Harrogate UK

AISLec Annual Congress Profili di cura nel Wound Care Nov 12-14 Trieste Italy

36th Annual Symposium on Vascular and 
Endovascular Issues, Techniques, Horizons 
(VEITHsymposium)

Nov 18-22 New York USA

DSFS Annual Meeting Nov 26-27 Svendborg Denmark

2010

14th Annual Meeting of the SFFPC Jan 17-19 Paris France

NIFS Annual Meeting Difficult wounds or difficult wound healing? Feb 4-5 Tønsberg Norway

Diabetes UK Annual Conference (APC) Mar 3-5 Liverpool UK

DF Con - Diabetic Foot Global Conference Mar 18-20 Hollywood USA

2nd ILF Conference Mar 23-25 Brighton UK

20th Conference of the European Wound 
 Management Association (EWMA 2010)

Theme: Get the timing right May 26-28 Geneva Switzerland

11th EFORT Congress Jun 2-5 Madrid Spain

DGfW Annual Meeting Jun 17-19 Freiburg Germany

14th Annual Oxford-European Wound Healing 
Summer School,

Jul 4-7 Oxford UK

13th Annual EPUAP Meeting Pressure Ulcers: The Flourishing of Science 
to Support Prevention and Healing

Sep 1-4 Birmingham UK

20th ETRS Congress Basic and Clinical Research: Building Blocks 
in the Puzzle of Tissue Repair

Sep 16-18 Gent Belgium

9th Scientific Meeting of the Diabetic Foot Study 
Group (DFSG) of the EASD 

Sep 17-20 Stockholm Sweden

Pisa International Diabetic Foot Courses Oct 7-9 Pisa Italy

For web addresses please visit www.ewma.org

9th Scientific Meeting of the

Diabetic Foot Study Group
of the EASD

17-20 September 2010

Stockholm, Sweden

www.dfsg.org



Portuguese Regulator of Nursing working 
together to promote and develop the field of 
wound care management. One result of our 
collaboration with the Portuguese Regulator of 
Nursing is that together in 2009 we are 
publishing a book “Rules to Best Practice in 
Wound Management”, to further educate 
healthcare professionals and develop the field 
of wound management in Portugal. But there is 
still much yet to be done. 

In addition to our work at home, as members of 
different international associations, we had the 
opportunity to establish fruitful contacts with 
other wound care associations that enabled us 
to grow our organisation in the European 
wound care management arena. These rela-
tionships gave us positive assistance and helped 
us to develop answers to problems we faced 
and our APTFeridas Congresses benefited from 
the fine scientific presentations from our guest 
speakers. Our organisation is now well recog-
nised in the European wound care manage-
ment field and the active participation of our 
members in European associations such as 
EWMA is proof of the good work we have done 
and the progress we have made so far.

Ten years in the life of an Association doesn’t 
seem like such a long time, nevertheless it is a 
significant length of operation and worthy of 
note. It is an appropriate time to celebrate the 
past, offer welcome and support to beginners to 
keep their work going and look forward to the 
future.

Each year the APTFeridas Congress is a 
growing event not just in delegate numbers but 
also in industry participation and  participation 
by wound care professionals and healthcare 
companies. The congress is a successful, enjoy-
able and effective way to disseminate informa-
tion and share both our and others’ work in 
wound care management.

At this time we want to share with all the 
EWMA Journal readers a very small part of the 
past ten years of APTFeridas through some 
photos showing workshops, symposiums, 
congresses, invited speakers, and the work 
behind doors. This is a brief glimpse of 
APTFeridas’ history.

Finally we would like to say thank you for the 
contribution that many of you gave that made 
the past ten years such a successful time and 
we open our doors to all that want to join us in 
the development of successful wound care 
management for all the patients in our country 
and through out the world. m

APTFeridas
Portuguese Association 

for the Treatment of 
Wounds

When we started out ten years ago, wound 
management was a developing field with 
everything still to be done. The way that other 
countries had began working in this field, 
earlier than us Portuguese, looked so 
advanced to us that we couldn’t wait to get 
started!

That enthusiasm and vision brought us to 
today – ten years on. We have worked hard 
and now the others’ work looks a little less far 
away because we’ve learned that we should 
invest in education; looking for better and 
more knowledge and spread it through health 
professionals and students to develop wound 
care management. Many of those who joined 
us brought successful methods; with interesting 
responses to patient wound care. In addition, 
health and educational institutions invited us to 
work as partners in their educational programs 
for both wound care professionals and 
students.

Today we feel that the development of partner-
ships between APTFeridas and Universities is a 
positive step forward and there’s a bright future 
ahead for wound care in Portugal.

The work of our association has been well 
received by healthcare professionals and has 
lead to our being an essential partner at the 
Portuguese Ministry of Health and at the 

Rita Videira

www.aptferidas.com

10 years of APTFeridas

 APTFeridas Workshops

First Annual General Meeting of APTFeridas – October 1998

Maarten Lubbers and Christina Lindholm  
with APTFeridas in January 2009 
starting the 10 years celebration

Organisations
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In May 2009 health professionals from Brazil and 
across the world gathered in Salvador for the II CBTF 
Brazilian Conference in Wound Healing, organised by 

the Brazilian Society of Nursing in Wounds and Aesthet-
ics – SOBENFeE. The event was held in the Bahia  Othon 
Palace simultaneously with the II Iberolatinoamerican 
Congress in Wounds and Ulcers and the first meeting of 
Portuguese-speaking African Countries. 

The scientific program enabled the exchange of experi-
ences and discussion of new treatments of wounds between 
delegates from different countries in South America. Fea-
tured topics in mini-courses and workshops were diabetic 
foot, pressure ulcers, injuries arising from sickle cell anae-
mia, and injuries caused by burns. Lecturers from Bahia, 
Rio de Janeiro, the Federal District, São Paulo, and Goiás 
discussed with delegates both medical issues such as the 
best ways to treat injuries and policy issues such as public 
policies for national sanitary assistance. 

On the Wednesday (May 27th), a variety of courses were 
promoted in the pre-congress schedule attended by around 
450 participants. A very successful course was the Reg-
istry Photo Gallery on how to document and monitor 
wounds which was conducted by wounds photographer 
Paulo Lima and the carioca nurse Sandra Barrozo.
 

The Italian dermatologist Dr. Marco Romanelli, immedi-
ate past president of the European Wound Management 
Association (EWMA), participated in the II CTBF with 
a Mini-Conference – The State of the Art of Wounds in 
Europe: role and activities of the EWMA. Dr. Romanelli 
spoke about current activity in Europe and highlighted 
the advances in treatment of wounds and EWMA’s role 
as a ‘global organization’. Several issues were raised by the 
audience, particularly on how to implement the scientific 
collaboration between EWMA and the South American 
group in educational activities. The presence of Marco 
Romanelli in this Congress was very important, as the 
Brazilian Society of Nursing on Wounds and Aesthet-
ics – SOBENFeE, is interested in joining EWMA as an 
 International Partner Organisation (see page  for more 
information), following in the steps of other societies, 
such as the American Association for the Advancement 
of Wound Care (AAWC) and the New Zealand Wound 
Care Society (NZWCS). Dr. Romanelli also visited, with 
local nurses, a burns unit in a major hospital in Salvador. 
During this visit there was time to discuss differences in 
treatment between Europe and Brazil in the acute care 
setting. Prevalence of burns and major trauma is very high 
in Brazil and unfortunately it is the very young who are 
most affected by those wounds.

Portuguese nurses Katia Furtado and Cristina Miguéns, 
members of GAIF (Associative Group of Research into 
Wounds) a group that also participated in the event, high-

II CBTF takes wound care experts from  Brazil and the rest of the world to Salvador

Participants from Angola Immediate Past President Marco Romanelli with participants at II CBTF

The II CBTF Brazilian Conference in Wound Healing
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lighted the pleasure of having the SOBENFeE accred-
ited to the Portuguese group. “The participation at this 
level is very important because the guidelines are defined 
by a team with experience in the area”. This partnership 
enriches both groups in the development of literature, 
research, clinical guidelines and training. 

Experts from Rio de Janeiro, São Paulo, Bahia, and Goiás 
attended a Roundtable on Burns and Pressure ulcers on 
Friday (May 29th). The debate became an important ex-
change of experiences between caregivers. Marcos Leiros 
(RJ), Flavio Nadruz Novaes (SP), Monica Ottati (RJ), 
Eduardo Ssucupira (RJ), Anabela Sampaio (BA), Leon-
ardo R. da Cunha (GO), and nurse Elza Vieira (GO), all 
well renowned professionals in their fields, presented to 
the roundtable debate. The topics covered included the 
surgical treatment in acute stage, slips and special muld 
used in burns. Carlos Briglia, a plastic surgeon, highlighted 
the procedures and techniques of artificial skin graft and 
presented cases of patients who have undergone successful 
transplants. He talked about the importance of informa-
tion and prevention at this time of the year in northeast 
region, when Junin festivals occur. 
 
On the last day of Congress (May 30th), the focus of dis-
cussions was on nursing professionals. During the  Forum, 
the lecturer Maria Louisa Castro Almeida, president of 
the Brazilian Nursing Association – ABEN-BA, talked 

takes wound care experts from  Brazil and the rest of the world to Salvador

about the association’s goals and highlighted its history 
and consolidated social practice nursing. The main focus 
of which are education, legislation, scientific, political and 
social activities. 
 
Representatives of Portuguese-speaking African countries 
also attended the event at which doctors and nurses had 
the opportunity to share their experiences with other pro-
fessionals from other Portuguese-speaking parts of the 
world such as Spain, Portugal, Argentina, Mexico, Chile, 
Uruguay, Portugal and Brazil. 

On May 28 Mara Blanck was elected as chair of the 
Ibero latinomerican Society in Ulcerations and Wounds 
– SILAUHE in a vote of members representing Brazil, 
Spain, Portugal, Chile, Mexico and Argentina attending 
the conference. The next Congress of the SILAUHE will 
be held in Mexico City in October 2010. Information on 
this event can be found on the Society’s website: 
www.silauhe.org

The Conference was closed by the President of SOBEN-
FeE, Mara Blanck, who highlighted the intention of bring 
more speakers to address new technologies and discoveries 
in the treatment of wounds to the next Congress, which 
will take place in 2011, in Brasilia, the federal capital. m

The organizing committee

Organisations
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AFIScep.be
Francophone Nurses’ 
Association in Stoma Therapy, 
Wound Healing and Wounds

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

AIUC
Italian Association for the study  
of Cutaneous Ulcers
www.aiuc.it

APTFeridas
Portuguese Association 
for the Treatment of Wounds
www.aptferidas.com

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

BFW
Belgian Federation of Woundcare
www.befewo.org

BWA
Bulgarian Wound Association

 

CNC
Clinical Nursing Consulting – Wondzorg
www.wondzorg.be

CSLR
Czech Wound Management Society
www.cslr.cz

CWA
Croatian Wound Association
www.kbd.hr/index.php?id=799

DGfW
German Wound Healing Society
www.dgfw.de

Danish Wound
Healing Society

DSFS
Danish Wound Healing Society
www.dsfs.org

FWCS
Finnish Wound Care Society
www.suomenhaavanhoitoyhdistys.fi

GAIF 
Associated Group of Research in Wounds
www.gaif.net

Cooperating Organisations

GNEAUPP
National Advisory Group for the Study of 
Pressure Ulcers and Chronic Wounds
www.gneaupp.org

ICW
Chronic Wounds Initiative
www.ic-wunden.de

LBAA
Latvian Wound Treating  Organisation

LUF
The Leg Ulcer Forum
www.legulcerforum.org

LWMA
Lithuanian Wound  
Management Association

MASC
Maltese Association of Skin and  
Wound Care

MST
Hungarian Wound Care Society
www.euuzlet.hu/mskt/

MWMA
Macedonian Wound 
Management Association

NATVNS
National Association of Tissue Viability 
Nurses, Scotland
www.natvns.com

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

SAWMA
Serbian Advanced Wound Management 
Association

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

SFFPC
The French and Francophone 
Society of Wounds and Wound Healing
www.sffpc.org

SSiS
Swedish Wound Care Nurses Association
www.sarsjukskoterskor.se

SSOOR
Slovak Association for Wound Care

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

TVS
Tissue Viability Society
www.tvs.org.uk

URuBiH
Association for Wound Management of 
Bosnia and Herzegovina

V&VN
Decubitus and Wound Consultants, 
 Netherlands
www.venvn.nl

WMAOI
Wound Management  Association of 
Ireland
www.wmaoi.org

WMAK
Wound Management Association of 
Kosova

WMAS
Wound Management Association  
Slovenia 

WMAT
Wound Management  Association  
Turkey
www.yaradernegi.org 

For more information about 
EWMA’s Cooperating Organisations 

please visit www.ewma.org

 Associated Organisations

 International Partner Organisations

Leg Club
Lindsay Leg Club Foundation
www.legclub.org

LF
Lymphoedema Framework
www.lymphoedemaframework.org

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

AAWC
Association for the Advancement of 
Wound Care
www.aawconline.org

Debra International
www.debra-international.org

NZWCS
New Zealand Wound Care Society
www.nzwcs.org.nz 

SOBENFeE
Brazilian Wound Management Association 
www.sobenfee.org.br

Organisations
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