Championing Wound Care in the Time of Corona
1. Wound Care is an Essential Service
As I stood staring at Francisco Goya’s Pilgrimage to the Hermitage of San Isidro, the spacious
Prado museum felt suddenly close. The image of dark figures huddled together with mouths
gaping as they traversed an ill-lit landscape left me questioning my own existence: Am I
essential?

At the beginning of the current COVID crisis a hospital executive asked the same question, “Are
you essential?” I had long since come to grips with the existential question, but he wanted a
concrete answer. Absolutely yes, I answered, wound care is an essential service.
In March hospitals, under government direction, began to close non-essential
departments in preparation for the coming COVID storm. SerenaGroup®
strongly encouraged our partner hospitals and clinics to continue wound care
services. We stressed that patients with acute and chronic wounds experience
frequent infectious complications. Left untreated, the patients will return to
the emergency room septic and in need of intensive care services, including
mechanical ventilation. Closing the wound clinic, I asserted, will exacerbate
the COVID-19 problem. To their credit our hospital administrators agreed.
All our wound clinics remain open as many others close their doors.
SerenaGroup® recommends that the clinic staff take every precaution in
caring for patients. The directors and nurses repeated the oft heard adage,
“Treat every patient as if they were infected.” The precautions in force:
•

•
•
•

Call all patients prior to their appointment and ask specific questions surrounding the
COVID-19 symptoms. We are working on a patient app that will identify COVID
positive patients prior to their appointments
Wear masks like the one Nick Duquette is wearing, made by a gaming patient
Adjust the schedule to prevent patients from waiting together
in the waiting room. Place the waiting room chairs 6 feet apart
Repeatedly wash hands and wear protective equipment

•
•

Mandatory cleaning of every clinic
Offer telehealth to patients who cannot make it to the clinic

A policy statement from the Alliance of Wound Care Stakeholders in March reinforced our
position.

2. Tele-wound Care: We have an App for that!
SerenaGroup’s® hegemony in wound healing clinical trials benefits our wound clinics in many
ways: introducing clinicians to the latest advances in wound healing and new digital technologies.
Telehealth is one example. SerenaGroup® and SerenaGroup® Research Foundation in
collaboration with Tissue Analytics began conducting virtual clinical trials (vRCT) in 2019. This
initiative continues with the blessing of the FDA. However, when the pandemic appeared, Tissue
Analytics rapidly modified their patient cell phone application to meet the needs of wound care
patients in isolation. The efficient HIPAA-compliant app features wound photography and
automatic wound size measurements. It is the cornerstone of our telehealth program.

SerenaGroup offers telehealth at no cost to the patient or hospital during the crisis. Our March
22nd brochure below outlines the service.

The clinicians also have the option of contacting patients by phone or FaceTime as long the
suspension of HIPAA regulations continues.
For information on
info@serenagroups.com.

telehealth

programs

please

contact

SerenaGroup®

at

3. The goal: Staying Infection-free
Challenged by social distancing, limits on clinic volume and hesitation on the part of patients
to come to the wound center, treatment goals must change. The pre-pandemic plan of 4 weeks
of standard wound care followed by advanced therapies for patients that do not heal by 40% is
unrealistic. Most patients no longer return to the wound center weekly. Advanced products that
require frequent dressing changes or weekly application are impractical. The goal has shifted
to preventing infection in a large portion of our population.
For patients who cannot return weekly, SerenaGroup® recommends evaluating the
patient following our Practice of Wound Care guidelines then prescribing topical
antiseptics. Next Science Inc. donated more than 8,000 tubes of its topical
antimicrobial BlastX® to SerenaGroup® clinics and affiliates. A large number of tubes
have been distributed to patients along with instructions on changing the dressings every 1-3
days. Our clinicians and patients are grateful for their kindness (https://
www.nextscience.com).

4. When COVID retreats I am going on a retreat.
At the moment, I am in lock down in Baton Rouge where even the LSU mascot, Mike the
Tiger, has limited prowling hours. Here in Louisiana, we anticipate that the “shelter in place
blues” will become a novel musical genre. The inescapable daydreaming about the end of
social isolation occupies an ever-increasing part of my day. Fortunately, friends and colleagues
on Zoom and Skype want to know what will happen to the summer and fall conferences.
Daydreaming is contagious.
The Wound Healing Society (WHS) informed me this week that the rescheduled summer
SAWC meeting for July is too soon for its members. I agree. If I am free in July, I won’t be in
Charlotte with hundreds of wound clinicians afraid to get closer than 6 feet from each other.
However, I am hoping that this summer we can hold small local meetings: The 40-hour
Introduction to Hyperbaric Medicine and Wound Care Challenges™. Stay tuned to our website
for the latest information.
By the Fall I hope that the only Coronas around have limes in them. The safest bet for a
conference in 2020 is Desert Foot in Phoenix December 2nd – 5th unless “COVID-20” returns
in the Fall like the flu. Desert Foot has superb content enhanced by an interdisciplinary tract

provided by the Association for the Advancement of Wound Care (AAWC). The meeting
appeals to all the stakeholders in wound care. In addition, the registration is only $99 which
includes the best meals I have ever had at a wound conference. We can celebrate the return to
life.

The AAWC has moved the Pressure Ulcer Summit to February 4-6, 2021 in Atlanta. Clincians
involved in the prevention and treatment of pressure ulcers will enjoy the focused content and
lively debate. This year I had planned to present our late breaking research on the prospective
clinical trial on the combination of BlastX® and the Wound VAC®. Preliminary results
strongly support the combination. By the time the meeting convenes in 2021, the final results
will be established. Find more information on the AAWC website: www.aawcsummits.com.
The daydreaming will continue with events penciled in the calendar. Stay tuned to the
SerenaGroup® website for updates.

5. Will Virtual Conferences
Will large, in-person conferences go the way of brick and mortar retail stores? In the time
before COVID we left our families, shut down our practices, spent what little time off we had
accumulated in order to schlep half way across the US to sit in an ice cold conference room
and listen to the same lecture we heard the year before. However, this year the COVID
restrictions on large gatherings changed our lemming-like behavior.

In the midst of a total US shut down the April 2nd virtual wound care conference, WoundCon™,
received accolades from clinicians and industry partners. Overwhelmingly successful,
WoundCon™ reached thousands of clinicians and welcomed numerous sponsors. I personally
heard from numerous clinicians who had comments and questions about the three

SerenaGroup® lectures. I have dedicated my next Wound Source blog to answer the most
frequently asked questions. I look forward to WoundCon™ Summer.
The hackneyed phrase “flatten the curve” refers to
disease mitigation through social distancing. Thus far,
America has successfully flattened the curve,
preventing disease and saving lives. However,
ingrained social distancing is bad news for meeting
planners. Accustomed to a personal space with a sixfoot radius in all directions it may take months or years
before conference goers feel comfortable in
convention centers. The current contagion has heightened the attractiveness of the virtual
option. Our post-COVID landscape may include convention centers shuttered like shopping
malls. Look for my April Wound Source blog for the FAQs from my and Khristina Harrell’s
sessions.
6. Hyperbaric Oxygen Therapy as a Treatment for COVID-19
Confronted with a novel infectious agent, anecdotal reports of potentially effective therapies
abound. HBOT is no exception; However, HBOT may play a role in the treatment of the
disease. As of this writing SerenaGroup® is preparing a manuscript on the first four patients
treated with HBOT for COVID-19. My thanks to Dr. Kerry Thibodaux at Opelousas General
Hospital for including us in this project. Dr. Thibodeaux and Marcus Speyrer RN are always
at the forefront of HBOT and Wound Care. The four patients, which included three African
Americans, were all headed toward intubation and mechanical ventilation with tachypnea, low
oxygen saturation and high FiO2 requirements. Following HBOT, they all improved and not a
single patient required mechanical ventilation. Italian hyperbaric physician and friend,
Pasquale Longobardi, has also seen improvement. The Italians are planning a multicenter
clinical trial. In addition, SerenaGroup® is working with pulmonologist and hyperbaric
physician at the Cleveland Clinic, Mike Passero, to explore starting a formal clinical trial
evaluating HBOT in COVID patients exhibiting signs of shortness of breath. The goal is
to prevent progression of the disease to respiratory failure requiring mechanical ventilation.
In addition, a paper out of Wuhan, China demonstrated an improvement in 5 COVID patients
treated with HBOT. Two of the patients were in critical condition and three severe. All five
improved clinically, had higher oxygen saturation measurements and CT scans revealed less
pulmonary inflammation. Caroline Fife wrote a super blog on the topic of HBOT for COVID
at CarolineFifeMD.com.
If you have an interest in getting involved, please contact me at serena@serenagroups.com.

6. You Can’t Treat What You Can’t See
The exceptionally contagious COVID virus has taught us a hard lesson on the importance of
rapid diagnostic testing. Unfortunately, woundologists have yet to adopt point-of-care
diagnostics. Hopefully, this will change in the months to come. However, it does not come as
a great surprise: A natural tendency exists to rely solely on the senses. As a physician I trust
what I see, touch and palpate. I do not wish to downplay the importance of clinical examination
but in chronic wounds physical examination has severe limitations.
The clinical signs and symptoms of infection in chronic wounds are notoriously inaccurate.
Marty Robinson and I reported a 75% accuracy of CSS in detecting a bacterial load greater
than 105 in venous leg ulcers seen as part of the Human Genome Sciences sponsored clinical
trial conducted more than a decade ago. Since that time, several studies have confirmed the
inaccuracy of CSS in chronic wounds. Likewise, standard swab cultures fail to accurately
detect increased bacterial burden. We have abandoned swab cultures. Moreover, it takes three
days to receive a culture, by which time the patient has left the clinic on empiric therapy.
Quantitative tissue cultures and molecular testing have increased accuracy, but also suffer from
a 3-day lag time in reporting.

The SerenaGroup® antimicrobial stewardship program suggests the use of point-of-care
diagnostics. The MolecuLight procedure (MLiX) detects clinically significant bacteria in the
wound bed in real time. Briefly, most bacterial cells contain porphyrin molecules that
fluoresce when exposed to violet light (In pseudomonas the molecules are pyoverdines). The
MolecuLight device illuminates the wound bed with violet light at 405nm. The porphyrins
fluoresce red and pseudomonal pyoverdines fluoresce cyan. The SerenaGroup® Research
Foundation has published several studies on the MliX procedure. A large multicenter clinical
trial scheduled for publication this fall comparing MLiX to CSS and quantitative tissue cultures
demonstrated the superiority of MLiX in combination with CSS over CSS alone in diagnosing
bacterial load in acute and chronic wounds. Stay tuned for more findings from this clinical
trial.
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Fluorescence in the wound bed indicates a moderate-to-heavy bacterial load. The woundologist
can debride the wound and prescribe topical antiseptics or oral antibiotics depending on the
findings. The MLiX procedure is repeated weekly until the fluorescence clears. I suggest using
molecular diagnostics to identify the bacterial species when clinical signs and symptoms
indicate a more severe infection.
We also have a clinical trial using the MLiX procedure in patients with recalcitrant pressure
ulcers that have failed negative pressure therapy (NPWT). We perform the MLiX procedure
before therapy and then weekly during treatment with the antibiofilm agent BLastX® and the
Wound VAC®. We plan to publish the results this year. Briefly, eliminating fluorescence in
the wound with BlastX stimulates wound healing.

Positive Red Fluorescence on MLiX procedure(a) then 4 weeks after treatment with
BlastX® in combination with the Wound VAC.® The MLiX procedure is now negative.
In addition, the wound size and volume decreased by more than 50%.

The MolecuLight procedure (MLiX) is the first of the point-of-care diagnostic to receive FDA
approval. A second point-of-care diagnostic, WoundChek Bacterial Protease Status® (WCBS),
received approval in December of 2019. I expect them to launch their biomarker test this year. The
WCBS measures bacterial protease activity (BPA) in the wound. The Period of Pathogenicity
(ProP) refers to the point at which previously harmless colonizing bacteria transform into
pathogens. The hallmark of the ProP is the production of bacterial proteases or virulence factors.
Elevated BPA in the wound bed indicates clinically significant bacterial burden in the wound. In
a large multicenter clinical trial, we demonstrated that elevated BPA inhibited wound healing and,
left untreated, led to worsening infection. We plan to submit the manuscript for publication this
month.
Chronic wounds fail to progress toward healing for a variety of reasons. In addition to the presence
of elevated bacterial protease levels chronic wounds often contain elevated host proteases, such as
matrix metalloproteases (MMPs) and human neutrophil elastase. WoundChek labs has also
developed a rapid test for host proteases. A positive test indicates elevated protease activity (EPA)
in the wound. We published the results of a multicenter clinical trial conducted in the
SerenaGroup® advanced wound care centers several years ago. This study revealed that nearly
30% of patients who present to the wound clinic with an open wound have EPA. Moreover,
wounds that test positive for EPA biomarkers fail to heal 90% of the time. A positive test suggests
the use of protease modulating dressings or medications. In clinical studies we used collagen
dressings, collagen/oxidized regenerated cellulose (ORC) dressings such as Promogran®, and oral
doxycycline for 2 weeks to reduce wound bed proteases and promote healing. Unfortunately, the
WoundChek Protease Status® test is not, as yet, FDA approved for use in the United States.
Chronic wounds also fail to heal secondary to poor tissue oxygenation. The comprehensive wound
work-up includes assessing both perfusion and oxygenation. Ankle-brachial index (ABI) and toebrachial index (TBI) measure perfusion. These tests effectively screen patients for peripheral
vascular disease. The traditional device used to assess oxygenation, transcutaneous oxygen

measurement (TCOM), has fallen from favor. TCOM accurately measures oxygen in tissues and
predicts healing; however, it is highly operator dependent, the disposables are expensive, the room
temperature must be tightly controlled and the procedure takes an hour to perform. In our search
for a viable alternative, we came across Near Infrared Reflectance Oximetry (SnapSho2tNIRS, Kent
Camera). It measures the ratio between oxygenated and deoxygenated hemoglobin using six
different wavelengths of light. In a pilot study submitted for publication last month, we found that
it correlated well with TCOM values. A larger clinical trial is planned for later this year. In
addition, we have several grants pending.
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