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In my 30 years as a surgeon, there have been great 
advancements in medicine as a result of new re-

search and better science. Technology has changed 
how surgery is performed and improved outcomes. 
In wound care we are developing a body of science 
through research that guides evidence-based care 
to promote healing. As an organization, AAWC has 
championed evidence-based medicine to the ex-
tent that we have been leading this effort globally 
with the consolidated guidelines initiative. AAWC 
has been successful in consensus building and de-
veloping consolidated guidelines that are helpful to 
practitioners in the field. Recently, AAWC together 
with the Wound Healing Society initiated the Clin-
ical Endpoints Study (WEP-CEP) to improve and 
foster meaningful wound research, further exempli-
fying AAWC’s leadership efforts to improve wound 
care as a discipline. AAWC together with the Wound 
Healing Society were recognized at the 2016 World 
Union of Wound Healing Societies meeting in Flor-
ence, Italy, for being one of the top progressive global 
societies in wound healing.

AAWC and its members know the importance of 
practicing from the evidence and value that an ed-
ucated wound care provider brings to patients by 
providing the best care possible. While changes in 
medicine usually follow new research and science, 
not all change is evidence-based. At the SAWC Fall 
Meeting, changes in terminology to the Pressure Ul-
cer Staging System were a focus of much discussion. 
While AAWC has participated in the NPUAP pro-
cess and been a “good” participant, attending every 
panel meeting in the last two years and contributing 
to the use of evidence-based practice, our voice and 
contributions have been ignored. During the pan-
el meeting leading up to the Consensus Conference 
where the “Changes in Terminology” were unveiled, 
AAWC (through our representative) made substantial 
contributions as to where the “research and evidence” 
is taking us in terms of pressure ulcer development 
and understanding. While we felt our comments were 
not acknowledged at the panel meeting, the AAWC 
Board of Directors wrote a detailed and well-refer-
enced response to the NPUAP as a means of bring-
ing better evidence and science to the staging sys-

tem used in the U.S. This detailed evidence-based 
response was delivered to the NPUAP panel as they 
outlined and requested. Sadly, and without explana-
tion, our response and statement to the NPUAP was 
not given consideration by the panel. The “Changes 
in Terminology” made to the current broken staging 
system were presented and subsequently published 
despite well-referenced and supported expert input 
by AAWC. While in attendance at the Consensus 
Conference, I witnessed repeated attempts by AAWC 
members to comment at the microphone, only to be 
dismissed by the panel and moderator. The “Changes 
in Terminology” do not seem to be evidence-based, 
nor have the proposed changes been referenced by 
NPUAP on their website.

There are important implications that you, as a 
wound care provider, need to consider given these 
changes. These implications were the topic of dis-
cussion at an Open Mic Forum AAWC hosted at 
the SAWC Fall Meeting this October. There is great 
concern over the legal implications of the chosen 
words used in the Staging System. The term “inju-
ry” in the U.S. court system will bias juries through 
court instructions. Inherent in the definition is the 
concept that injury is “an act that damages or hurts…
for which the law allows an action to recover damag-
es.”1 A recent review done at the Fall SAWC meeting 
by noted health law attorney Norris Cunningham 
of Hall, Render, Killian, Heath and Lyman pointed 
out specific legal ramifications of the terms used. The 
term “injury” gives a direct path to causation and 
fault attributable to the provider. When combined 
with pressure ulcers being considered “never events,” 
the liability and exposure of providers is compound-
ed. In addition, the term may be used to imply el-
der abuse, which has led to prosecution for criminal 
charges brought against providers.  

The term “intense and prolonged” was added to 
some definitions. AAWC specifically challenged this 
addition at the Consensus Conference. We under-
stood that the terms would be removed but were sur-
prised when they were included in the summary on 
day 2. The terms are not scientifically validated, nor 
do they fit with known pathophysiologic description 
of the process. How much time is too much? How 
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much is prolonged? There is no measure of this concept in terms 
of ulcer pathophysiology that is offered to explain what this means. 
This in particular should be disturbing to the practitioner in that 
the terms are loaded words that may well bias perceptions in regards 
to fault in assessing blame for development pressure related ulcers.

The removal of terms in the Staging document is just as con-
cerning. In the definition of Deep Tissue Injury, for instance, the 
phrase “Evolution may be rapid exposing additional layers of tis-
sue even with optimal treatment” was included in the previ-
ous definition. This qualifying phrase was in many cases helpful, 
pointing out that despite our best efforts, pressure-related wounding 
can occur. This has been removed with no reason given.

The creation of a Medical Device Related Pressure Ulcer Group 
also was met with much disagreement. When first presented, the 
panel indicated that pressure related ulceration of the head and face 
would always be stage 4 as there was no subcutaneous tissue to be 
found. An audience member came to the microphone to correct 
the anatomic error. Here there was no literature cited or discussed. 
Many in the audience were left with a lack of support presented for 
the creation of this category.

One final comment on the Consensus Conference regards the 
lack of disclosure. The Consensus Conference was conducted as an 
educational conference with CME/CEU credits granted through 
Creighton University. While this seems to be similar to many con-
ferences we attend for education, the work and material that is 
produced and presented is not only a staging document, but also 
becomes a legal and regulatory document. Our legal system will 
base decisions as to guilt or innocence largely on the document. 
Our government’s Medicare program will make coverage decisions 
based on this document and also whether to deny payment. As such, 
disclosure becomes very important in that legal work becomes ger-
mane to this particular document. Likewise, work with regulatory 
or governmental agencies is also important to disclose. It is well 
known that NPUAP panel members work in this area in our legal 
system, some more extensively than others. This is work that has the 
potential to influence decisions and work product. Disclosure as to 

the panel’s involvement in pressure ulcer related legal work was not 
disclosed, which is particularly concerning given that the proposed 
terminology changes may have more influence on the legal ramifi-
cations of pressure related conditions rather than on the science of 
this category of ulcers.

There are currently no codes to apply with these proposed 
changes in terminology. That directly impacts our patients, who re-
quire adequate and accurate coding to obtain offloading cushions, 
bed overlays, dressings, and other medical devices needed to treat 
them effectively. Reimbursement will be affected or denied without 
appropriate coding. Adopting these changes in terminology seems 
premature and may have a negative impact on patient care.

The AAWC Board (after our open forum at the SAWC Fall 
Meeting) has now detailed a response to the changes in terminology. 
Our response is published in this newsletter. We would ask that you 
read the response carefully. Adopting these changes in terminology 
can have unanticipated effects for you, your patients, and your insti-
tution. We would encourage that you “Stop and not Adopt.” Given 
the concerns that have developed as a result of the changes in termi-
nology, it seems that evidence and science have surpassed what the 
current staging system encompasses. It is time to look at the science 
and evidence and make better sense of pressure ulcer development 
and characterization. 

Dr. Greg Bohn, MD, FACS, ABPM/UHM, CWSP, FACHM
President, Association for the Advancement of Wound Care

The Association for the Advancement of Wound Care’s (AAWC) mission is to 
advance the care of people with and at risk for wounds. 

1. http://www.merriam-webster.com/dictionary/injury accessed 10/27/16.

Continued from page 1

AAWC CLINICAL TRACK FOR SAWC SPRING 2017

The AAWC Clinical Practice Track has been renamed the AAWC Podium to Practice Track. The Association 
extends an invitation to take part in its second annual AAWC Clinical Practice Track in San Diego, CA from 
April 5-9, 2017 at SAWC Spring. The Association strives for its program to cover not only what to do to ad-
vance wound care as a professional practice and career, but also to empower the learner with the knowledge 
about how to do it. AAWC’s track at SAWC Spring 2016 was once again a big success; in fact, three of the 
top-rated topics were AAWC sessions.

A sampling of the 2017 sessions includes:
The Woundologists’ Cabinet of Curiosities: How to Choose the Best Treatment for Your Patient
Aligning Relevant Wound Endpoints with Current Evidence
Wound Jeopardy: Test Your Woundology Knowledge 
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The AAWC Board of Directors’ 
Response to the Recent NPUAP 
Decisions
By Tim Paine, PT, AAWC Treasurer and co-editor of the 

AAWC Newsletter

This issue of the AAWC Newsletter is dedicated to discussing the 
recent NPUAP decisions and changes. 

This is a brief history of this issue. In early 2016, the National 
Pressure Ulcer Advisory Panel (NPUAP) announced a consensus 
meeting to discuss proposed changes to the current pressure ulcer 
staging system and some of the terminology associated with pres-
sure ulcers.  

At this April meeting in the Chicago area, the NPUAP announced 
they are recommending the following two changes (among others):

1.  the term “pressure ulcer” be replaced with the term “pressure 
injury”

2.  adding “medical device” as a separate etiology for “pressure 
injuries.”

The proposed changes are reinforcing the current NPUAP per-
spective that pressure ulcers progress from the skin toward the deep-
er tissues.

We strongly recommend you review these changes. They can be 
seen at the NPUAP website: http://www.npuap.org/resourc-
es/educational-and-clinical-resources/npuap-pressure-in-
jury-stages/

A few things to pay particular attention to are:
•  In the FAQ section: there are many answers that reflect that 

the NPUAP decisions are based on the best available science, 
yet the consensus statement indicates that there is limited sci-

ence to support some decisions. When a dissenting informed 
decision was presented at the consensus meeting, it was not 
given the same weight as the concurring opinion. 

•  There is no reference to the process the NPUAP utilized 
to determine there was a consensus. According to http://
www.consensusdecisionmaking.org/, “Consensus De-
cision-Making is a process for groups to generate widespread 
agreement in a way that respects the contributions of all 
participants.” Attendees at the NPUAP consensus meeting 
were unsure if this process was utilized, as agreement with 
the decisions were sought and dissenting opinions were dis-
missed. The AAWC submitted a clear and referenced paper 
indicating our concerns with the proposed changes during 
the comment period prior to the consensus meeting, as well 
as the research supporting our concerns. Unfortunately, al-
though the NPUAP acknowledged receipt of the paper, they 
did not consider it.

In response to this situation, at the 2016 Fall SAWC in Las Vegas, 
your AAWC Board of Directors had an extended and thoughtful 
discussion about what the NPUAP decision means to our patients 
and how we may help our members to better understand and ad-
dress this issue.  

To that end, there are 3 points the Board of Directors discussed 
and want to have our membership consider. 

1. How will the terminology change from “pressure 
ulcer” to “pressure injury” impact your patients and 
your practice? Merriam-Webster’s dictionary defines 
the word “injury” as “implies the inflicting of 
anything detrimental to one’s looks, comfort, health, 
or success.”

Thoughts from the AAWC Board of Directors
•  This change from a description of an alteration in appearance 

and function of soft tissue (ulcer) to an assignment of respon-
sibility for the alteration in appearance and function (injury), 
is a radical shift in meaning. If the word “injury” is used with 
all wounds related to pressure, the risk of litigation increases 
dramatically. 

•  It is foolish to adopt the change from ulcer to injury at this 
time. “Injury” implies harm to the patient (intended or un-
intended) whereas “ulcer” is a reflection of the underlying 
disease process at work. I explained the new terminology to 
a patient of mine with a venous ulcer and he exclaimed, “But 
that’s ridiculous! You didn’t cause an injury to me.” Exactly. 
If patients who are not medical professionals can see that 
these changes are ludicrous, what does it say about medical 
professionals who can and should be able to dissect changes 
according to evidence?  

•  I am not sure the terminology will impact either my patients 
or my practice, but the information you have provided high-
lights the incongruity of this terminology change.  

•  The Merriam-Webster definition rules out the possibility of 
an “unavoidable” pressure injury.

•  The idea of a pressure injury complicates Center for Dis-
ease Control and Prevention (CDC) intent in the guidance 
you provided. Their goal is to separate the event from the 
resulting injury. The term “pressure injury” will significantly 
complicate current coding by requiring an external pres-

http://www.npuap.org/resources/educational-and-clinical-resources/npuap-pressure-injury-stages/
http://www.npuap.org/resources/educational-and-clinical-resources/npuap-pressure-injury-stages/
http://www.npuap.org/resources/educational-and-clinical-resources/npuap-pressure-injury-stages/
http://www.consensusdecisionmaking.org/
http://www.consensusdecisionmaking.org/
www.aawconline.org/store
http://www.aawconline.org/store
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sure event code as well as an external injury 
code.  

•  By terming the pressure damage as “injury,” 
companies and providers might shy away 
from supplying needed modalities in fear 
that their device or product will cause an 
“injury” and subject them to lawsuits. The 
term “injury” not only has a negative con-
notation to the layperson, but is an inflam-
matory term with regard to liability and le-
gality. I do not want my patients’ caregivers 
to feel or actually be put at blame and sub-
sequently blame their providers or caregivers 
for “causing” an injury that happens some-
times in spite of our best efforts. Patients 
and caregivers should not be made to feel 
that they had something “happen” to them 
or that someone “did something” to them. I 
fear that the terminology change empowers 
litigators and can potentially shift our focus 
from good patient care to avoiding being 
sued.

•  My practice could be potentially very 
harmed. It will increase the risk of litiga-
tion to me and the hospital. It could close 
nursing homes. It makes it harder to explain 
to patients and families what is happening 
with pressure ulcers when we are trying to 
explain the underlying comorbid conditions 
that need their effort, such as nutrition. An 
injury does not sound like something a pa-
tient can do anything to impact.

•  The NPUAP names seven professional or-
ganizations that support the terminology 
changes. Unfortunately, five of them are in 
other countries, where the term “injury” has 
a different legal and cultural meaning. 

  Additionally, the Wound, Ostomy and Con-
tinence Nurse’s Society (WOCN) has sup-
ported the NPUAP decision without polling 
their membership.

2. The ICD-10 has codes for pressure 
ulcer - from L89 to L89.95 and from 
L97 to L97.411, but there are no codes 
for pressure injury.
QUESTION: Appropriate diagnostic 
coding is often required for 
authorization of services and equipment 
for our patients. If there are no pressure 
injury codes, how will you document 
medical necessity and how will this impact 
your patients?

Thoughts from the AAWC Board of 
Directors

•  I am continuing to document according to 
the previously established NPUAP system 
and ICD-10 CM codes. Until there is cod-

Continued from page 4

AAWC 2017 BOARD OF DIRECTORS 
ELECTIONS BEGAN IN JANUARY 

All AAWC members should have 
received notification in January 
regarding the 2017 AAWC Board of 
Directors Election. The AAWC Nom-
inating Committee has developed a 
great slate of eligible candidates and 
cannot stress enough how important 
it is to take the time to vote. Please remember that every vote 
counts and this is your chance to determine the future leader-
ship of the organization. Elections close on February 2, 2017. 

To Cast Your Vote: 
•  Visit https://hmp.formstack.com/forms/

aawc_2017_elections
• Review the candidate profiles online.
• Only 1 set of votes per member ID will be registered. 

There are nine open seats for the AAWC board for the 2017-
2019 term.

Executive Committee:
 Secretary
Board Members:
 Industry
 Nurse (2) 
 Physician (2) 
 Physical Therapist
 Podiatric Physician
 Research

Elected board members will officially take office at the Annual 
AAWC Membership Meeting, which is held in conjunction with 
SAWC Spring, April 5-9, 2017, in San Diego, CA. Thank you in 
advance for your assistance in determining the future leaders of 
the AAWC.

If you would like to be a part of the action, perhaps volunteering 
could be the first step toward one day serving on the AAWC 
Board of Directors. There are many ways to become involved 
and many of the task forces do not require lengthy terms of ser-
vice or extensive hours. To learn more about the opportunities 
available, visit www.aawconline.org/volunteer.  

https://hmp.formstack.com/forms/aawc_2017_elections
https://hmp.formstack.com/forms/aawc_2017_elections
http://www.aawconline.org/volunteer
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ing in place to support the new recommendations, it is pre-
mature to adopt the new verbiage as it will negatively impact 
reimbursement and support of medical necessity. The change 
to the recommended new terminology will remove the cur-
rent codes from the skin/subcutaneous tissue chapters and 
move the codes into the trauma chapter which is a medico-
legal nightmare.

•  Indeed, the new verbiage is a real coding issue. This is further 
complicated by the need to document improvement when 
we know that healing does not proceed through reverse stag-
es. Yes, codes are required to support a treatment and man-
datory documentation of treatment efficacy also requires the 
appropriate coding. Because of this incongruity between sci-
ence, coding, and the new NPUAP decisions, patients may 
not be able to get what they need for as long as they need. 

•  It will be virtually impossible to get any services or supplies 
for patients because the coding and documentation will not 
match. 

•  The patient is at the focus of all of AAWC, but as the Con-
sumer Board Member especially, this is my main focus. One 
of my fears is that because the terminology change requires 
changes in how we code our visits and diagnoses, it will pre-
clude us from being able to get supplies such as offloading 
surfaces, Negative-Pressure Wound Therapy (NPWT), or to-
tal contact casts.

3. The current evidence does not fully support 
the external-to-internal model of pressure ulcer 
formation. If the NPUAP assertion that skin damage 
is an outside-in process, how will this impact your 
patient care and options for treatment?

Thoughts from the AAWC Board of Directors
•  An unclear trajectory of damage confounds prevention ef-

forts. If pressure damage begins insidiously and deep in the 
tissue but cannot be diagnosed as present until visible, then 
prevention efforts cannot be enacted in a timely fashion. An 

unclear trajectory also increases risk that venues of new ad-
mission are unjustly accused when damage began earlier. This 
problem will be somewhat controlled within the Accountable 
Care Organization (ACO) paradigm. Frankly, the evidence 
clearly mandates that we must, as responsible health care pro-
viders, move away from the top down trajectory.  

•  It won’t positively affect patients directly at first since it does 
nothing to help them. It will hurt them long term since it will 
likely misdirect prevention/treatment protocols that could 
have been directed at the inside out mechanism of injury.

•  I recently met with the cardiovascular service line at my 
hospital to discuss some diffusion tensor imaging (DTIs) of 
Stage 3 and 4 pressure ulcers that had happened in the OR. 
The hospital had done a root cause analysis and asked me 
to explain how the ulcers could have happened. I reviewed 
the literature to explain why these were inside out process-
es that occurred as a result of hypotension and low tissue 
perfusion. We discussed what needed to be done to prevent 
them: increase hemoglobin, raise PO2, and increase mean 
arterial pressure. WHAT PART OF THAT SOUNDS LIKE 
AN OUTSIDE TO INSIDE PROCESS?

•  The failure to recognize the pathophysiology of a disease 
inhibits efforts to treat and prevent it. This is true of the new 
terminology. Calling ulcers “injuries” will divert attention 
from prevention and treatment of the ulcers.  

•  Yes, as the update is not supported by current evidence, I 
will not be applying it to my patients. I accessed the NPUAP 
website on 10/23/16 and they still have not supplied any 
supporting evidence for the revised system. Until this 
happens, I will continue to treat my patients according to 
the best evidence available. This includes considering per-
fusion-reperfusion injury and skin failure at end of life as 
pathophysiological bases for pressure induced tissue damage.

•  Our treatment recommendations are based on the patho-
physiology of what we are treating; medications, devices, and 
dressings are all meant to intervene at some point within the 
pathological process to prevent or change the outcome. If the 

Continued from page 5 

Continued on page 7

http://www.hvousa.org/
http://www.hvousa.org/
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terminology only addresses skin pathophysiology, it may limit 
us to treating only skin related issues and only with skin related 
devices/medications/dressings. If this occurred in diabetes, it 
would be like treating only the deficit of insulin response from 
the pancreas and ignoring the issues of insulin resistance and 
other factors that heavily contribute to the disease. We will 
only be able to treat the most minimal aspect of pressure ulcers 
and not be able to intervene before the damage is so bad that 
it is skin visible. This is entering the treatment phase after the 
disease has already done its damage - too late!

•  As above, the proposed modifications will confuse care giv-
ers, injure patients, and impede progress in prevention and 
treatment of the very disease that the NPUAP is attempting 
to stage.

•  If it becomes accepted that all pressure ulcers begin at the 
skin and progress to deeper tissues, it seems reasonable that 
the only effective treatment is to eliminate pressure at the 
skin level. The concept of pressure redistribution becomes 
undesirable, as it does not eliminate pressure. For example, if 
a person with a Stage I plantar ulcer, defined on the NPUAP 
website as: 

Stage 1 Pressure Injury: Non-blanchable erythema of 
intact skin
Intact skin with a localized area of non-blanchable erythe-
ma, which may appear differently in darkly pigmented skin. 
Presence of blanchable erythema or changes in sensation, 
temperature, or firmness may precede visual changes. Col-
or changes do not include purple or maroon discoloration; 
these may indicate deep tissue pressure injury. 

is placed in a total contact cast, and the ulcer progresses to a Stage 
2 defined on the NPUAP website as:

Stage 2 Pressure Injury: Partial-thickness skin loss 
with exposed dermis
The wound bed is viable, pink or red, moist, and may also 
present as an intact or ruptured serum-filled blister. Adipose 
(fat) is not visible and deeper tissues are not visible. Granu-
lation tissue, slough and eschar are not present. These inju-
ries commonly result from adverse microclimate and shear 
in the skin over the pelvis and shear in the heel. This stage 
should not be used to describe moisture associated skin dam-
age (MASD) including incontinence associated dermatitis 
(IAD), intertriginous dermatitis (ITD), medical adhesive re-
lated skin injury (MARSI), or traumatic wounds (skin tears, 
burns, abrasions).

would the provider be responsible for a “medical device” “pres-
sure injury” when the current research supports that the original 
injury likely affected deeper tissues that those visible to inspection 
and the progression of damage simply reflects the natural response 
of the body to the original injury?

The NPUAP has done (and continues to do) excellent work in 
many areas, including raising awareness and developing educational 
tools and guidelines. The AAWC supports the NPUAP in their ef-
forts in these areas. As a responsible multidisciplinary organization 
that is recognized internationally for its advanced, research-based 
thinking and clinically focused efforts, your AAWC has serious ques-
tions about this new direction, and its likely impact on our patients.

We strongly urge each of you to review the NPUAP documents 
(available at http://www.npuap.org/resources/education-
al-and-clinical-resources/npuap-pressure-injury-stages/), 
and act in the best interest of your patients. We welcome any and all 
comments to this issue and look forward to a healthy and respectful 
discussion on these important issues. You may contact any member 
of your Board of Directors through the Association website. n

Continued from page 6 

http://www.npuap.org/resources/educational-and-clinical-resources/npuap-pressure-injury-stages/
http://www.npuap.org/resources/educational-and-clinical-resources/npuap-pressure-injury-stages/
http://aawconline.org/careers-in-wound-care/ 
http://aawconline.org/careers-in-wound-care/ 
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“LET’S GET REAL” COLUMN

THIS is Where I Draw the Line on 
NPUAP
Submitted by Mary Haddow RN, CWCN AAWC Board 

Member at Large

Have you heard about the “new and improved” staging system 
for pressure ulcers? Those of us in wound care need to pay 

very close attention to what could change our delivery of care in 
ways we can NOT begin to fathom.  

It is this clinician’s observation that the new National Pressure 
Ulcer Advisory Panel (NPUAP) Pressure Injury Stages do not 
solve, simplify, or clarify any issues with the previous system. There 
is no data to support the assertion that pressure ulcers start at the 
skin and progress to deeper tissues. To my knowledge, neither sys-
tem has been validated. How does the use of these new guidelines 
improve evidence-based practice?   

The NPUAP “Pressure Injury” definition released on April 13, 
2016, states in part that “The injury occurs as a result of intense 
and/or prolonged pressure or pressure in combination with shear.” 
No argument with the concept so far, though I believe the word 
“damage” is more appropriate for reasons too numerous to count. 
The following sentence is quite telling as it lists a few of the multi-
tude of issues that are known to have a significant impact on tissue 
damage: “The tolerance of soft tissue for pressure and shear may 
also be affected by microclimate, nutrition, perfusion, co-morbid-
ities and condition of the soft tissue.” 

I will not protest that perhaps changing the numerals from Ro-
man to Arabic may simplify things for some. However, that could 
easily be defined and implemented as a format or editorial change 
rather than earth shattering news or evidence-based information 
on which to base the use of new terminology.

The new system will have no impact on my daily practice oth-
er than to consume valuable time trying to answer questions for 
which there are no evidence-based answers. The hardest to address 
will be “WHY?” In actuality, what NPUAP did was make it more 
complicated for less than scholarly caregivers who had enough 
trouble applying the earlier system. The new system includes de-
tailed information on what signs or symptoms may or may not 
indicate deep tissue pressure damage which may or may not result 
in a wound; only at that point in time does it become stageable. 

How will that be easily taught to caregivers with limited clinical 
training?  

In the absence of directives from Centers of Medicare and Med-
icaid Services (CMS) indicating that these identifications have been 
validated and implemented, with ICD Codes assigned, it is my posi-
tion that the recent publication is merely opinion. I will not change 
my current practice of staging and treating pressure ulcers, using the 
appropriate ICD-10 codes. Apparently, I am not alone in my oppo-
sition to the change, but it is frustrating how quickly the literature 
is adopting the new terminology which does not support the need 
for care. If documentation does not justify the codes used, would 
that constitute the dreaded “F” word and result in denial of claims? 
Not a good scenario at all!  

Why rush to use the newest term or gadget? Waiting for safety 
and validation seems the more prudent plan of action. Have we not 
seen a myriad of “new and improved” drugs, methods, equipment, 
and devices that triggered the “must have it NOW” urge among the 
masses? A significant number did not end well at all for those who 
were “lucky” to be among the first to use them.  

The media rushes to be the first to report the news, frequently 
incorrectly, because being first is more important than research, ac-
curacy, and fact checking. Are we, as clinicians, going to follow that 
same questionable logic?  

Surely, I am not the only clinician who spends a fair amount of 
time assessing and reclassifying wounds from a fall or another minor 
trauma, like wounds that were incorrectly identified as pressure ul-
cers and staged in an assisted living or urgent care setting. The origi-
nal version of staging pressure ulcers was flawed, poorly understood, 
and frequently misused. It is not rocket science to use a classification 
system for pressure ulcers to classify a pressure ulcer. To use that sys-
tem to identify and classify a fall-related trauma is just wrong for so 
many reasons! Not every breach to elderly skin is a pressure ulcer, 
but some clinicians misuse and abuse the system for reasons I cannot 
begin to imagine. I will not offer an explanation; there are none that 
are acceptable to justify the practice. I suspect the simplicity of just 
a few clicks in the computer rather than good, descriptive charting 
may play a part; everybody loves a rating system!

Although I enjoy a good challenge, this is one to which I do not 
look forward. Hopefully CMS will stand firm and not be swayed by 
the new terminology. A better staging system should be developed 
and adopted with appropriate codes assigned before any patients are 
harmed by this debacle. 

Your comments and feedback are welcome, as always.  Feel free to 
reply to aawc.get_real@yahoo.com. n

mailto:aawc.get_real@yahoo.com
https://aawconline.memberclicks.net/index.php?option=com_mclogin&view=mcforgotpassword
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What’s in a Name?
Karen Bauer, NP-C, CWS, CHRN,  

AAWC Consumer Board Member

Eric J. Lullove, DPM CWS FACCWS,  

AAWC Podiatric Physician Board Member

You may have heard that the National Pressure Ulcer Advisory 
Panel (NPUAP) just changed the name “pressure ulcer” to 

“pressure injury” and that the AAWC is speaking out to help peo-
ple learn what this may mean. On the surface, it is just a name, but 
this new name can cause people to misunderstand what is really 
going on when you have a pressure ulcer.

Pressure ulcers always start deep under the skin. They do not 
happen from the outside of your body. They happen when tissue 
deep under the skin does not get good circulation from lying or 
sitting in the same position for some time. In people who are very 
sick, pressure ulcers can start in under an hour! 

Using the name “pressure injury” means that something hap-
pened on the outside of the body to create a wound. The way 
the word “injury” is defined as: “harm or damage: an act or event 
that causes someone or something to no longer be fully healthy 
or in good condition.” The fact is that a pressure ulcer can happen 
without an injury. They are not actions or events working outside 
of the body.

When a person has diabetes, chronic obstructive pulmonary 

disease which causes difficulty breathing, congestive heart fail-
ure, malnutrition, or another disease that can cause effects on the 
whole body, pressure ulcers happen more easily and more quickly. 
Still, they are not an “injury”: they do not just happen from the 
outside in. Having other chronic diseases makes a person more 
at risk for a pressure ulcer, because their tissue under the skin is 
already requiring more oxygen and nutrients.

When injury to tissue does happen, it does not just happen to 
the skin. When injury happens it is deeper than we can see on the 
skin. It is from the inside out!

Another problem with the NPUAP calling pressure ulcers an 
“injury” is that “injury” implies that someone did something to 
someone else on purpose or that something happened on acci-
dent. Research has proven, though, that pressure ulcers sometimes 
do occur no matter what we try to do to stop them. Pressure 
ulcers do not always happen because someone wanted them to or 
because a person made them happen. Even with adequate preven-
tion strategies being appropriately implemented, pressure ulcers 
can still occur.

The AAWC supports wound related changes that are based on 
science and research and wants to build relationships with other 
organizations that do the same. The NPUAP has done a lot for 
the advancement of wound care, however, this change was made 
quickly and without support from many big wound individuals 
and groups. While it may appear to be “just a name,” the change 
can negatively affect the wound community, including both pro-
viders and patients. n

PERKS AND PEARLS PROGRAM - 
SUBMIT YOUR “PEARL” TODAY!

The new AAWC 
Perks and Pearls 
program educates 
the public about 
wound care. Each 
and every member 
has an opportunity 
to participate and be 
recognized.

The program’s goal is to provide wound care-fo-
cused, clinical practice education as routinely 
posted “Pearls” on AAWC’s social media pages. 
All “Pearls” will be coupled with a brief, highlight-
ed membership benefit reminder or “Perk.” The 
Pearls will be archived as a series on the AAWC 
website. Learn more about the program 
and submit a “Pearl.”

GET CONNECTED WITH FACEBOOK 
AND LINKEDIN

Facebook and LinkedIn are free social media 
sites which provide an easy way to find AAWC 
members and to connect with those interested 
in wound care. Keep abreast of the latest AAWC 
news, government alerts, benefits, opportunities 
and awards, and enjoy photos of recent and histor-
ical events. 

Click on either box below and join AAWC’s social 
media community. Post something. “Like” some-
thing. “Share” the news! Invite others. We built 
the pages for you!

http://aawconline.org/clinical-pearl-submission-form/
http://aawconline.org/clinical-pearl-submission-form/
https://www.linkedin.com/company/association-for-the-advancement-of-wound-care
https://www.facebook.com/Association-for-the-Advancement-of-Wound-Care-AAWC-168524206577974/?ref=hl
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Checklists for All!

Elizabeth E. Hogue, Esq.
Office: 877-871-4062

Fax: 877-871-9739
E-mail: ElizabethHogue@ElizabethHogue.net

Twitter: @HogueHomecare

In his 2009 book, The Checklist Manifesto: How to Get Things Right, Dr. Atul Gawande concludes that practitioners know how to do 
things the right way, but that the use of checklists helps to ensure that knowledge will be deployed to provide better quality care. 
A pilot program conducted by Harvard in 2016, for example, demonstrates that the use of checklists by providers may also be a 
key to better quality of care, including prevention of readmissions to hospitals.  

Dr. Gawande states that health care practitioners generally have the knowledge they need to provide quality of care to their pa-
tients. The goal is to make sure that this knowledge is applied consistently and correctly to patient care, i.e., to avoid ineptitude.  

The author points out that practitioners perceive that it is extremely difficult to get their jobs done. It seems like there is more to 
manage and get right every day. The emphasis in healthcare has not been to punish failure, but to provide more experience and 
training.  

Knowledge and experience are clearly crucial to quality patient care, Dr. Gawande says, “Yet our failures remain frequent. They 
persist despite remarkable individual ability…Avoidable failures are common and persistent, not to mention demoralizing and 
frustrating.” 

Gawande’s experience is that checklists will help to close the gap between knowledge and practice. Surgeons, for example, have 
used a 90-second checklist that reduced deaths and complications by more than 30% in eight hospitals around the world at virtu-
ally no cost.

A recent Harvard pilot program involving 22 offices of a franchise of private duty agencies demonstrates the value of checklists 
for other types of providers in order to reduce readmissions. The study was conducted in early 2016. It showed that caregivers 
who use a short checklist regarding changes in their patients’ conditions reported a number of alterations that could require more 
intensive care.  

During the study, caregivers were required to check in and out of a web-based software platform at the beginning and end of 
shifts. The software included questions about changes in patients’ conditions.  Examples of questions include:

• Does the client seem different than usual?
• Has there been a change in mobility, eating, or drinking?
• Is the client experiencing increased swelling?

When caregivers reported changes in response to these types of questions, they received additional relevant questions to answer. 
They also received more information and assistance from care managers to determine potential actions for patients. Without the 
use of checklists, changes in patients’ conditions may have gone unnoticed or unreported.

Although this pilot program involved private duty agencies, the use of checklists may also assist practitioners who provide wound 
care. All types of providers should look for opportunities to use checklists in order to help close the gap between knowledge and 
execution.

Copyright, 2016.
Elizabeth E. Hogue, Esq.

All rights reserved. No portion of this material may be reproduced
in any form without the advance written permission of the author.

mailto:ElizabethHogue@ElizabethHogue.net
mailto:ElizabethHogue@ElizabethHogue.net
https://twitter.com/HogueHomecare
https://twitter.com/hoguehomecare
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SAWC Fall Nursing and Physician Scholar-
ship Winners
Through a partnership with SAWC Spring and SAWC 
Fall, the AAWC has the honor of selecting the AAWC 
member winners of the SAWC Nursing and Physician 
Scholarships. The scholarships provide one nurse 
and one physician with complimentary conference 
registration to each conference (a $500 value) and 
recognition during SAWC’s Scholarship Ceremony. 
Congratulations go to the following SAWC Fall Schol-
arship Winners:

Nursing:   April Qualley, NP-C, CWON-AP
Physician:   Brock Liden, DPM

The winners of the scholarships were announced 
during the Poster Awards session at SAWC Fall 
2016. 

The Spring Scholarship application period has closed. 
Look to the AAWC website after SAWC Spring for 
2017 SAWC Fall Scholarship submission dates, 
which are typically open from the start of conference 
registration through a couple of weeks before the first 
early registration cut-off date. This ensures that those 
who are not selected can still register at the best 
possible AAWC member-discounted super saver rate!  

Global Volunteers Scholarship Winner
AAWC extends congratulations to Christine Parks, 
MSN, FNP-C, CWON, CFCN for being awarded a 
scholarship for volunteer travel. Christine traveled to 
Phnom Penh, Cambodia, in June.

Participation in the program is a priceless AAWC 
Membership benefit. Scholarships for 2017 are now 
available for the Health Volunteers Overseas (HVO) 
Wound and Lymphedema programs. Learn more 
about AAWC Scholarships, and direct questions 

about available funding to HVO during the application 
process. 

Journal of Wound Care (JWC) World Union 
of Wound Healing Societies (WUWHS) 
Award
Join AAWC in congratulating Jenny Hurlow, MSN, 
GNP-BC, CWCN, AAWC Nurse Board Member for 
winning the JWC WUWHS Award for the category 
of infection/biofilm in Florence at the WUWHS.

AAWC also had the honor of being nominated as 
the “Most Progressive Society.” Drs. Vickie R. 
Driver and Lisa Gould were short-listed for their 
tireless work on the Wound-care Experts/FDA – 
Clinical Endpoints Project (WEF-CEP) with the FDA. 
AAWC is the hosting society and WHS is the co-
host of WEF-CEP. 

CONGRATULATIONS CORNER

https://hvousa.org/wp-content/uploads/AAWC-Traveling-Grants-2016.pdf
https://hvousa.org/wp-content/uploads/AAWC-Traveling-Grants-2016.pdf
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A Rose by Any Other Name? 
Questioning the Change of Vernacular 
for Pressure Ulcers by the NPUAP

Cynthia Ann Fleck, RN, PhD, MBA, BSN, ET/WOCN, 

APN/CNS, CWS, CFCN, DNC, FACCWS

Cynthia Fleck & Associates, LLC; St. Louis, Missouri

Retired Two-Term Nurse Board Member, Past Membership 

Chair and Nursing Column Editor of the AAWC

AAWC Network News - Nursing Column

Those of you who enjoy English literature, especially that of Wil-
liam Shakespeare, will recall the famous line that Juliet speaks 

to Romeo, “A rose by any other name would smell as sweet.” Juliet 
argues that it does not matter that Romeo is the son of her family’s 
rival house of Montague. The reference is often used to imply that 
the names of things do not affect their true purpose and meaning. 
As much as I adore the story of Romeo and Juliet, I believe that 
the names and descriptors of things, especially within the context of 
medicine, is paramount.

My colleagues, Drs. Tammy Lutrel, Don Mrdjenovich, and Rich-
ard Simman of The American College of Clinical Wound Specialists 

(ACCWS), and I wrote a similar article to that below that was re-
cently published in The American Journal of Clinical Wound Specialists. 
We wished to get it into the hands of as many clinicians involved 
in the wound care industry so I wanted to publish it here in my 
AAWC Nursing column.

As health care professionals dedicated to the care of patients with 
wounds, including those patients with wounds secondary to pres-
sure, it is with supreme concern that we bring the new classification 
proposed by the National Pressure Ulcer Advisory Panel (NPUAP) 
to the forefront. The field has only recently been unified with the 
current terminology, and now the new classification proposed cre-
ates confusion and, candidly, is unnecessary and incorrect. 

Wound care providers understand that pressure wounds are due 
to ischemic injury as a result of a myriad of issues, including but not 
limited to mechanical pressure, shear, friction positioning/re-posi-
tioning, the prodromal issues surrounding end-of-life, death and the 
dying process, and/or skin failure. 

Furthermore, the proposed “pressure injury” terminology is not 
listed as a diagnosis in the current/new ICD 10 coding and does 
not capture the breadth that the current acceptable term “pressure 
ulcer” does.

Illustration of Stages of Pressure Ulcers
Wound care providers, nurses, physical therapists, physicians, and 

other health care professional have only recently integrated proto-
cols, policy, and procedures to protect patients, educate families and 

AAWC ONLINE STORE 

Have you visited the AAWC Store lately? The Association has quality items available for purchase:
• Educational wound and skin care brochures (six quality informative choices) 
• Educational wound image series (five unique CDs with jpeg images that can be used for presentations)
• Patient education posters (a great size at 11” x 17” – pay only for postage and handling)
• Membership mailing list (name and address on labels when approved for educational purposes)
• Wound care clinic directory as PDF (free to members from the members-only store) or in Excel for purchase

Click images above to view current brochures.

Continued on page 13

http://aawconline.org/store/
http://aawconline.org/wp-content/uploads/2015/04/ABC-brochure_03.30-for-Web.pdf
http://aawconline.org/wp-content/uploads/2015/11/AAWC-Debridement-brochure_09-02.pdf
http://aawconline.org/wp-content/uploads/2016/04/AAWC-Infection-brochure_03.06.pdf 
http://aawconline.org/wp-content/uploads/2012/04/Take-the-Pressure-Off.pdf
http://aawconline.org/wp-content/uploads/2011/04/Dress_and_Compress_for_Success.pdf
http://aawconline.org/wp-content/uploads/2011/04/Skin-Brochure.pdf


AAWC NetWork NeWsletter FAll/WiNter 2016 13

care givers, and teach healthcare students regarding the appropriate 
definitions of Stage 1, 2, 3, or 4 pressure ulcerations as well as such 
terms a deep tissue injury, unavoidable ulcers, etc.

The proposed use of “pressure injury” will not only confuse health 
care professionals, but it has the potential to negatively impact pro-
viders who are dedicated to wound care. Plaintiff attorneys will be 
armed with inaccurate jargon to help convince juries that an injury 
or insult was inflicted upon a patient intentionally. This ultimately 
increases exposure of all providers to potential lawsuits, and may 
cause the number of talented providers to dwindle, as was observed 
with those physicians who were skilled obstetricians when malprac-
tice policies reached record highs.

In all other areas of health care in the United States, we are the 
world leader; why is it then necessary to follow European and Austra-
lian recommendations? Additionally, doctors in Europe pay only ap-
proximately $200 a year for malpractice, whereas in the U.S. providers 
pay upwards of $20,000 or more in annual malpractice premiums. We 
live in a highly litigious country which ultimately drives up health-
care costs overall. Europe and Australia do not have this burden.1

Neither was there a publicized request for consensus or comment 
among wound care societies or providers on the decision to change 
criteria and definitions, nor was any of this criteria change opin-
ion evidence-based. There seems to be a disconnect between the 
NPUAP and the rest of the active wound care community.

It has also been noted that several practitioners who sit on the 
NPUAP Board of Directors, who drafted these changes, make their 
living as plaintiff expert witnesses. This is a clear conflict of interest, 
is self-serving, and could be construed as blatant fraud.

In addition, it has been discussed that these changes in terminol-
ogy were put forth without a vote or a proposal.

Major organizations in the United States such as the Kindred 
Health Network, Select Specialty Hospitals, and others have already 
issued a statement that they will not be applying the new classifi-
cations.

As the Treasurer and a member of the Board of the American 
College of Clinical Wound Specialists, along with the entire Board 
of Directors of The American College of Clinical Wound Special-
ists, our colleagues, and the majority of the other wound care orga-
nizations, kindly request that the NPUAP rescind this most recent 
decision. n

Continued from page 12

A WORD FROM AAWC’S GOLD CORPORATE SPONSOR

Smith & Nephew’s Advanced Wound Management Division is dedicated to the development of innovative 
solutions for the prevention and treatment of chronic, acute, and traumatic wounds. We emphasize preven-
tion where possible, while addressing wound care at all stages, including bioactive wound care products for 
many types of wounds.

Each year Smith & Nephew supports the training of more than 150,000 healthcare professionals, offering 
various educational options including Classroom to Bedside, Global Wound Academy, and The Wound Insti-
tute™. For over 150 years, Smith & Nephew has been committed to creating wound care solutions that help 
reduce the human and economic costs of wounds.

http://www.smith-nephew.com/
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WANT YOUR COMPANY’S ADVERTISEMENT IN AN AAWC NEWSLETTER?

Join as a Gold Corporate Sponsor today for this exclusive benefit and many more! The AAWC has a level 
of sponsorship that could fit any budget. Silver and Bronze level sponsors also receive many lucrative 
benefits.

Please encourage your company to become an active, involved, and collaborative industry sponsor of the 
AAWC. Together, the care and lives of people who suffer with wounds will be 
improved. The AAWC extends appreciation to all of its sponsors. Learn more about becoming a 
Corporate Sponsor in 2017. 

The Association relies on annual corporate sponsorship funds to achieve its mission to advance the care 
of people with and at risk for wounds. Corporate sponsors include skin/wound care product, device and 
service corporations. 

Corporate Sponsor representatives are invited to be part of the AAWC Corporate Advisory Panel (CAP). 
Acting as equal partners with AAWC leadership, the CAP allows close interaction with AAWC officers 
as well as other key wound care industry leaders. The panel meets quarterly to discuss mutual concerns 
and areas of interest. In addition, the Association works to keep AAWC industry supporters aware of key 
regulatory issues. 

Smith & Nephew, Inc.
Fort Worth, TX
USA

www.smith-naephew.com
www.allevyn.com

Customer Care Center
1-800-876-1261
T 727-392-1261
F 727-392-6914

AAWC GOLD SPONSOR ADVERTISEMENT

http://aawconline.org/sponsorship/
http://aawconline.org/sponsorship/
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2016 Corporate Sponsors

The Association for the Advancement of Wound Care expresses gratitude and deep appreciation to the following companies for 
their generous financial support in 2016. These companies are not only AAWC members, but they have also contributed signifi-
cant funds to support AAWC initiatives. Together with the Association’s leadership, the representatives from these companies meet 
quarterly and are working to elevate the principles and technologies of evidence-based wound care.

If you would like information on 2017 corporate sponsorship, please Click Here!

Gold Sponsors

Silver Sponsors

Bronze Sponsors

http://aawconline.org/sponsorship
http://www.smith-nephew.com/
http://www.smith-nephew.com/
http://www.smith-nephew.com/
http://www.smith-nephew.com/
http://www.smith-nephew.com/
http://www.smith-nephew.com/
http://www.molnlycke.com/
https://www.celgene.com/
http://www.dipexiumpharmaceuticals.com/
http://www.mimedx.com
http://www.smith-nephew.com/
http://www.acelity.com
http://solutions.3m.com/wps/portal/3M/en_US/3MC3SD/Wound-Care/ 
http://www.convatec.com
https://www.hollister.com/
http://www.integralife.com
http://www.medline.com/home.jsp
http://www.organogenesis.com/
http://www.boydtech.com
http://www.biocompression.com
http://www.osiris.com/
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