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You know that one of life’s 
biggest rewards is caring for 
the smallest patients. And at 

Cook Children’s, we truly understand 
the team that cares for our children. 
That’s why we offer a rewarding 
benefits package that emphasizes 
flexibility and choice, as well as 
professional and personal growth. 
We offer:

• Tuition Reimbursement

•  Paid Time Off and Extended 
Illness Bank

• On-site Child Development Center

• Clinical Excellence Program

At Cook Children’s, we’ve got 
you covered!

www.cookchildrens.org  •  Dallas/Fort Worth, Texas

EOE/AA, M/F/D/V. No agencies, please.

To apply online, go to 
www.cookchildrens.org  
and click on “Careers.”

Careers Beyond Your Imagination

•  Nurse Manager–Med/Surg 
(Nights)

•  Clinical Services Manager– 
Home Health

• CRNA

• EP Nurse Clinician

• LVNs–Arlington, Fort Worth

•  Manager of Care Management– 
Health Plan

• Nursing Coordinator–Home Health

• PNPs
- Anesthesia
- HEB
- Neurosurgery
- PICU
- Trauma
- 5 Pavilion (ED Overflow)

• Research Coordinator RN–H/O

• RN/LVN (Case by Case)–Home Health

• RN/LVN–Neurology Clinic

• RNs–Endocrine & H/O Specialty Clinics

• RN–Surgery

• RNFA–Surgery

• RN Service Coordinator–Ortho
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closer look at pediatric nurse practitioners. 

10 Team Players: Nursing on a team, by Stephanie Patrick, Nurses 
Lounge-DFW takes a closer look at the team dynamic as we talk 
with several DFW nurses who work on teams, both formal and 
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15 CE Article: Glucose Gremlins, by Betsy Forrest, RN, BSN, 
CWCN, This month’s CE article features valuable information on 
wound healing in diabetic patients. 
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Editor’s Letter

19th Annual Great 100 Nurses Celebration
You are invited to join the Texas Nurses Association, Districts Three and Four and the 

DFW Nurse Executives at their nineteenth annual “Great 100 Nurses”  gala at the Morton H. 

Meyerson Symphony Center in Dallas, April 19, 2009, from 6:30 p.m. to 10 p.m.   

This event will honor one hundred nurses in the Dallas-Fort Worth area who exemplify 

excellence in the art and science of nursing. The “Great 100” is unique in that honorees do 

not have to belong to a particular professional organization or practice in a particular clini-

cal specialty. All proceeds from the event will provide funds for scholarship for area nursing 

students.

There are many registered nurses in the metroplex who make a significant contribution 

to health care in the area. Help honor outstand-

ing nurses whose courage, compassion 

and commitment make a difference in 

the community. 

The event includes a cocktail 

hour from 6:30-7:30 p.m. The 

awards program will follow from 

7:30-8:30 p.m. and a reception will 

finalize the evening from 8:30-10 p.m. 

Dear readers, 

A recent article in the Dallas Morning News listed the top ten highest paying academic degrees, 
and you will be happy to know that nursing was number ten on the list! Stay confident knowing 
that you have chosen a profession that is personally fulfilling and financially sound. 

As we segue out of the harsh bite of winter and into the warmer rejuvenations of spring, we 
have some special surprises for you this month! First, we profile Kathy Ellsworth, RN, BS, 
CPN, who has the luck of the Irish with her and her Irish dancing troupe. 

Our Career Spotlight on page six looks at nurse practitioners this month, with a special feature 
on pediatric nurse practitioners, written by Linda Murphy, MSN, RN, CPNP. 

 If you appreciate the teamwork shared by your coworkers, you will enjoy Nurses Lounge-DFW’s 
closer look at team dynamics on page ten, featuring  several DFW nurses who work on teams. 

Finally, our CE article features valuable information on wound healing in diabetic patients, 
written by Betsy Forrest, RN, BSN, CWCN.

Each month we try to acknowledge as many nurses as possible for their contributions to the 
nursing profession. If you know of someone that should be featured in our magazine, please let 
me know at editor@nurseslounge.com. Be sure to look for our special issue next month when 
we recognize and feature each of the Great 100 winners for 2009! 

See you in the lounge!

Anthony Armstrong
Editor-in-Chief 
Nurses Lounge-DFW
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Kathy Ellsworth, RN, BS, CPN, and clinical educator for Children’s 

Medical Center Dallas, has been a nurse for 12 years and spent nine 

of those in pediatrics. Working in clinical education, she is all business 

when she helps new nurses get oriented with Children’s. In her off 

time, though, Kathy kicks up her heels, literally, as a dancer with 

the Shandon Irish Dancers. 

Tell us more about what motivated you to get into 

dancing and why you chose Irish dancing. 

“I grew up number nine of nine in an Irish Catholic 

family.  Irish dancing has always been an interest, 

but actually doing it was a different thing entirely.  It 

was after my husband’s death that I decided that life 

is too short to continue to say ‘someday.’”  

What do you love about Irish dancing? 

“I love the concentration it takes, the physical chal-

lenge, and the fun that we all have doing it.  Dance is 

such a great stress reliever.   I feel great mentally every 

time I practice, go to class, or perform.  Also, I am pretty 

clumsy and not all that graceful...I love that our TCRG, Kay 

LaGreca is patient and such a good instructor that I actually look 

like I know what I’m doing! 

“Another reason I love dancing with Shandon is the diverse group 

of adults.  We have a homemaker, teacher, librarian, accountant, 

psychiatrist, lawyer, college student, etc.  It is fun to interact with such 

a diverse group and work together on one common goal.  Everyone 

brings something different to the team, which is a big part of why we 

all work together so well.”

How has this activity changed your life? 

“It has made life a lot more fun overall.  It is great to have a diver-

sion from everyday stress.  It also was a great help in getting 

me past the emotional stress of my husband’s death.   Now, 

it gives me something to look forward to and a way to 

keep balance in my life.”

Where can people go to see you perform in the 

upcoming months? 

“The Shandon Irish Dancers always perform at the 

North Texas Irish Festival at Fair Park each March and 

the State Fair in the fall.  The St. Patrick’s Day per-

formances may vary.  Last year we performed at the 

Arboretum and the West End Festival.  I’m not sure 

where we are performing this year.  I plan to dance in 

a local Feis [a traditional Gaelic arts and culture festival] 

this fall and nationals with the adult team in Nashville this 

summer.  I am also planning to compete in Oriechtas this 

winter.  I am a single mom with three kids, so travel costs can be 

prohibitive.  I’ll be staying close to home for a while, I’m sure.”

For more information about the Shandon Irish Dancers, visit 

ShandonIrishDancers.com.

NL

LaGreca is patient and such a good instructor that I actually look 

like I know what I’m doing! 

“Another reason I love dancing with Shandon is the diverse group 

of adults.  We have a homemaker, teacher, librarian, accountant, 

psychiatrist, lawyer, college student, etc.  It is fun to interact with such 

a diverse group and work together on one common goal.a diverse group and work together on one common goal.

psychiatrist, lawyer, college student, etc.

a diverse group and work together on one common goal.

Kicking up her Ghillies

Faces in the Crowd

March 2009 3



NURSES LOUNGE / Dallas-Fort Worth4 www.NursesLounge.com 

Snapshots of Excellence

JENNIFER GRAy NAMED HEALTHCARE HERO

Jennifer Gray, RN, Ph.D, Associ-

ate Dean for the Ph.D Program 

and the George W and Hazel M 

Jay Professor in Nursing in the 

School of Nursing at the Uni-

versity of Texas Arlington was 

honored as a Healthcare Hero by 

the Fort Worth Business Press at a 

dinner on February 19. 

Recognized for her work in HIV 

and AIDS research, Dr. Gray has 

worked in Africa – Cameroon, Tan-

zania and Uganda – and also in 

the Dominican Republic and Haiti. While many focus on bedside nurs-

ing, Dr. Gray realizes health care reaches far beyond treating patients in 

hospitals into people’s homes and the community. Dr. Gray is currently 

leading a team that seeks to establish the East Africa Center for Nursing 

Excellence to support initial and continuing nursing education. Accord-

ing to Dean Elizabeth Poster,  “Dr. Gray has spent her career  committed 

to developing resources in both Texas and Africa that help increase the 

number of  nurse scientists/researchers and educators.  She practices 

what she teaches.”

SHARN BARBARIN AND DONAS COLE RECEIvE FACHE

Sharn Barbarin, FACHE, Medical Center of McKinney chief operat-

ing officer (COO), and Donas Cole, FACHE, Medical Center of McKinney 

vice president of operations, recently became Fellows of the American 

College of Health care Executives, the nation’s leading professional 

society for health care leaders.

“Because health care management ultimately affects the people in 

our communities, it is critically important to have a standard of excel-

lence promoted by a professional organization,” says Thomas C. Dolan, 

Ph.D, FACHE, CAE, president and chief executive officer of ACHE.

 “By becoming an ACHE Fellow and simultaneously earning board 

certification from ACHE, health care leaders can show that they are 

committed to providing high-quality service to their patients and com-

munity.”

Fellow status represents achievement of the highest standard of 

professional development. In fact, only 7,500 health care executives 

hold this distinction. 

NL

KATHy WALTON NAMED
NURSE MANAGER FELLOWS WITH AONE 

The American Organization of 

Nurse Executives named Kathy 

Walton, RN, BS, CPN, a nurse at 

Medical City Dallas, to its 2009 

class of Nurse Manager Fellows. 

“Once again, we are impressed 

with the caliber of these nurse 

managers and the commitment 

to their development from their 

nurse executives and organiza-

tions,” said AONE’s CEO Pamela 

Thompson, MS, RN, FAAN.

The year-long program is de-

signed to meet the practice needs of the nurse manager and prepare 

the next generation of executive-level nurse leaders. Fellows will com-

plete an individual capstone project integrating skills learned through 

the program and benefiting the sponsoring organization.

LORI BETHEL NAMED NEW
DIRECTOR OF WOMEN’S SERvICES

Texas Health Arlington 

Memorial Hospital administra-

tors appointed Lori Bethel, RN, 

to director of women’s services. 

Bethel brings 26 years of clinical 

nursing experience with a focus 

on surgical care to the position.

In her new role as director, 

Bethel will oversee the labor and 

delivery unit, the neonatal inten-

sive care unit, the mother/baby 

unit, and gynecology.

Most recently, Bethel served as 

director of surgical services and interim director of women’s services. 

She joined the hospital’s surgery department in 2001 as a staff nurse 

and was promoted to nurse manager three years later. As nurse man-

ager, she began a reward and recognition program for the unit.

Prior to joining the hospital, Bethel held positions as a surgery nurse, 

surgical services coordinator and sterile processing manager at Central 

Baptist Hospital in Lexington, Ky. from 1983 until 2001. She received 

an associate’s degree in nursing from the Lexington Technical Insti-

tute in 1983 and a bachelor’s degree in nursing from the University of 

Kentucky in 1986.
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While hospitals have been recruiting foreign nurses or hiring agency 

staff to fill vacancies, Texas nursing schools have turned away thou-

sands of qualified applicants – some 8,000 in 2008 alone. In many cases, 

the problem is a shortage of qualified faculty. “There is tremendous in-

terest from thousands of potential students in nursing as a career,” said 

Susan Sportsman, RN, Ph.D., president of the Texas Nurses Association 

and dean, Midwestern State University College of Health and Human 

Service. “Unfortunately, a lack of nursing faculty is a major barrier to 

educating and graduating more nurses. That’s why it’s imperative that 

Texas supports with state funding the coalition’s efforts to attract the 

qualified nursing faculty that can increase the number of graduates.”

NL

ROCKWALL HOSPITALS, INC. 
BUyS TWO INTEGRA HOSPITALS

Rockwall Hospitals, Inc., well known for developing and operating 

hospitals co-owned by physicians, closed recently on the purchase of 

Integra Hospital Plano, a 73-bed rehabilitation facility in Plano, Texas, 

and Sage Rehabilitation Hospital, a 42-bed facility in Baton Rouge, La. 

Both are full-service rehabilitation hospitals and represent, not only 

Rockwall Hospitals’ first ventures in 100 percent ownership of hospi-

tals, but also the Richardson, Texas-based company’s first and second 

rehabilitation hospitals, as well as its first facility outside Texas. Rockwall 

Hospitals also operates and is the largest sole owner in the hospital 

partnership of Patients Medical Center in Pasadena, Texas, and Texas 

Regional Medical Center at Sunnyvale, which is under construction 

and is scheduled to open in August in Sunnyvale, Texas. Rockwall is 

scheduled to begin construction later this year on Southlake Regional 

Medical Center in Southlake, Texas, which also has physician investors.

“One of the tenets of rehabilitation-nursing practice is the belief that 

all patients with functional limitations have value which exceeds their 

illnesses or disabilities,” says Kathy 

Mason, chief nursing officer of 

Integra Hospital Plano. “This same 

tenet has served us well at Integra 

Hospital Plano as our team has 

been challenged by tough 

economic times. The nursing staff 

at IHP is proud to now be a 

member of the Rockwall Hospitals 

team and the relief is almost 

palpable.

“Patient satisfaction is at an 

all-time high and our nursing-sen-

sitive indicators demonstrate a commitment to nursing care that has 

exceeded all expectations. We look forward to continuing to provide 

our community with stellar rehabilitation care.”

NURSING WORKFORCE SHORTAGE COALITION CALLS
FOR INCREASED FUNDING FOR NURSING EDUCATION

The Texas Nursing Workforce Shortage Coalition, a diverse partner-

ship of health care organizations, business groups and education 

leaders, called on legislators to address the state’s critical nursing 

shortage. The coalition is asking the 2009 Texas Legislature to provide 

an additional $60 million in special-item funding to increase the an-

nual production of RN graduates from 7,000 in 2007 to 13,000 in 2013, 

almost doubling the output of nurses.  

DFW Hospital Council Comments  
on President’s Budget

President Obama recently released a budget that created a 

10-year, $634 billion “reserve 

fund” to partially pay for a vast 

expansion of the U.S. health 

care system. Nurses Lounge-

DFW asked the DFW Hospital 

Council to share their initial 

thoughts:  

“The preliminary informa-

tion related to President Barack 

Obama’s health care budget 

indicates that there would be a 

$634 billion reserve fund over 

the next ten years to expand 

government subsidized health 

care coverage.  The indications are that approximately $318 bil-

lion will come through increased revenue by tax increases and the 

remainder would come from proposed cost savings in Medicare, 

Medicaid and other health programs. Without specific details regard-

ing the proposed reductions it is difficult to determine the overall 

impact to health care providers.  We are cooperative and collabora-

tive with health care reform; however we are concerned about any 

funding reductions in Medicare and Medicaid programs as current 

reimbursement levels should not be reduced.”

- W. Stephen Love 

Chief Executive Officer and President  

Dallas-Fort Worth Hospital Council. 

Around Town
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Nurse Practitioners (NPs) are advanced practice nurses who provide 

healthcare services similar to those of a doctor. NPs focus on 

health promotion, disease prevention, health education, counseling 

and other health and wellness choices. 

The first NPs graduated from the University of Colorado in 1965, and 

today the American Academy of Nurse Practitioners reports that there 

are over 125,000 practicing NPs. 

According to salary.com, more than 91 percent of NPs hold a master’s 

degree and NP salaries range from 65-95k. 

While NPs are licensed in all states and the District of Columbia, regu-

lations governing practice vary a great deal in each state. Some NPs can 

practice interdependently of physician supervision, while others must 

work in collaboration with physicians. 

In Texas, Nurse Practitioner programs are available as degree-seeking 

MSN and as post-MSN certificate and doctorate programs.

Derylann Price, MSN, RN, FNP
Senior Nurse Practitioner, Emergency Services  
Medical Center of Arlington

How long have you been with 

MCA?

I have been working in the MCA 

Emergency Department for 13 

years.

How long have you been a nurse 

practitioner?

I have been a nurse practitioner 

for 22 years and have practiced in 

emergency care for most of that 

time.

Why did you choose to be a 

nurse practitioner?

A few years after graduating from my BSN program, I took a position 

as a case manager at a university teaching hospital.  The atmosphere 

DFW Nurse Practitioners

Career Spotlight
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was so different from what I had previously experienced.  Up until that 

time, I had not had much of a collaborative relationship with physicians 

(this was in the early 1980s).  The position was partially supervised by 

two very supportive physicians, and I had a fair amount of responsibility 

and independence in the role.  I loved it!  It was nursing with a bump 

into the world of medicine.   I started exploring advanced nursing 

practice and talking to nursing colleagues about becoming a nurse 

practitioner.  I applied to the University of Texas at Arlington MSN/FNP 

program and have never looked back.

What do you love the most about being a nurse practitioner?

I love the independence the role allows me, as well as the collabora-

tive relationships I have with my peers in nursing and medicine.  I love 

taking the best of nursing, blending it with medicine, and coming up 

with excellent patient care.  I love learning something new every day 

and knowing that my education and background have prepared me for 

a broad spectrum of clinical situations.  I love being capable of caring 

for patients in times of crisis, when they need it most.

What do you like the least about being a nurse practitioner?

Because I am so clinically oriented, I am not  fond of anything that 

is not direct patient care.  I would have to say what I like least are the 

administrative and risk management duties of my position.

What advice would you give to a nurse considering becoming a 

nurse practitioner?

Expose yourself!  Spend time shadowing nurse practitioners in roles 

that interest you, as well as roles you know little about.  Become familiar 

with national and statewide issues surrounding advanced practice nurs-

ing.  If you decide it’s for you, be prepared to work hard and know that it 

will be well worth it.

Whitney Johannessen, PhD, RN, CPNP
Pediatric Nurse Practitioner - 
Anesthesia 
Cook Children’s

How long have you been with 

Cook Children’s? 

I started in March 2005. I am 

about to celebrate my four-year 

anniversary with Cook Children’s.
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How long have you been a nurse practitioner? 

I have been a pediatric nurse practitioner for five years.

Why did you choose to be an NP? 

I chose to be a nurse practitioner because it allowed me the opportu-

nity to advance my clinical skill set and assessment capabilities through 

graduate education. My career choice allows me to autonomously 

provide extensive patient care and education to families with pediatric 

patients. I cannot imagine doing anything else for the rest of my life!

What do you love the most about being a nurse practitioner? 

Only one thing? I think the absolute best part of my job is the flexibil-

ity. As a pediatric nurse practitioner, I have the ability to independently 

work with pediatric patients in primary care, specialty clinics, certain 

hospital settings, school-based clinics, government agencies, and many 

other settings. My work schedules in this profession have also been in-

credibly flexible. There are not many jobs where you can work full-time 

and simultaneously pursue a Ph.D full-time as well. 

What do you like the least about being a nurse practitioner? 

My least favorite thing about being a nurse practitioner is that many 

patients (and even some health care providers) still do not know what a 

nurse practitioner is or what we can do clinically. The lack of knowledge 

about the profession is sometimes a barrier to initial care but also an 

excellent opportunity for education.

What advice would you give to a nurse considering becoming a 

nurse practitioner?

I would advise anyone interested in becoming a nurse practitioner 

to thoughtfully consider how they want to specialize (i.e. pediatrics, 

adult, family, psych, etc.). And, once they have chosen a specialty, I 

would encourage them to immerse themselves in as many learning 

opportunities—both classroom and clinical—as they can! There is so 

much to learn in a master’ program; but, there is even more available to 

learn during clinical and during their first job. I would encourage them 

to ask many questions of the practitioners who are already working in 

the types of jobs they are interested in, such as primary care, inpatient, 

emergency care, etc. It always helps to have an “insider” point of view 

when considering career options.  

NL
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A Closer Look at Pediatric 
Nurse Practitioners

By Linda Murphy, MSN, RN, CPNP

What is a PNP?

In 1965 there was a noted shortage of physicians with the predic-

tions of an even greater shortage in the decades ahead, particularly 

with primary care physicians serving children. As the result of a collab-

orative effort between the University of Colorado’s Schools of Medicine 

(Henry K. Silver, MD) and Nursing (Loretta C. Ford, EdD), the concept of 

the pediatric nurse practitioner (PNP) was born. Susan G. Stearly, MS, 

was the first student enrolled in the program. The rationale for pre-

paring nurses for an expanded role was to provide access to primary 

health care to children at an optimum level, especially children of lower 

socioeconomic status and in areas with limited facilities for such care. 

Education 

A Pediatric Nurse Practitioner (PNP) is a registered nurse that has 

advanced education, skills, and training to provide health care for in-

fants, children, and adolescents. The focus of the advanced educational 

program is on growth and development from birth to 21 years of age, 

with a strong emphasis on health promotion and disease prevention. 

Upon completion of the advanced education program, the candidate 

will receive a master’s degree in nursing (MS or MSN) and be eligible for 

certification in the specialty of pediatrics. Once accredited through the 

national board examination, the PNP will have an additional credential: 

Certified Pediatric Nurse Practitioner (CPNP). 

Scope of Practice

Licensed as a registered nurse/advanced practice nurse, the pediatric 

nurse practitioner follows the rules and regulations of the Nurse Prac-

tice Act in the state where they work. Because the profession is state 

regulated, care provided by the PNP may vary. 

In summary, pediatric nurse practitioners are registered nurses that 

have acquired advanced education and training to provide primary 

health care to children in a variety of practice settings. In addition, they 

participate in education, research, and legislative activities to improve 

the quality and access to health care for infants, children, and adoles-

cents.

NL
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the psychiatric emergency service at Green Oaks Hospital. “We work 

together collaboratively starting in nursing school and we work best as 

a collaborative group.” 

Sometimes teams are simply informal groups of professionals thrown 

together on the same shift. Other times, like in the case of the wound 

care nurses at Medical Center of Plano, they are an official group of 

“super nurses” devoted to a cause.

That’s at least how Lara Lindsley, RN, BSN and certified wound and 

ostomy nurse, describes the 64 nurses who make up that hospital’s 

wound care team. As a newly minted wound care specialist, Lindsley, 

with the blessing of her employer, formed the team in 1999 with 25 

like-minded registered nurses.

“I started here in 1998 and my goal was to increase the nursing 

autonomy on wounds,” Lindsley says. “I had a firm belief that the staff 

should have the knowledge to assess all wounds. I was energized by 

the fact that before I came to Medical Center of Plano I was an ICU 

nurse and wound assessment was a guessing game for me, and so were 

the treatments. I could follow orders, but I didn’t understand the why.

As a new nurse with eight months of professional experience, 

Ana Frederick, RN, often relies on her fellow geriatric nurses at 

Parkland Health and Hospital System for advice on every-

thing from protocols to the best way to easily insert IVs in frail senior 

citizens’ arms. They split up the patient load, but the four other geriatric 

nurses who work on her shift are never far away if Frederick needs as-

sistance. She often finds herself helping them, too.

“In the geriatric unit, you always need someone else’s help when 

moving a patient or providing many of the other aspects of care,” she 

says. “No one person can do it all on their own and working as a team 

makes things work really well.” 

That collaborative nature isn’t limited to geriatrics. Throughout the 

Dallas-Fort Worth area, nurses in units ranging from critical care to 

transport often find themselves working in a team-like fashion. 

“Nurses have always worked in teams and are socialized to work to-

gether, much unlike physicians who have been socialized to work more 

individually,” says Celeste Johnson, RN, MSN and program director of 

Team Players: Nursing on DFW Teams

Pictured above: Lara Lindsley, center, with members of  the wound care team 

at  Medical Center of Plano.

By Stephanie Patrick
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“I wanted other nurses to understand what they 

were doing and why. I wanted them to feel con-

fident when caring for patients’ wounds. And, if a 

nurse still isn’t comfortable with a patient’s wounds, 

he or she can easily find a wound care team member 

with advanced training to help.” 

Almost all of the original 25 nurses remain on the 

team and Lindsley credits the members’ work with 

helping the hospital attain its recent Magnet status 

for nurse autonomy. She says their work is now more 

important because of new federal guidelines for 

wound care.

“Our initial goal was two nurses available per 

shift,” she says. “Now, even as the hospital has grown 

substantially, there are two or three nurses at each 

shift and they are working all over the hospital, 

including in the intensive care unit, pediatrics, oncol-

ogy, rehabilitation and neonatal intensive care.”

They range from new nurses to those with decades of experience. 

By its own calculations, Richardson Regional Medical Center’s 

rapid response team has a combined total of 192 years of nursing  

Parkland Health and Hospital System nurses, from right to left: Gladys Njokede PCA I; Chellamma Abraham PCA II; Midaeja Killen RN; Rosemond Ubani RN; 

Julianne Williams RN; Ana Frederick RN; Adaobi Okagbue PCA; Leslie Jones PCR II; Janet Wilson PCA II; Thresiamma Thomas RN II; Jimmy Kang RN. 

Members of Richardson Regional’s rapid response team, from left to right:  Shirley Macalanda, RN, 

CCRN-CSC, BSN;Jennifer Cloud, RN, CCRN, MBA/HCM; Ruby Ponce De Leon, RN, BSN; Tewonda Baker, 

RN, CCRN, BSN; Rebecca Donnelli, RN, CCRN, BSN; Dominador Cruz, RN, BSN.
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experience. The team includes 11 registered nurses, as well as respira-

tory therapists.

The team was formed in February 2006, in response to the 100,000 

Lives Campaign by the Institute for Healthcare Improvement. It was 

initiated in collaboration with Irving-based vHA Inc. to prevent cardiac 

arrests in patients who demonstrate declining status outside the 

intensive care unit.  As critical care experts, the team members assist 

the staff to assess and stabilize a patient’s condition and communicate 

the appropriate information to the physician.  They also strive to raise 

awareness about patient safety and provide education to the nursing 

staff throughout the hospital.  

“Regardless of the criticality of the situation, our team members are 

able assess and intervene to save patient lives,” says Jennifer Cloud, RN, 

CCRN, MBA/HCM, nurse manager ICU/IMC.

And, while of the nature of the work means they rarely actually work 

together, goals and protocols are in place to ensure everyone is per-

forming their tasks successfully.

“The use of email communication has enabled our team to keep in 

constant contact with one another,” Cloud says. “Whether it be recog-

nizing the need for further education or communicating the need for 

supplies, email allows rapid response team members to easily commu-

nicate their needs regardless of the time of day.” 

Communication is essential for any strong team.

“In my experience, good teams build strong relationships similar to 

that of strong married couples,” Johnson says. “In a good team, each 

Medical Center of Plano, just north of Dallas, is leading the
way in Trauma Care. With our Level III designation, we have
the staff and resources to provide timely, quality care that
saves lives. Just another example of how we continually strive
for excellence.

Registered Nurses
Sign-on Bonus for Most Positions!

For a complete list of all open positions and to apply, visit:

www.medicalcenterofplano.com

Candidates may also apply online at: Medical Center of
Plano, Recruitment, 1630 Coit Rd., Suite 200, Plano, TX
75075-7738 or call the Nurse Recruiter at 972-519-1465
for more information. Equal Opportunity Employer

Cardiac ICU Stepdown - FT, 7am-7pm & 7pm-7am

Emergency - FT, 6pm-6am/8pm-8am and FT, 8am-8pm

Emergency Dept. Assistant Nurse Manager

ePOM Project Manager

Float Pool - PRN

Labor & Delivery - FT, 7pm-7am & PRN

Med/Surg Oncology - PRN, 7am-7pm

Med/Surg Orthopedics - FT, 7am-7pm

Med/Surg Orthopedics Manager

Neuro/Renal ICU Stepdown - FT, 7am-7pm & 7pm-7am

Operating Room/Open Heart

Operating Room RNFA

Pediatrics - PT, 7pm-7am

Recovery Room - PRN

Trauma Care
At It’s Best

....................................

Collin County’s Only Trauma Center

Medical City Children’s Hospital Transport Team, from left to right: Stacy 

Greiner Yates RN, EMT-P; Holly Clark Dickens RN, BSN; Amy Hall RN, BSN, CCRN; 

Misty Pruiett RN; Cole Edmonson RN, MS, FACHE, NEA-BC; Michele Papo, MD; 

W. David Campbell RN, BSN, CEN, CTRN; Laura Massey RN, BSN; Suzannah 

Elsherbini RN, BS; Jason Groves RNC; Morgan Morris RN, CPN, CCRN; Sheryl 

Jutras RN, BSN; Kevin Cook RN, BSN; Glen Hopkins RN, BSN, EMT-P. 
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A rewarding career awaits you at Las Colinas Medical Center, just
west of Dallas. We have the resources, technology and financial
viability to offer vibrant careers in our modern, community-based
facility. Join our team and start improving your life today!

ICU • Case Manager • L&D • Cath Lab
NICU/Nursery Manager • Clinical Nurse Educator

Day Surgery • PCU • NICU 

Registered Nurses

For more information on our great benefits,
PRN opportunities and to apply visit:

www.lascolinasmedical.com

nurse brings something to the team and, while each nurse may have a 

different assignment, each nurse is attuned to the team members and 

can help the others out without even being asked to do it.”

She says nurses on her own team have commented that it’s a sense 

of team loyalty that keeps them coming to work every day, despite the 

stresses of their jobs. Those stresses may be patients and their families 

or the nurses’ own coworkers.

“If people are working close together and they have truly developed 

a bond, they will overlook some slights that they normally wouldn’t,” 

Johnson says. “They are attuned to what problems the others may be 

having, or they may just realize that it’s not the right time to confront 

someone else.”

Laura Massey, RN, BSN and manager of the 17-year-old pediatric/

neonatal transport team at Medical City Children’s Hospital says that 

the professional bond helps the nurses focus on what’s most important.

“You have to know that your co-worker is going to be there and that 

you can depend on them to help support you and help you keep that 

child alive,” says Massey, whose team includes 11 registered nurses who 

are specially trained in respiratory care.

That’s not to say every good team isn’t without its rocky history or 

occasional problems.

Lindsley says she made a lot of mistakes when launching her team, 

and has learned not to overload members with too much information 

in the beginning.

“When I started the team, I had eight classes that they came to and a 

huge notebook chocked full of information,” she says. “It was too much. 

Now, they only attend one four-hour class and they are paid to attend. 

It’s fun and interactive, full of questions and scenarios.

Members of the neurocritical care team at Methodist Dallas Medical Center, 

from left to right: Greg Hubbard, RN; Angie Rheal, RN; John Harris, RN; Amanda 

Pepper, RN; and Kathleen Andrews, Nurse Manager. 

In Stores
Now!

Valid with coupon & before tax total of 
$25.  One coupon per visit.  Cannot 
be combined with Employee Network 

or Hospital discounts, or any other offer 
or promotion.  Cannot be applied to 

previous purchases, special orders, gift 
cards, Dansko, or Littmann purchases.  
Valid in stores only through 3/31/09.  
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A PlaceA Place
...to excel

Reliant Rehabilitation Hospital North Texas provides first-rate physical rehabilitation
services at our state-of-the-art facility in Richardson. Take advantage of our
paperless environment and cutting edge technologies to grow and excel your career.

Open House
House Supervisors • Registered Nurses • CNAs

Opportunities for FT and PRN, 12-hour shifts 7pm-7am

Thursday, March 26th • 2-6pm
Reliant Rehabilitation Hospital North Texas

3351 Waterview Parkway, Richardson, TX 75080
On-the-Spot Interviews!

Come learn more about our facility!
You may call 972-398-5855 to schedule a tour prior to the open house.

Visit us online at:www.ReliantNorthTX.com
Please email a resume to: employment@relianthcp.com or fax: 469-467-4497. 

The Area’s Newest Inpatient Rehab Hospital!

EOE

“I show pictures 

of wounds and 

ask them to pick 

which dressings 

they would use and 

I actually have the 

dressings there for 

them to use. We go 

over everything in 

four hours and they 

have a ball; they 

don’t want it to be 

over.”

Lindsley says 

about 20 percent of 

the team members are those who once hated wound care.

“The things we hate to do are those we don’t know how to do,” she 

says.

But one of the most difficult issues facing a team is when someone 

has to be asked to leave.

“Sometimes being a member of particular team is not a good fit for 

an individual, and the solution is that they either decide to leave the 

team or are asked to leave the team,” says Kathy Williams, MSN, RN, 

administrative director of project development/safety and a member 

of Denton Regional Medical Center’s peripherally inserted central 

catheter nurse team. This needs to be a mutually agreed upon decision, 

made in the best interest of both the individual and the team.

“The good news is that there are many opportunities for an individu-

al to find a fit or the right job for the right person.”

Cloud says that issue is best addressed when a team is being formed 

and before a problem occurs. An informal process-improvement team 

will help leaders decide what kind of nurses should be on the team. 

“Different staff members will have different qualities to bring to 

the team, so you want to be sure that you choose strong members to 

ensure success,” she says.

Amanda Pepper, RN and a member of the neurocritical team at 

Methodist Dallas Medical Center says the camaraderie of a strong 

team actually improves patient care.

“A team needs a clear goal and a good leader,” Pepper says.

And all nurses need to understand that teamwork is crucial when 

caring for patients, Lindsley says. “Nurses now, more than ever, have 

so many responsibilities. To have nurses with advanced knowledge in 

specialty areas is invaluable. 

“There are only so many things one nurse can be good at and 

there’s only so much that one nurse can be good at. If you have those 

specialized teams available to nurses and others in a hospital, everyone 

benefits.” NL
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UPCOMING CONFERENCES
Legal Symposium for Nurse Practitioners

April 1, 2009

23rd Annual Psychiatric Nursing Symposium
May 1st

Leadership Development Programs
Customized leadership development programs for individual health

care organizations and health systems are now available! 

For more information on our programs
or to register, please call  817-272-2581

or go to www.uta.edu/ded/nursing

The University of Texas at Arlington Center for Continuing Nursing Education
is an approved provider of continuing nursing education by the Texas Nurses

Association, an accredited approver by the American Nurses Credentialing
Center’s Commission on Accreditation.

Center for Continuing Nursing Education

“Yes, I am part of the medical team. Without 
me, you have nothing.”
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Betsy Forrest, BSN, RN, CWCN, 
graduated with a B.S.N. from The 
University of Texas at Arlington in 1982 
and has practiced as an R.N. in various 
care settings in Dallas-Fort Worth, 
Houston, New Orleans and Washington 
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of Washington Seattle Wound 
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discuss any unapproved or off -label use of any product. There is no commercial 
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Purpose: Th is educational activity is designed to help nurses in all care 
settings identify why patients with diabetes are more prone to develop 
wounds with complications such as chronicity and infection.  Nurses will 
also gain enhanced skills in wound prevention measures and strategies to 
manage the care and education of a patient with a diabetic wound.

Glucose 
Gremlins 
of Wound 
Healing

Objectives
At the completion of this educational activity, the nurse should be able to:

List three ways diabetes impairs wound healing.• 
Recognize the importance of strict glycemic control in wound healing of • 

the diabetic patient.
Describe two reasons diabetic patients are at greater risk for infection.• 
Identify nursing precautions necessary when caring for and educating • 

patients with lower extremity neuropathic disease.

Requirements for Successful Completion: 
1. Read the article.
2. Complete the post test questions and program evaluation by circling the 
selected responses on the post test.
3. Fill out the registration form.
4. Send registration form, post test, and a check for $12.00 to:

Continuing Nursing Education
Th e University of Texas at Arlington
Box 19197
Arlington, TX 76019-0197

5. A passing score is 80% to receive 1.0 Contact Hour.  If you pass, your 
CE certifi cate will be forwarded to you.  If you do not pass, you will be 
notifi ed and may repeat the test once at no cost.
6. Send before March 15, 2011.
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The news is everywhere. Diabetes mellitus in the United States is 
on the rise. Th e American Diabetes Association estimates that 
7.8% of the population has been diagnosed with diabetes and 5.7 

million people are not yet aware that they are diabetic. (1) We all know 
that obesity and the aging population are two factors that are contributing 
to increased prevalence. Th e complications of diabetes can cause a host 
of major chronic problems including retinopathy, nephropathy, neuropa-
thy, ischemic heart disease, cerebrovascular disease, peripheral arterial 
disease and skin lesions. Th ese problems can contribute to the chronic-
ity and diffi  culty of healing wounds in the diabetic patient. Th is is where 
the “gremlins” get their reputation! Chronic non-healing wounds in an 
individual with diabetes can start from a seemingly innocuous source. Th e 
blister caused from an ill fi tting shoe can ultimately cause the person to 
suff er the loss of the foot. Diabetics are at a 10 x greater risk for amputa-
tions. 60% of all non-traumatic lower limb amputations are attributed 
to diabetes. (1) Although lower extremity wounds are common sites for 
wound development in a diabetic, it is important to consider that any 
wound on a diabetic patient can more easily become infected and heal at 
a slower rate. Since diabetes has a deleterious aff ect on microcirculation, 
it can lead to an increase in surgical wound dehiscence. (4) And let’s not 
forget about those pressure ulcers. Pressure ulcers in diabetic patients are 
also impaired and slow to heal too. (3) Th is presents a real challenge for 
all nurses caring for patients with diabetes. Is there anything that can be 
done to improve outcomes? As a nurse there is a great deal that we can do 
to improve prevention of these wounds and in some cases achieve a better 
outcome once a wound has started. 
The Gremlin Eff ect

 It may help to understand the normal progression of wound healing 
fi rst.

Uncomplicated wound healing in the acute non-diabetic wound occurs 
in a predictable and orderly sequence. Hemostasis and infl ammation start 
immediately upon injury and generally last for about 4- 6 days. During 
this time the clotting cascade will trigger a clot formation. Th is clot con-
tains factors that release cytokines and growth factors. As infl ammation 
continues, neutrophils and monocytes are called to the scene – they are a 
great internal rescue team! Neutrophils will digest bacteria and nonviable 
tissue and monocytes will transform into macrophages and are key for the 
transition to the proliferative phase. Days 4-14 are characterized by the 
proliferative stage where new epithelializaiton, angiogenesis, granulation 
tissue formation and collagen deposition occur. Maturation and remodel-
ing will happen from day 8 through year 1 when collagen deposition and 
synthesis will eventually lead to scar maturation. (5) Actually it can be a 
pretty straightforward healing process.

On the other hand, the eff ects of diabetes mellitus are a well known 
complication aff ecting almost all stages of wound healing. Collagen syn-
thesis and deposition are responsible for tensile strength in wound repair. 
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Wound Cultures
Remember to clean the wound well with sterile normal saline o 

before swabbing the wound for culture. 

Avoid swabbing any necrotic or purulent exudate. The culture o 

should come from clean tissue since that is wear the infection 

is located. 

Table 1

Fibroblasts are responsible for the production of collagen. (2) Th e diabetic 
patient may have a diminished capacity for producing fi broblasts as well 
as having an abnormal morphology of the fi broblast itself. (6) Patients 
with diabetes also have been found to have impaired leukocyte function, 
inadequate migration of neutrophils and macrophages to the wound, 
along with reduced cell movement.(7) Th eir internal “rescue teams” do not 
respond! Since diabetes may cause problems with perfusion, diabetics are 
also at a high risk for microvascular disease. Th is means that the delivery 
of micronutrients at the capillary level can also be seriously impaired.(2) 
Update and Background: Diabetes 

Diabetes mellitus is diagnosed when a person’s fasting plasma glucose 
is greater than 125 mg/dl. People with levels from 100-125 mg/dl are con-
sidered to be at an “impaired” fasting glucose and are actually more likely 
to develop diabetes even with no other risk factors. Now this has extended 
to patients with fasting plasma glucose levels at the high end of normal 
under 100 mg/dl. (8) Hyperglycemia alters vascular tissue at a cellular 
level causing oxidative stress and proinfl ammatory responses. Prolonged 
hyperglycemia is a major factor in the development of artherosclerosis in 
diabetes and accounts for almost 80% of all deaths among diabetics. (9) 
Hyperglycemia may also compromise natural antioxidant defenses such as 
vitamin C and vitamin E. 

 Perhaps most disturbing is that the eff ects of hyperglycemia are oft en 
irreversible and may persist even aft er normal glycemic levels are estab-
lished. (10) Strict glycemic control is key in the prevention of complica-
tions. It is the single most critical focus for clinicians when patients with 
diabetes are hospitalized, and a very important message to get across to 
the diabetic patient. “A patient with average glucose levels of 200-250 
mg/dl will have at least a two fold greater risk of developing retinopathy, 
neuropathy and nephropathy than a patient with average glucose levels of 
150-160 mg/dl over the course of several years.” (11)
Diabetes and Infections

Th e explanation for why patients with diabetes are more prone to de-
veloping infections in not yet completely understood. One reason may be 
that bacteria are actually using the glucose present in the diabetic wound. 
Also, the body’s natural defense system of neutrophils, macrophages and 
leukocytes are altered in diabetes. Th is enhances the susceptibility of 
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diabetic wounds to bacterial infections. In animal studies where a non-
diabetic wound was inoculated with Staph aureus, it caused a non-signif-
icant delay in wound healing. In contrast, when the diabetic wound was 
inoculated it led to a higher rate of infection and increased co-infection 
with endogenous bacterial strains. Th ese wounds also showed a signifi cant 
delay in healing/reepithelialization at the wound edges. Th e most common 
organisms found in diabetic wounds are Gram-positive cocci such as 
Staphphylococcus aureus. Th e eff ectiveness of administration of antibiot-
ics may be aff ected by the condition of the vasculature of the patient. Poor 
blood supply will hinder the distribution of the antibiotic into the tissue. 
Surgical intervention to revascularize aff ected areas may be necessary to 

achieve healing. Th is is true particularly in relation to wounds in the foot. 
(13)
Major Impact

Th e most common of all diabetic wounds occur on the lower extremi-
ties. We all need to recognize that patients can easily have a wound and 
not even be aware of it! Th ey are caused from neuropathy, musculoskeletal 
abnormalities and peripheral arterial disease. 

Peripheral neuropathy can be classifi ed as sensory neuropathy, motor 
neuropathy and autonomic neuropathy. Sensory neuropathy usually starts 
with pain and eventually leads to loss of protective sensation and lack of 
awareness of pain and temperature change. It is easy to see how a person 

Table 2

Diabetes Care in the Hospital Recommendations

All patients with diabetes admitted to the hospital 
should be identifi ed in the medical record as having 
diabetes. (E) 

All patients with diabetes should have an order for 
blood glucose monitoring, with results available to all 
members of the health care team. (E) 

Goals for blood glucose levels: 

Criticallyo  ill patients: blood glucose levels should be 
kept as close to 110 mg/dl (6.1 mmol/l) as possible and 
generally <180 mg/dl (10 mmol/l). These patients will 
usually require intravenous insulin. (B) 

Non–criticallyo  ill patients: premeal blood glucose 
levels should be kept as close to 90–130 mg/dl (5.0–7.2 

mmol/l; midpoint of range 110 mg/dl) as possible given 
the clinical situation and postprandial blood glucose 

levels <180 mg/dl. Insulin should be used as necessary. 
(E) 

Due to concerns regardingo  the risk of hypoglycemia, 
some institutions may consider these blood glucose 
levels to be overly aggressive for initial targets. 

Through quality improvement, glycemic goals should 
systematically be reduced to the recommended levels. 

(E) 

Scheduled prandial insulin doses should be given in 

relation to meals and should be adjusted according to 
point-of-care glucose levels. The traditional sliding-
scale insulin regimens are ineffective as monotherapy 

and are not recommended. (C) 

Using correction dose or “supplemental” insulin to 
correct premeal hyperglycemia in addition to scheduled 
prandial and basal insulin is recommended. (C) 

A plan for treating hypoglycemia should be established 
for each patient. Episodes of hypoglycemia in the 
hospital should be tracked. (E) 

All patients with diabetes admitted to the hospital 
should have an A1C obtained for discharge planning if 
the result of testing in the previous 2–3 months is not 
available. (E) 

A diabetes education plan including “survival skills 
education” and follow-up should be developed for each 
patient. (E) 

Patients with hyperglycemia in the hospital who do not 
have a diagnosis of diabetes 
should have appropriate plans for 
follow-up testing and care 
documented at discharge. (E) 

The American Diabetes Association Position Statement on 
Standards of Medical Care in Diabetes 2008



NURSES LOUNGE / Dallas-Fort Worth18 www.NursesLounge.com 

• continuing education

with sensory neuropathy could injure themselves and not realize it! If a 
person with normal sensation is experiencing pain with the shoes they are 
wearing, they might remove the shoes and not wear them again. However, 
if there is no pain, a person may wear the shoes and walk in them all day 
until a wound is present. Motor neuropathy can ultimately lead to muscle 
atrophy and eff ect the normal movement of the foot. With this neuropa-
thy you see deformities such as hammer toes and claw toes making the 
foot more susceptible to wounding. Autonomic neuropathy can cause a 
decrease in sweating, loss of temperature regulation and abnormal blood 
fl ow in the soles of the feet. Th is can make the foot dry and cracked allow-
ing wounds to form more easily. (2)

Peripheral neuropathy can cause musculoskeletal abnormalities in the 
ankle and foot of diabetic patients causing deformities such as ankle joint 
eqinus and Charcot’s foot. Th ese malformations can lead to a loss of the 
natural fat pad located beneath the metatarsal heads. Ulcers and cal-
luses can form due to repetitive trauma of pressure and friction over the 
deformed prominences. Any callus formation causes a signifi cant increase 
in pressure to the tissue directly beneath it. Neuropathic ulcers are oft en 
seen on the tops and tips of toes and plantar aspect of the foot. Th ey may 
be dry or draining and surrounded by a thick callus with a clear margin. 
Th ey may appear to be superfi cial. However, it is not uncommon for these 
wounds to tunnel to the bone with resulting osteomyelitis. An MRI is 
usually ordered to evaluate and diagnose infection present in the bone. It 
is important that calluses be debrided to prevent this build up of pressure. 
Patients should follow up with routine outpatient visits to keep the calluses 
trimmed. All diabetics should have annual foot exams. Th is is even more 
reason to so carefully assess all surfaces of the lower extremities on diabet-
ics when are admitted to our care.

As discussed previously, the microvasculature of the diabetic patient 
can be aff ected with artherosclerotic plaque buildup. Ischemic diabetic 
wounds from peripheral artery disease are less common that neuropathic 
ulcers but they can be much more serious. Oft en there is insult added to 
injury with infection and neuropathy present as well. It should come as 
no surprise that these patients are at a much greater risk of amputation. If 
the wound is infected, it must be aggressively treated with a combination 
of antibiotic therapy and removal of all necrotic and devitalized tissue. 
Th e vascular surgeon will probably be consulted in these cases. Sometimes 
surgical debridement with subsequent revascularization will save a limb. 
However, for some patients it may unfortunately be a losing battle. 

For our nursing care, it is important to remember that if an ischemic 
wound is not infected and is covered with a dry, intact eschar, it is best to 
keep it that way. It seems contrary to everything learned in school. Aft er 
all, doesn’t bacteria breed in necrotic tissue? In this case the eschar is 
actually protecting from the invasion of bacteria into the tissue. Many pro-
tocols for this type of wound advocate leaving the wound dry and painting 
the eschar with povidone-iodine swabs. If the wound changes and there is 

evidence that it may be infected, then a consult for debridement may be in 
order.
Keeping a Close Eye

Surgical wounds and pressure wounds should be watched especially 
closely in the diabetic patient. Surgical wounds may be slower to heal and 
need to be monitored for any signs of dehiscence. Diabetic patients may 
not display the overt signs of infection. Your fi rst clue may be a wound that 
is just not healing on a normal trajectory. Granulation tissue and reepithe-
lialization are the signs to look for in a healing wound. Pressure wounds 
and other chronic wounds of diabetics may seem “stalled”. Th e wound may 
look red and clean but there is no healthy granulation tissue in the wound 
bed and the wound edges do not have new epithelium forming. Non heal-
ing wounds should be reported to the physician or a wound care nurse for 
further evaluation. Cultures may need to be obtained. A few key steps for 
successful and eff ective obtaining of wound cultures are listed in Table 1. 

Th e potential for post-operative wound infections with diabetic patients 
is a particular challenge today with the major increase in outpatient 
surgeries, resulting in the patient going home with family care. Th orough 
patient and family education on checking wounds, knowing what to look 
for, will be critical parts of the discharge process.

Although the prevention of all wounds in the diabetic may not be 
possible, it is possible to better the odds. Th ere should be a team eff ort 
from health care providers in the care of the diabetic patient. Besides the 
primary physician and nurse, and in some cases an endocrinologist, others 
who might be consulted are the Registered Dietician, Nutritionist, Podia-
trist, Vascular Surgeon, Certifi ed Diabetic Educator, Certifi ed Wound Care 
Nurse, Orthotist, Pedorthist and Certifi ed Foot Care Nurse. Th e American 
Diabetes Association provides vast resources for the patient as well as the 
health care professional providing valuable advice and the most up to date 
scientifi c research. Th e ADA also provides standards of care for hospital-
ized patients with diabetes. (Table 2) 
The Reality

Nurses are looked to and relied on by their patients to give them 
trustworthy advice. A newly diagnosed person with diabetes mellitus is no 
doubt stressed and worried about how their life will change. I have heard 
people say things to the eff ect, “Oh, diabetes! Th at’s the disease where you 
lose your feet.” It is good nursing practice to empower the person with 
knowledge that will help them manage and prevent future problems. It 
is probably impossible to over teach someone with a new diagnosis of 
diabetes. Repetition is an important aspect of learning. Besides, so much 
is forgotten or simply not heard, when a person is nervous, stressed and 
not feeling up to par. Th ere are also the patients that have been living with 
diabetes for many years and are tired of dealing with it. Th ey may be angry 
and noncompliant with therapy. Th ese patients can be frustrating to the 
nurse caring for them. Regardless, the nurse must attempt to reengage the 
patient and encourage them to be an active partner in their care. Th ere 
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may be barriers and problems to compliance that the patient will share if 
they feel the nurse is empathetic and will listen.

 Th e importance of tight glycemic control and scrupulous foot care can 
simply not be overemphasized. Diabetic foot ulcers are the most common 
wound complications for a diabetic. In Table 3, we have listed some help-
ful guidelines and recommendations to share with your colleagues and 
patients. 
Take on the Challenge of Defeating Glucose Gremlins!

Th ere are all sorts of hurdles for us and our diabetic patients to 
overcome in the care and prevention of diabetic wound complications. 
Wounds may develop infections even with best of care. Diabetic feet may 
develop deformities regardless of careful daily inspection and routine an-
nual foot examinations. Th ere are seemingly endless research studies and 
clinical trials all attempting to cure and treat the complications of diabetes. 
Th e amount of information available over the internet and in bookstores 
is overwhelming. It is easy to imagine how lost a person diagnosed with 
diabetes could feel. Th e key is education and heightened awareness of the 
potential for wounds and delayed wound healing. Nurses take on chal-
lenges every day! Hopefully this information will help you to help your 
patients feel more confi dent, less alone with their concerns, and achieve 
better outcomes in the care of diabetic wounds. 
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Care Guidelines
*All patients with diabetes should have an annual comprehen-

sive foot exam. 

*People with neuropathy should wear well-fi tting shoes with 

adequate cushioned soles. It is important that the toes have 

enough room and are not crowded in any way by the shoe. 

Leather athletic shoes are often ideal. People with foot deformi-

ties may need shoes with extra wide toe boxes. When there 

are extreme deformities such as Charcot foot, the patient may 

need to have custom molded shoes made.

* Educate the patient to look inside the shoes before placing 

them on their feet to make sure there are no objects in them. A 

small stone or twig left behind in a shoe can be the beginning 

of a nasty wound.

*Advise them to avoid sandals and open toed shoes and to 

never walk barefoot inside or out. 

*Socks should always be worn with shoes and natural fi bers are 

best.

* Toenails should be trimmed straight across and may be fi led 

with emery board. Cuticles and thickened skin should not be 

removed by cutting. Nail care may need to be performed by a 

healthcare professional. 

*Feet should be inspected daily for any blisters, abrasions or ar-

eas discoloration. Remind them to use their hands to manually 

palpate the feet for any abnormally warm spots or rough areas 

they may not be able to see. It may be necessary for the patient 

to use a mirror or have a friend or family member to inspect the 

feet for them. 

*Heating pads are never a good idea and can lead to serious 

burn injuries. 

*Keep feet clean and dry and use moisturizing cream on the feet, 

avoiding the spaces between the toes. 

*A foot soak to soften the skin on the feet is not advised because 

it removes the body’s natural oils and can actually cause the 

feet to become even drier and lead to cracks and fi ssures. If 

a callus cannot be gently fi led away, a professional should 

be consulted. Calluses can be removed with a scalpel by a 

podiatrist, wound or foot care specialist. *Patients should never 

attempt to chemically remove or use a blade to remove their 

calluses.

* Important to emphasize that smoking cessation, weight 

and diet control, hypertension management and control of 

hyperlipidemia are all important factors in the prevention of 

complications.
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“Glucose Gremlins of Wound Healing”

Purpose: This educational activity is designed to 
help nurses in all care settings identify why patients 
with diabetes are more prone to develop wounds 
with complications such as chronicity and infection. 
Nurses will also gain enhanced skills in wound pre-
vention measures and strategies to manage the care 
and education of a patient with a diabetic wound.

Objectives: 
At the completion of this educational activity, the 
nurse should be able to:

List three ways diabetes impairs wound healing.1. 

Recognize the importance of strict glycemic 2.  
control in wound healing of the diabetic patient.

Describe two reasons diabetic patients are at 3.  
greater risk for infection.

Identify nursing precautions necessary when 4.  
caring for and educating patients with lower 
extremity neuropathic disease.

How to Earn One Contact Hour: 
1. Read the article.
2. Complete the post test questions and program 
evaluation by circling the selected responses on the 
post test.
3. Fill out the registration form.
4. Send registration form, post test, and a check for 
$12.00 to:
Continuing Nursing Education
The University of Texas at Arlington
Box 19197
Arlington, Tx 76019-0197
5. A passing score is 80% to receive 1.0 Contact Hour.  
If you pass, your CE certifi cate will be forwarded to 
you.  If you do not pass, you will be notifi ed and may 
repeat the test once at no cost.
6. Send before March 15, 2011.

Within three weeks after receipt of your post test 
and registration, you will be notifi ed of your results. 
A passing score is 80%. If you pass, your CE certifi -
cate will be forwarded to you. If you do not pass, 
you will be notifi ed and may repeat the test once at 
no cost.

The University of Texas at Arlington Center for Con-
tinuing Nursing Education is an approved provider 
of continuing nursing education by the Texas Nurses 
Association, an accredited approver by the American 
Nurses Credentialing Center’s Commission on Ac-
creditation. 

Accredited status does not imply real or implied 
endorsement by the provider, Texas Nurses As-
sociation, or ANCC’s COA of any product, service or 
company referred to in this educational activity.

Registration Information:
Name: _____________________________________
Address: ___________________________________
City/State/ZIP: ______________________________
State(s) of Licensure: _____________________
Telephone Number: ______________________
Email ______________________________________

Post Test Questions for Continuing Education 
Credit

Please circle your response for each question

Diabetes impairs wound healing by all the fol-1. 
lowing except:

Diminished capacity for producing fi broblastsa.  
Impaired leukocyte functionb.  
Impaired vascular perfusionc.  
Low hemoglobind.  

The most important critical focus in the preven-2.  
tion of complications in the diabetic patient is:

Always wear tennis shoesa.  
Strict glycemic controlb.  
Eliminate carbohydrates from the dietc.  
Daily foot soaksd.  

All the following are routine precautions for dia-3.  
betic patient with lower extremity neuropathic 
ulcers except:

Trim toenails straight acrossa.  
Annual comprehensive foot examb.  
Use heating pad to warm cold feetc.  
Always wear shoes inside and outsided.  

What is increasing the prevalence of diabetes in 4.  
the U.S.?

Obesitya.  
Alcoholismb.  
Aging populationc.  
Both a and cd.  

5. Diabetes mellitus is diagnosed when a per-5.  
son’s fasting plasma glucose is greater than:

90 mg/dla.  
125 mg/dlb.  
175 mg/dlc.  
200 mg/dld.  

The eff ects of hyperglycemia can be:6.  
Easily reverseda.  
Permanentb.  
Energizingc.  
Helpful in wound healingd.  

Infections are more prevalent in diabetic 7.  
wounds because:

Bacteria are using the glucose in the cella.  
The body’s natural defense mechanism is b.  
altered
Poor blood supply to wound from altered c.  
vascularization
All of the aboved.  

The most common diabetic wounds are located:8.  
Face and necka.  
Abdomenb.  
Hands and fi ngersc.  
Lower extremities d.  

Which statement is true about peripheral 9.  
neuropathy?

What the patient can’t feel won’t hurt them.a.  
Muscle atrophy and musculoskeletal abnor-b.  
malities may occur.
The feet will stay silky smooth.c.  
Calluses are nature’s little protective shields.d.  

When obtaining a wound culture, always 10.  
remember:

Never rinse the wound with sterile normal a.  
saline fi rst.
Get as much pus on the swab as possibleb.  
Obtain the culture from clean tissuec.  
Have the physician do it.d.  

Program Evaluation
Strongly Disagree       Strongly Agree

Objective 1 was met. 
1     2     3     4     5

Objective 2 was met. 
1     2     3     4     5

Objective 3 was met. 
1     2     3     4     5

Objective 4 was met. 
1     2     3     4     5

The article was eff ective as a learning resource/tool. 
1     2     3     4     5

The objectives were relevant to the overall purpose. 
1     2     3     4     5

The activity met your expectations. 
1     2     3     4     5

List two ways that you will integrate what you 
learned in this activity into your practice and/or 
work environment: ___________________________
___________________________________________
___________________________________________ 
___________________________________________ 
___________________________________________ 
___________________________________________ 
___________________________________________ 
___________________________________________
The following were disclosed:
Requirements for successful completion 

Yes        No
Confl icts of interest  

Yes        No
Commercial support 

Yes        No
Non-Endorsement of Products  

Yes        No
Off -label use 

Yes        No
Did you perceive any bias that was not disclosed in 
this activity? 

Yes        No
If Yes, please describe_________ ________________
_________________________________________

State the number of minutes it took you to read 
the article, complete the test and evaluation 
_____________min
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