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Wound Care:  Keeping It All in Perspective  
John Embil, MD1 and Kathleen Klassen, RN2, 

 1 Department of Medicine, Section of Infectious Diseases, University of Manitoba 
2 Home Care Program, Winnipeg Regional Health Authority  

Abstract: 
Individuals with acute or chronic wounds are frequently referred to homecare nursing programs 
to provide in home or in clinic wound care.  The volume of wound care provided by home care 
nursing continues to expand as does the complexity of service provided. The frequency of 
dressing changes and other therapeutic interventions may make delivery of service complex if 
not impossible.  When referring individuals to homecare programs, it is important to remember 
that the least number of visits per day improves sustainability of limited home care resources. 
Further a focus on the simplest possible dressings enabling client or family self-care is 
essential.   

Objectives: 
By attending this session, the attendee will be able to: 

1. State what homecare programs can realistically provide to patients in Manitoba
2. State what a realistic dressing option/frequency is for patients receiving homecare

services
3. Understand the complexities of delivering care to patients receiving homecare services.

Multiple Choice Questions (Select the best answer) 
1. When planning for a patient to receive homecare nursing services, the following frequency

of dressing changes is most realistic:
a. Twice daily
b. 3 times a day
c. 4 times a day
d. Once daily or with less frequency

2. When sending a referral to home care nursing, the following information is required:
a. A description of the type of wound
b. A description of current wound treatment
c. A prescription for the wound care treatment
d. A and B
e. All of the above

3. Wound care accounts for approximately how many home care nursing visits in Winnipeg:
a. 100,000 visits annually
b. 200,000 visits annually
c. 300,000 visits annually
d. 500,000 visits annually



Understanding the Evidence 
Sadeesh Srinathan, MD 

Department of Surgery, Section of Thoracic Surgery 
University of Manitoba 

Abstract: 
When evaluating the clinical literature, it is very easy to be overwhelmed and a challenge to see 
the forest for the trees.  How do we know what studies to trust?  What are the features of a 
study which give us confidence in their conclusions and how do those features work?  What is 
bias and how does it operate in the medical literature?  How confident can we be in the 
evidence around a specific clinical question? 

Objectives: 
By attending this session, the attendee will be able to: 

1. Understand what bias is and how it works in clinical research
2. Understand the GRADE framework
3. Understand how the formal GRADE framework can be used to help us navigate the

medical literature to determine the quality of the evidence and determine our confidence
it.

Multiple Choice Questions (Select the best answer) 
1. In GRADE which of these features are NOT used to determine the quality of the evidence

a. Indirectness of the evidence
b. The authorship of the study
c. Dose response
d. Publication bias

2. Which feature is NOT reflective or a source of bias
a. Sample size
b. Poor follow-up
c. Blinding
d. Allocation

3. Which of the following is the best answer
a. Randomized clinical trials are not always the best source of evidence.
b. One should be able to make a clinical decision on the quality of the evidence alone
c. A low p value means that there is a strong effect of the intervention
d. The strength of recommendation is based on the quality of the evidence.



What Gets in the Way of Adhering to Recommendations:  Psychology of Chronic Disease 
Brigitte Sabourin, PhD 

Department of Clinical Psychology 
University of Manitoba  

Abstract: 
Many individuals with chronic disease are given clear recommendations and expectations 
regarding self-managing their condition. Nonetheless, the majority of individuals with chronic 
disease do not adhere to optimal self-management recommendations. It is believed that health 
beliefs, psychosocial issues, and patient-provider dynamics play an important role in individuals’ 
ability to undertake the extensive behavioural demands involved in managing chronic disease. 
The goal of the presentation is to provide an overview of these factors and suggest strategies 
for healthcare providers in supporting patients with the challenges of chronic disease self-
management. 

Objectives: 
By attending this session, the attendee will be able to: 

1. Describe a framework for understanding non-adherence
2. State the barriers to patients adhering to self-management recommendations
3. State how they can work with a patient to encourage self-management

Multiple Choice Questions (Select the best answer) 
1. What is the adherence rate to long term therapy for chronic illness in developed countries,

according to a 2003 WHO report?
a. 20%
b. 30%
c. 50%
d. 70%

2. Which of the following factors is associated with better patient adherence to treatment plans
or medical advice:
a. Greater financial wealth
b. Female gender
c. Age < 40
d. Reduced frequency of medication dosing
e. Western European heritage

3. The top three self-reported reasons for medication non-adherence according to a U.S. 2013
population survey were:
a. Forgot, ran out, away from home
b. Had side effects, too busy, prescription wasn’t working
c. Trying to save money, didn’t like taking it, didn’t think prescription was needed anymore



Recognizing and Using Wound Products Appropriately  
Susan Poiron, RN and Marina Potenza, RN 

Infectious Diseases, Diabetic Foot and Complicated Wound Clinic 
Health Sciences Centre 

Abstract: 
There are innumerable dressings, and various woundcare products.  Unfortunately, the data 
supporting the use of many of these products is very limited, and it is left to the practitioner to 
determine which product to use where.  Many of the products that are currently available have 
significant cost implications for health systems.  It is important to remember that a woundcare 
product does not resolve a patient’s wound, rather the woundcare product in conjunction with 
disease state modification, specifically; control of infection, edema, and pressure may achieve 
the desired results.  Before selecting a product the practitioner must understand the amount of 
discharge from the wound, whether ischemia is present, and whether there are other factors, 
such as repetitive unperceived trauma.  

Objectives: 
By attending this session, the attendee will be able to: 

1. Be able to state the names of different classes of woundcare products
2. State when different products are appropriate
3. Have a concept of cost as it pertains to dressing products.

Multiple Choice Questions (Select the best answer) 
1. A patient presents with a large erosive ulceration in a grossly edematous leg.  Copious clear

discharge is present soaking the patient’s garments.  The most reasonable approach would
be:
a. Provided that distal perfusion is intact, bedrest with leg elevation above the level of the

heart.
b. Absorptive dressing
c. Control of any infection that is present
d. All of the above

2. A man with non-reconstructional  peripheral vascular disease presents with a large necrotic
dry eschar on the heel.  Which would be the most appropriate dressing?
a. Self-adhesive foam dressing
b. Self-adhesive hydrocolloid
c. Saline moistened gauze changed twice daily
d. Paint with povidone, and allow to air dry.

3. A young female with a spinal cord injury and a wound with 100% necrotic tissue measuring
2 cm x 3 cm over the left ischial tuberosity presents for your assessment.  A foul odor is
observed.  Which would be the most appropriate dressing?
a. Dry gauze
b. Paint with povidone and air dry
c. Self-adhesive foam
d. Before a dressing choice can be made further investigations are necessary to determine

what is actually occurring.



 
Vascular Assessment and Ankle Brachial Blood Pressure Indices  

Gregory Harding, MD 
Department of Surgery, Section of Vascular Surgery 

University of Manitoba 
 
Abstract: 
Ulceration of the lower extremity can be secondary to pure arterial insufficiency, combined 
arterial and venous insufficiency or of pure venous insufficiency.  Most frequently, lesions of 
arterial insufficiency are located on the tips of the toes and boney prominences. Arterial ulcers 
are usually associated with dry, black, eschars.  Venous ulcers are most often located in the 
area between the lower calf and malleoli.  The management of any lower extremity ulcer begins 
with determining the status of the circulation. If pedal pulses are palpable then the arterial 
circulation is deemed intact. If pedal pulses are not palpable, the circulation may need to be 
improved to support wound healing.  Key signs of arterial insufficiency are the location of the 
ulcer, the absence of pulses, pre-existing vascular disease and abnormal ankle brachial 
pressure studies.  
 
Objectives: 
By attending this session, the attendee will be able to: 

1. State the signs and symptoms of critical limb ischemia 
2. Interpret ankle brachial blood pressure indices  
3. State when compression therapy can be applied to an individual with an ulceration on a 

lower limb 
 

Multiple Choice Questions (Select the best answer) 
1. A long distance truck driver with a long history of recurring ulcerations of venous 

insufficiency in the right lower leg presents with another ulceration of venous insufficiency.  
Pedal pulses are palpable.  What is the most appropriate course of action at this time? 
a. Obtain ankle brachial blood pressure indices to confirm adequacy of distal perfusion 
b. Proceed with a two layer compression dressing system changed every 3 to 7 days 
c. Hydrocolloid dressing changed based upon frequency and magnitude of discharge 
d. Dry gauze dressing changed based upon frequency and magnitude of discharge 

 
2. An elderly female presents with an inability to walk more than half a block because of pain in 

her calves, she cannot sleep because of constant pain in her right forefoot.  The pain is 
relieved by dangling the leg.  What is the most likely diagnosis? 
a. Venous insufficiency 
b. Critical limb ischemia of her right leg 
c. Spinal stenosis   
d. Painful peripheral neuropathy 

 
3. Which of the following is an appropriate indication for ankle brachial blood pressure index 

testing? 
a. Before applying a compression dressing for healing and ulceration of venous 

insufficiency with an individual with palpable pedal  pulses. 
b. Once yearly to ensure that graduated pressure stockings can continue to be used 
c. When there is concern about arterial insufficiency and pedal pulses cannot be palpated 
d. Routinely, in any person with diabetes 



Understanding the Microbiology Report:   Wound Microbiology 
Andrew Walkty, MD 

Shared Health Services and Department of Medical Microbiology and Infectious Diseases 
 University of Manitoba 

Abstract: 
Whenever a wound is encountered, it is tempting to obtain a specimen for culture.  Invariably, 
microorganisms will be recovered from the base of the wound.  The fundamental question that 
the practitioner must first ask themselves, “is the wound clinically infected?”  The definition of 
infection, clinically is the presence of pain, redness, discharge, and altered appearance of the 
wound.  If clinical evidence of infection is not present, then a specimen should not be obtained 
as invariably, microorganisms will be recovered, and then the practitioner is faced with the 
dilemma of how to interpret the specimen and intervene accordingly.  Common pathogens for 
wound infections include Staphylococcus aureus (methicillin susceptible and resistant), and the 
beta hemolytic streptococci.  Other organisms such as the corynebacteria and coagulase 
negative staphylococci are frequent skin colonizers.   

Objectives: 
By attending this session, the attendee will be able to: 

1. State the names of common pathogens responsible for skin and soft tissue/wound
infections

2. Describe how (and when) to submit a specimen to the microbiology laboratory
3. List key pieces of information that need to be included on the microbiology laboratory

requisition
4. Interpret the data presented in microbiology laboratory reports

Multiple Choice Questions (Select the best answer) 
1. Which of the following organisms is not typically responsible for acute skin and soft tissue

infections in otherwise healthy hosts?
a. Methicillin susceptible Staphylococcus aureus
b. Methicillin resistant Staphylococcus aureus
c. Staphylococcus epidermidis
d. Group A streptococcus
e. Group C or G streptococcus

2. Which of the following information must be included on the requisition that accompanies
specimens submitted to the microbiology laboratory for culture?
a. Patient’s name, date of birth, and personal health information number
b. Relevant clinical information
c. Practitioner’s name and contact information
d. The test that is requested
e. All of the above

3. Which of the following statements regarding specimen collection from a wound for culture is
false?
a. Use of a swab to obtain the specimen is preferred over sending tissue or fluid to the

laboratory for culture
b. A specimen for culture should not be obtained from a clinically uninfected wound
c. The wound should be cleansed and debrided before obtaining a specimen for culture
d. A specimen for culture should be promptly transported to the microbiology laboratory in

a sterile container
e. A specimen for culture should be obtained prior to the initiation of antimicrobial therapy



 
Pressure Ulcer Management:  Using Common Sense and Science 

Christian Petropolis, MD  
Department of Surgery, Section of Plastic Surgery 

University of Manitoba  
 

Abstract: 
Pressure ulcerations occur in any area where there is unrelieved pressure.  This can occur in 
individuals with decreased level of consciousness for any reason, and areas where there is loss 
of sensation whether it is from a spinal cord injury, peripheral neuropathy from diabetes, or a 
specific nerve root or nerve injury.  Where there are areas of decreased sensation or when an 
individual will not have adequate protective sensation, it is imperative to protect the affected 
area(s).  The ideal management approach for the pressure ulceration is to actually prevent the 
ulceration from occurring in the first place.  When a pressure ulceration occurs it is therefore 
imperative to optimally displace pressure from the affected area, control infection and soiling, 
and remove necrotic debris.  These basic principles may help to achieve closure of a pressure 
ulceration but if not, consideration will have to be given to a surgical closure.   
 
Objectives: 
By attending this session, the attendee will be able to: 

1. State the indication for surgical repair of a pressure ulceration 
2. State contraindications to surgical repair to a pressure ulceration 
3. State adjunctive measures for keeping a pressure ulceration healed once surgically 

closed 
 
Multiple Choice Questions (Select the best answer) 
1. Which tissues are most susceptible to excess pressure ischemia ? 

a. Bone 
b. Muscle 
c. Skin 
d. Adipose 

 
2.  What duration of continuous bedrest and pressure offloading are required following a 

pressure ulcer reconstruction 
b. None 
c. 1-3 week 
d. 3-8 weeks 
e. 8-12 weeks 

 
3.  Patients with unreleased pressure points can develop to develop a pressure ulcer in what 

timeframe? 
a. Under 1 hour 
b. 1-4 hour 
c. 4-6 hours  
d. 6-10 hours 

 
 
 
 
 
 
 
 
 



 
Managing Leg Ulcers:  A Practical Approach 

Greg Harding, MD 
Department of Surgery, Section of Vascular Surgery 

University of Manitoba 
 

Abstract: 
Ulcerations of venous insufficiency in the lower limb are a frequent problem.  Venous disease is 
the consequence of valvular disease and/or obstruction in the superficial and /or deep venous 
system with resultant venous hypertension.  Venous hypertension leads to excessive interstitial 
fluid can occur leading to significant edema and extravasation of blood leading to inflammation 
and damage to the skin. Any minor injury can then lead to a small break in the skin that expands 
rapidly leading to a large lesion.  Compression therapy with associated bedrest and leg 
elevation are truly the only effective means by which to achieve closure of these lesions.  
Arterial and combined arterial/venous ulcers are first treated with correction of the arterial 
circulation followed by wound care and risk factor management.    
 
Objectives: 
By attending this session, the attendee will be able to: 

1. State diagnostic strategies needed prior to initiating treatment for an ulceration of venous 
insufficiency 

2. State the anticipated duration of time to achieve healing of an ulceration of venous 
insufficiency 

3. Understand the importance of revascularization in arterial ulcers and combined 
arterial/venous ulcers 

 
Multiple Choice Questions (Select the best answer) 
1.  A 55 year old man who works as a cashier in a grocery store presents with a large (10X10 

cm) superficial ulcer above his right medial malleolus.  The ulcer has been present for over 6 
months with very little healing despite dressing care. He has excellent dorsalis pedis and 
posterior tibial pulses.  The best management at this time is: 
a. Ankle Pressure Indices 
b. Off work letter 
c. Compression treatment and leg elevation 
d. Angiogram with a view to revascularization of the leg 

 
2. A 55 year old man has had a venous ulcer for 6 months that has now healed with intensive 

compression therapy and leg elevation.  The best long term management is: 
a. Lifelong compression with a graded compression garment 
b. Lifelong compression with a graded compression garment and a duplex ultrasound to 

investigate for venous incompetence. 
c. Duplex ultrasound to investigate for venous incompetence 
d. No further treatment is indicated 

 
3. A 65 year old diabetic male presents with a 3 week history of a 1X1cm ulcer to his right 1st 

toe after he stubbed his toe.  You cannot feel distal pulses and ankle pressure studies 
reveal impaired circulation (ABI 0.5).  What is the best management at this time: 
a. A one month trial of Home Care and daily wound care 
b. Referral to a Vascular Specialist 
c. A course of antibiotics based upon cultures 
d. Toe amputation 

 



The Diabetic Foot:  Investigation, Management and Outcome 
John Embil, MD 

Department of Medicine, Section of Infectious Disease 
University of Manitoba 

Abstract: 
Persons with diabetes are at exceptionally high risk of foot complications, specifically, 
ulcerations, infections of skin, soft tissue and bone.  The major risk factor is lack of protective 
sensation as a result of peripheral neuropathy.  It is therefore, that persons with diabetes must 
wear appropriate footwear that protects and supports the feet.  Should an ulceration occur, it is 
imperative to achieve prompt closure so as to prevent the anticipated complications noted 
above.  

Objectives: 
By attending this session, the attendee will be able to: 

1. Formulate an approach to the infected, and non-infected diabetic foot, acknowledging
the intrinsic pitfalls to diagnosing infection in this patient population

2. State the basics of infection and its diagnosis in the diabetic foot
3. Consolidate clinical, and laboratory data to diagnose foot infections

Multiple Choice Questions (Select the best answer) 
1. A female with longstanding type 2 diabetes and peripheral neuropathy presents with an

ulceration in the pulpspace of the left great toe.  Which technique will be most efficient for
establishing a diagnosis of osteomyelitis?
a. Bone scan
b. Computed axial tomographic scan
c. Magnetic resonance imaging scan
d. Probe to bone test with an accompanying plain radiograph

2. Which of the following is the simplest approach to establishing adequacy of distal perfusion?
a. Palpate peripheral pulses
b. Angiography
c. Consultation with a vascular surgeon
d. Ankle brachial blood pressure indices

3. Which of the following techniques is the most logical approach for attempting to heal a
neuropathic diabetic foot ulcer?
a. Application of topical silver based dressings
b. Longterm oral antibiotic therapy
c. Pressure offloading
d. Hyperbaric oxygen



The Charcot Foot:  Conservative or Surgical Management? 
Brad Pilkey, MD 

Department of Surgery, Section of Orthopedic Surgery 
University of Manitoba  

Abstract: 
In persons with diabetes, peripheral neuropathy leads to lack of protective sensation.  With 
Charcot arthropathy is a progressive, noninfectious, destructive disease of bones and joints in 
patients with sensory neuropathy. Diabetic foot neuropathy is the most common cause in the 
developed world. Patients present with a swollen foot or ankle and minimal pain. Clinical 
diagnosis and plain X-ray are the mainstays of assessment. The natural history includes gradual 
healing over many months. Most patients can be treated nonoperatively with total contact 
casting, with the end goal of a stable, plantigrade foot. Major complications of Charcot deformity 
may lead to secondary ulceration, infection, and osteomyelitis. Surgical options for Charcot 
arthropathy include exostectomy, arthrodesis, and amputation.  

Objectives: 
By attending this session, the attendee will be able to: 

1. State the typical physical characteristics of Charcot arthropathy
2. State the different phases of Charcot arthropathy
3. State interventions of for management of Charcot arthropathy

Multiple Choice Questions (Select the best answer) 
1. Charcot arthropathy is a:

a. Progressive, infectious, destructive disease of bones and joints in patients with sensory
neuropathy

b. Progressive, noninfectious, destructive disease of bones and joints in patients with
sensory neuropathy

c. Progressive, noninfectious, destructive disease of bones and joints in patients without
sensory neuropathy

d. Progressive, noninfectious, nondestructive disease of bones and joints in patients with
sensory neuropathy

2. Most patients with Charcot arthropathy can be treated:
a. Non-operatively with a total contact cast aiming for the goal of a stable, painless foot
b. Operatively with an arthrodesis aiming for the goal of a stable, painless foot
c. Non-operatively with a total contact cast aiming for the goal of a stable, plantigrade

foot
d. Operatively with an exostectomy aiming for the goal of a stable, painless foot

3. Surgical options for Charcot arthropathy include:
a. Exostectomy, arthroplasty, amputation
b. Exostectomy, arthrodesis, amputation
c. Exostectomy, bone transport, amputation
d. ORIF, arthrodesis, amputation
e. Exostectomy, arthrodesis, vascular bypass



Pressure Relief:  The Total Contact Cast and Other Devices 
Mike Templeton, Orthopedic Technologist  

Department of Orthopedic Technology 
Health Sciences Centre  

Abstract: 
A variety of lower extremity processes can be assisted by pressure relieving technologies and 
other measures to protect and stabilize.  Persons presenting with Charcot arthropathy are 
served by total contact casting as are individuals who present with plantar neuropathic ulcers. 
Total contact casting however, must be undertaken with caution as individuals who lack 
protective sensation may not appreciate when a total contact cast is causing an abrasion or is 
too tight.  The total contact cast must be applied in such a fashion to ensure that there is close 
contact of the casting material with the lower limb.  Once total contact casting is finished, 
patients will need to transition to appropriately fitted orthopedic footwear and custom molded 
orthotics so as to protect the lower limb.   

Objectives: 
By attending this session, the attendee will be able to: 

1. State the differences between a total contact cast and a conventional cast
2. State the indications for total contact casting
3. State measures for preventing foot problems in individuals who have completed total

contact casting

Multiple Choice Questions (Select the best answer) 
1. Of the following, which would be the optimal treatment for pressure offloading in an

individual with a neuropathic foot ulcer?
a. Off the shelf footwear
b. Footwear with custom molded orthotic
c. Postoperative shoe
d. Total contact casting

2. Which of the following in an absolute contraindication to total contact casting?
a. A patient who needs to continue working
b. A neuropathic foot ulcer
c. An active infection
d. Underlying osteomyelitis undergoing treatment

3. Which of the following are advantages of total contact casting for optimal pressure relief of a
neuropathic ulcer?
a. Displacement of plantar pressure over the entire surface of the foot.
b. Immobilizes the affected part
c. Slow the patient down
d. All of the above



Amputee Rehabilitation:  The First Step Towards Success 
Patrick Gross, BMR(PT) 

Department of Physiotherapy 
Health Sciences Centre 

Abstract: 
The most feared complication of any process affecting the lower limb in a person with diabetes 
is an amputation.  Heroic measures are frequently taken to try and preserve the lower limbs in 
persons with diabetes and peripheral vascular disease.  There may, however, be a time when 
further measures are no longer possible due to the underlying state of the lower limb, and 
therefore, an amputation becomes the most appropriate therapy.  While many perceive the 
amputation to be a defeat, for the vast majority of individuals, it is an intervention that can 
alleviate discomfort and minimize risk of significant widespread infection.  Providing individuals 
facing amputation with a realistic understanding of the rehabilitation process thereafter will go a 
long way to ensuring a successful outcome. 

Objectives: 
By attending this session, the attendee will be able to: 

1. Better appreciate the realities facing individuals post amputation
2. State the admission criteria for accepting an individual into an amputee rehabilitation

program
3. State the minimum criteria for an individual to be fitted with a prosthesis

Multiple Choice Questions (Select the best answer) 
1. A 62 year old male with type 2 diabetes underwent a right transtibial amputation today

secondary to an infected diabetic foot ulcer.  Assuming that he is a good candidate, how
soon on average will he be fit with a prosthesis in Manitoba?
a. Immediately after his amputation
b. Prior to hospital discharge
c. 3-4 months
d. 6-9 months

2. An 85 year old male underwent a left transfemoral amputation secondary to critical limb
ischemia.  His previous medical history includes DM2, IHD, MIx2, CHF, HTN, and
dyslipidemia.  He remains a hoyer transfer despite 2 months of intensive therapy
intervention.  His stump is well healed now and family is requesting he be fitted with a
prosthesis to allow him to become independent with transfers and to return home
ambulating.  Which of the following actions is  the most appropriate?
a. Discuss that a transfemoral prosthesis does not assist with transfers
b. Discuss that, in this case, a transfemoral prosthesis would act like an anchor
c. Provide a prescription for prosthetic casting as soon as possible
d. a and b

3. A 40 year old male with diabetes and schizophrenia has undergone a left transtibial
amputation secondary to a severe foot infection.  He demonstrates impaired insight, poor
judgment, an inability to care for himself that has resulted in self-neglect.  He has been
deemed incompetent by psychiatry.  When should a prosthetic fitting be considered?
a. Only as an inpatient to ensure patient safety
b. This client would never be a candidate
c. Only with the direct involvement and support of his primary caregiver who is accepting of

providing his long-term supervision and care.
d. When homecare Services are in place



Rashes:  Are they all the Same? 
Rochelle Van De Velde, MD 

Department of Medicine, Section of Dermatology 
University of Manitoba and Winnipeg Clinic 

Abstract: 
It is always important in wound care to assess not only the wound itself, but also the 
surrounding skin.  It can often offer clues as to the etiology of the wound or the reasons for 
delayed wound healing.  We will touch on a few interesting cases including contact dermatitis, 
pyoderma gangrenosum and vasculitic leg ulcers to demonstrate how important the skin exam 
really is.    

Objectives: 
By attending this session, the attendee will be able to: 

1. Recognize the signs and symptoms of a contact dermatitis and have an approach to
managing this condition.

2. Recognize and diagnose Pyoderma Gangrenosum and being familiar with treatment
options.

3. Know when to suspect a vasculitic cause for leg ulcers.

Multiple Choice Questions (Select the best answer) 
1. A patient presents with an incredibly itchy, well-demarcated, erythematous vesicular

eruption localized to the skin surrounding her chronic venous leg ulcer.  The most likely
diagnosis is:
a. Allergic contact dermatitis to something being applied to the wound
b. Irritant contact dermatitis from excessive moisture on the skin surface
c. A newly acquired immunobullous disorder such as Bullous pemphigoid

2. A 40 yo man with ulcerative colitis presents with a new onset painful ulcer with a violaceous
border on the lower leg that started at the site of trauma.  The first investigation he needs is:
a. Ankle brachial indices
b. Tissue biopsy from the edge of the ulcer for pathology and culture
c. Bacterial swab from the base of the ulcer

3. The most critical treatment for Pyoderma Gangrenosum is:
a. Topical, intralesional or systemic corticosteroids
b. Debridement of the wound
c. Compression



Blistering Disorders:  Recognition and Management 
Shane Silver, MD 

Department of Medicine, Section of Dermatology, 
University of Manitoba and Academy Skin Centre 

Abstract: 
Blistering disorders can cause significant morbidity for patients.  They can also be debilitating 
and life altering.  When a patient presents with a blistering condition some common conditions 
should come to mind in the differential.  In this session we will review bullous disorders that can 
present in the office with an emphasis on work-up and management. 

Objectives: 
By attending this session, the attendee will be able to: 

1. List the names of 3 common blistering disorders
2. State how to assess a blistering disorder
3. State how to treat a blistering disorder

Multiple Choice Questions (Select the best answer) 
1. What biopsies should be taken when a patient presents with a bullous eruption and from

where?
a. Hematoxylin and eosin( H and E) from the blister and Direct immunofluorescence from

the edge of the blister with normal skin as well.
b. Hematoxylin and eosin ( H and E) from the edge of the blister with normal skin as well,

and Direct immunofluorescence from the blister.
c. Hematoxylin and eosin ( H and E) from the edge of the blister with normal skin as well

and Direct immunofluorescence from normal skin next to the blister.
d. Hematoxylin and eosin ( H and E) from normal skin next to the blister and Direct

immunofluorescence from the edge of the blister with normal skin as well.

2. Which autoimmune blistering disorder is most commonly seen among the elderly?
a. Pemphigus vulgaris
b. Bullous pemphigoid
c. Epidermolysis bullosa
d. Cicatricial pemphigoid

3 Which is true of staphylococcal bullous eruption? 
a. The bullae in bullous impetigo will grow Staphylococcus aureus.
b. The denuded skin in staph scalded skin syndrome will grow Staphylococcus aureus
c. Staphylococcal scalded skin syndrome is a disease primarily seen in children and renal

failure patients.
d. a and c



Malignant Skin Lesions:  Recognition and Management 
Shane Silver MD 

Department of Medicine, Section of Dermatology 
University of Manitoba and Academy Skin Centre  

Abstract: 
Malignancy is an important consideration in chronic leg ulcerations.  Malignancy can complicate 
an existing leg ulcer of long duration or can mimic a leg ulcer of benign etiology.  Health care 
professionals who evaluate and manage leg ulcers should recognize when a malignancy may 
be present. Clinical features suggestive of cancer and an approach to diagnosing cancer will be 
reviewed.  

Objectives: 
By attending this session, the attendee will be able to: 

1. Name 3 mechanisms by which a skin cancer may present as a wound/ulcer.
2. State clinical features that suggest a wound is malignant.
3. State how to diagnose a malignant wound.

Multiple Choice Questions (Select the best answer) 
1. Which of the following is LEAST suggestive of a malignant ulcer?

a. Failure to heal despite optimal management for 3 weeks
b. Sudden growth of a longstanding ulcer
c. An indurated border
d. An ulcer in an immunosuppressed host

2. Which of the following is NOT a reasonable method for diagnosing a 4x3 cm leg ulcer as
malignant?
a. Urgent dermatology referral
b. Biopsy of the wound margin
c. Excision and repair of the ulcer

3. Which of the following is NOT a mechanism by which a malignancy is associated with an
ulcer?
a. Malignant transformation within an existing nonmalignant ulcer
b. Immune complex deposition in a vessel wall
c. Tissue breakdown in a primary tumor
d. A reactive inflammatory process related to an internal malignancy



 
Case Discussions 

John Embil, MD 

Department of Medicine, Section of Infectious Diseases 
University of Manitoba  

 
Abstract: 
The presence of a wound should prompt the practitioner to think about what caused the wound 
and what measures are required to diagnose and treat the wound.  Every wound is unique and 
the treatment approach has be tailored to the person with the wound. 
 
Objectives: 
By attending this session, the attendee will be able to: 

1. State diagnostic criteria for various wounds 
2. Differentiate between mild, moderate and severe infections 
3. Have fun! 

 
Multiple Choice Questions (Select the best answer) 
1. A 65 year old female presents with a non-healing ulceration on the left anterior shin.  It has 

rolled edges and has been present for 6 months.  The lesion has not changed.  Which of the 
following is the most prudent course of action? 
a. Apply a hydrocolloid dressing and change every 4 days 
b. Use a silver based dressing and re-evaluate in one month time 
c. Obtain a biopsy for histology and culture 
d. Apply a honey dressing and review in 3 weeks time 

 
2. After an acute skin and soft tissue infection, a patient with lymphedema of the left lower limb 

is left with a large open ulceration.  Dorsalis pedal pulses are palpable.  What is the most 
prudent course of action? 
a. Apply dry gauze dressings and advise on bedrest with leg elevation 
b. Continue treating with oral antibiotics until the wound closes 
c. Compression therapy, bedrest and leg elevation 
d. Obtain ankle brachial blood pressure indices before doing anything 

 
3. A 46 year old heavy equipment operator with type 2 diabetes presents with a swollen painful 

erythematous left foot.  What should be your first course of action? 
a. Initiate antibiotics and review in 2 weeks time 
b. Obtain a plain radiograph of the affected foot 
c. Advise time off work for bedrest and leg elevation 
d. Obtain an ultrasound to exclude a deep venous thrombosis  

 
 
 



 
Answers to Multiple Choice Answers: 

 
1. Wound Care:  Keeping it all in Perspective 

1. d 
2. d 
3. c 
 

2.  Understanding the Evidence 
 1. b 
 2. a 
 3. a 
 
3.  What Gets in the Way of Adhering to Recommendations:  Psychology of Chronic 

Disease 
 1. c 
 2. d 
 3. a 
 
4.  Recognizing and Using Wound Products 
 1. d 
 2. d 
 3. d 
 
5.  Vascular Assessment and Ankle Brachial Blood Pressure Indices  
 1. b 
 2. b 
 3. c 
 
6. Understanding the Microbiology Report:  Wound Microbiology 
 1. c 
 2. e 
 3. a 
 
7. Pressure Ulcer Management:  Using Common Sense and Science 
 1. b 
 2. c 
 3. b 
 
8. Managing Leg Ulcers:   A Practical Approach 
 1. c  
 2. b 
 3. b 
 
9.  The Diabetic Foot:  Investigation, Management and Outcome  
 1. d 
 2. a 
 3. c 
 
10. The Charcot Foot:  Conservative or Surgical Management? 
 1. b 
 2. c 
 3. b 
 



11. Pressure Relief:  the Total Contact Case and Other 
Devices
1. d
2. c
3. d

12. Amputee Rehabilitation:  The First Step Towards Success
1. c
2. d
3. c

13. Rashes:  Are they all the Same?
1. a
2. b
3. a

14. Blistering Disorders: Recognition and Management
1. c
2. b
3. d

15. Malignant Skin Lesions:  Recognition and Management
1. a
2. c
3. b

16. Case Discussions
1. c
2. c
3. b 
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