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EXPECTED STAFF (Cognitive) COMPETENCIES

1. Identify how to calculate the incidence and prevalence of pressure ulcers.

2. Perform a risk assessment for pressure ulcers, using validated risk assessment scale.

3. Define pressure ulcer, including staging.

4. Plan care for prevention of pressure ulcers.

5. Plan care to include debridement, cleansing, dressing, and pressure relief.

EXPECTED STAFF (Clinical) COMPETENCIES
	Behaviors
	How validated
	Novice
	Advanced Beginner
	Competent
	Proficient
	Expert

	1. Performs a comprehensive assessment of pressure ulcer which minimally includes staging, measurement of size, exudates, wound bed characteristics, pain, surrounding skin, and tunnel/sinus tract and undermining
	Documentation of assessment findings, accurately interpreting changes in wound status
	
	
	
	
	

	2. Correctly uses established measure of wound healing: PUSH or PSST tool
	Demonstrated competency using the tool
	
	
	
	
	

	3. Adheres to established standards of Pressure Ulcer Care and Treatment
	Direct observation
	
	
	
	
	

	4. Based on clinical expertise level, correctly performs wound care including debridement, cleansing, dressings, pressure relief, and pain control.
	Direct observation and positive patient outcomes
	
	
	
	
	


Competency 1.  Identify how to calculate the incidence and prevalence of pressure ulcers.

A. Prevalence measures all cases of a condition (e.g., pressure ulcers) among those at risk for developing the condition.  Measures of prevalence are made at one point in time (e.g., a specific day).  It is calculated by using the following formula:
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Prevalence

Prevalence (frequency of cases at any point in time) is best
calculated by using the following formula:
Number of persons with a pressure ulcer

Number of persons in a population
at a particular point in time

Pressure Ulcer Point Prevalence = %100

Number of persons with a pressure ulcer

Number of persons in a population
at a particular period in time

Pressure Ulcer Period Prevalence = %100

Incidence

Incidence (new cases appearing in a population that previ-
ously was without the condition) is best calculated by
using the following formula:

Number of persons developing # of pesons developing

Pressure Ulcer Incidence Density =3 Pressure uleerx1000 " a pressure ulcer
Total patient days <1000 1000 patient-days

Number of persons with pressure ulcers

Total number of persons in population
‘at beginning of time period

Pressure Ulcer Cumulative Incidence = 100




B. Incidence is the number of new cases of pressure ulcers in a specific period of time (e.g., 6 months or 1 year) in relation to the total number of persons in the population who are "at risk" at the beginning of the time period.
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Incidence (new cases appearing in a population that previ-
ously was without the condition) is best calculated by
using the following formula:

Number of persons developing  # of pesons developing
a pressure uleerx1000 _ __a pressure ulcer

Pressure Uleer Incidence Density =
Total patient days <1000 1000 patient-days

Number of persons with pressure ulcers
“Total number of persons in population
at beginning of time pertod

Pressure Ulcer Cunuative Incidence

Data by Care Setting 1990-2000

Prevalence (%) Incidence (%)
Acute care 10.1-18 0.4-38
Long-term care 2.3-28 22-73.5
Home care 0-29 0-17

Source: Pressure Ulcers (n America: Prevalence Incidence and
Implications for the Future, Cuddigan, J.. Ayello, E. A.. Suss-
man, C.. and Baranoski, S. (Eds.). Reston, VA: NPUAP, Feb. 23,
2001. Used by permission.




The Healthy People 2010 target, objective 16, is to “reduce the proportion of nursing home residents with a diagnosis of pressure ulcers to 8 diagnoses per 1,000 residents.”

Competency 2.  Perform a risk assessment for pressure ulcers, using a validated risk assessment scale.

Risk assessment is recommended as the first step in the prevention of pressure ulcer development.  Assessment has to be preformed on admission, and must be re-assessed whenever there is a change in the patient’s condition.  A risk assessment is therefore important in that the assessment scale must have high sensitivity, specificity, and predictive value.  

The use of standardized pressure risk prediction tools is an important component of the comprehensive risk assessment process. Commonly used scales include the Braden Scale for Predicting Pressure Sore Risk and the Norton Scale for Predicting Risk of Pressure Ulcer. The Braden Scale is the most widely used tool and looks at six risk factors related to the development of pressure ulcers: sensory perception, skin moisture, activity, mobility, nutrition, and friction/shear. Numeric scores are assigned to each area, and then a composite risk score is obtained and correlated to specific degrees of risk. The Norton Scale examines five areas of risk: physical and mental condition, activity, mobility, and incontinence. Areas are again scored, and a composite risk score is obtained. In addition, there are less frequently used prediction tools, including the Gosnell Scale, the Waterlow Pressure Sore Risk Scale, and the Trial Pressure Score Risk Assessment Scale.

The Braden Scale looks at 6 areas: (1) sensory perception; (2) skin moisture; (3) activity; (4) mobility; (5) nutrition, and (6) friction/shear.  In a comparative study of the Norton, Revised Norton, Waterlow Pressure Sore Risk Assessment, and the Braden Scale, it was found that the Braden Scale has high sensitivity and the only one with a positive predictive value.
  Remember that the risk cut score for the Braden scale varies with specific populations (see attached Try This Series):
  

General Population

≤ 16

Older Persons


≤ 18

Black and Hispanic persons
≤ 18

Competency 3.  Define pressure ulcer, including staging.
A. Definition:  Any lesion, caused by unrelieved pressure and resulting in damage of underlying tissue.  Pressure ulcers, commonly known as pressure sores, are areas of localized cellular damage to the skin and underlying tissues, caused by pressure, shearing, and frictional forces.  They usually occur over bony prominences such as the sacrum, heels, and hips and are graded according to the amount of tissue damage.  

B. Formation of Decubitus Ulcer: The usual mechanism of forming a decubitus ulcer is from pressure. It can occur from friction by rubbing against something such as a bed sheet, cast, brace, etc., or from prolonged exposure to cold. Any area of tissue that lies just over a bone is very likely to form a decubitus ulcer. These areas include the spine, coccyx or "tailbone," hips, heels, and elbows, to name a few. The weight of the person's body presses on the bone, the bone presses on the skin and tissue that cover it, and the tissue is trapped between the bone structure and bed or wheelchair surface. This situation compresses the blood vessels in the skin and underlying tissues.  Prolonged pressure can be experienced internally, between bony prominences and soft tissue, which results in ischemia and necrosis.  This tissue then begins to decay from lack of blood circulation. 
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C. First Signs Of Tissue Damage:
It is essential to recognize the first signs of tissue damage and act rapidly once they have been identified.  The early signs are fixed red marks that do not fade (erythema).  These may blanch if gentle finger pressure is applied which shows that the microcirculation remains intact; non-blanching erythema indicates the reverse.  Assessment on dark skin types is difficult so nurses should observe for changes in skin temperature, swelling, or discomfort.

D. The factors to consider when assessing patients for the formation of pressure ulcers include:

D.1. Nutritional deficiencies in protein, vitamin C, and Zinc. – in patients at risk for malnutrition, an involuntary increase or decrease in weight of 5% is predictive of a drop in serum albumin.  The patient’s state of hydration affects weight and albumin concentration, therefore it should be part of the factors to consider.  A review of literature suggests that a pressure ulcer can be a grave indicator of malnutrition.  A high protein diet and increased caloric intake enhances pressure ulcer healing.  Assess for nitrogen balance.  Is the patient taking 30 – 35 calories/kg/day? Or 1.25 to 1.3 grams of protein/kg/day?  Tube feedings may be considered in a state of malnutrition in order to achieve a positive nitrogen balance.

D.2. Aging – As one ages, there is a decrease in dermal thickness, subcutaneous adiposity, collagen tensile strength, and skin elasticity.  Although age is not likely to be an independent factor, its associated changes increase the older adult’s risk of developing pressure ulcers

D.3. Lowered Mental awareness – Mental awareness can be affected by health problems, medicine, or anesthesia and when mental awareness is lowered, a person cannot act to prevent pressure ulcers.   

D.4. Immunosuppressant drugs decreases the person’s ability to fight off infection, affects the inflammatory responses, blood pressure and peripheral vasoconstriction

D.5. Infection
It is critical to ensure that the patient is not in an immunocompromised state.

D.6. Continence – moisture and soiling make ulcers more likely, and more likely to become infected. Loss of bowel or bladder control is a primary contributing factor to skin compromise in the institutionalized older adult. Moisture reduction should be the primary goal of managing this risk factor. The patient’s skin should be kept clean and dry, and a variety of strategies is available based on the patient’s needs, including the use of moisture barriers such as a petroleum-based product applied to the skin, plastic bed pads covered with a sheet to decrease moisture contact with the skin, and in some cases where incontinence is difficult to manage, absorbent briefs and catheters. 

E. Staging Definitions:
  Staging is an assessment system that classifies pressure ulcers based on anatomic depth of soft tissue damage.  This assessment only describes the anatomic status of the ulcer at the time of assessment.  
	Stage I
	A stage I pressure ulcer is an observable pressure-related alteration of intact skin.  Indicators, as compared to an adjacent or opposite area on the body, may include changes in one or more of the following:

a. Skin temperature (warmth or coolness);

b. Tissue consistency (firm or boggy feel); and / or

c. Sensation (pain, itching).

The ulcer appears as a defined area of persistent redness in lightly pigmented skin.  In darker skin tones, the ulcer may appear with persistent red, blue, or purple hues.

	Stage II
	Partial thickness skin loss involving epidermis, dermis, or both.  The ulcer is superficial and presents clinically as an abrasion, blister, or shallow crater.

	Stage III
	Full-thickness skin loss involving damage or necrosis of subcutaneous tissue that may extend down to, but not through, underlying fascia.  The ulcer presents clinically as a deep crater with or without undermining of adjacent tissue.

	Stage IV
	Full-thickness skin loss with extensive destruction, tissue necrosis, or damage to muscle, bone, or supporting structures (e.g. tendon, joint capsules).  Undermining and sinus tracts also may be associated with Stage IV pressure ulcers.


Key Staging Point:

E.1. Only stage once.

E.2. Stage to maximum anatomic depth of tissue involved after necrotic tissue is removed.

E.3. Pressure ulcers DO NOT heal from a Stage IV to a Stage I.  Don’t reverse or backstage.  Key concepts from the NPUAP 2000 position on reverse staging:

E.3.1. Structural layers of body tissue are lost.

E.3.2. Defect is filled with granulation tissue.

E.3.3. Do NOT use reverse staging to describe the healing pressure ulcer.  Instead, use a tool to measure healing such as the Pressure Ulcer Scale for Healing (PUSH) or Pressure Sore Status Tool (PSST).
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F. Staging system limitations:

F.1.1. Clients with darkly pigmented skin may be more difficult to evaluate unless a melanocentric skin assessment is performed.

F.1.2. Gray or purplish skin color of clients with darkly pigmented skin, temperature, and presence of edema and fluid should be assessed.

F.1.3. Lighting source is important.  Attempt to use natural or halogen light, not fluorescent.

F.2. If eschar is present, the ulcer cannot be staged.

F.3. Orthopedic appliances make assessment very difficult.

Competency 4.  Plan care for prevention of pressure ulcers.
Pressure Ulcer Prevention Points

A. Risk Assessment:

A.1. Consider all bed-or chair-bound persons, or those whose ability to reposition is impaired, to be at risk for pressure ulcers.

A.2. Select and use a method of risk assessment such as the Norton or the Braden Scale, to ensure systematic evaluation of individual risk factors.

A.3. Identify all individual risk factor (decreased mental status, moisture, incontinence, nutritional deficit such as low albumin) to direct specific preventive treatments.  Modify care according to the individual factors.

A.4. Assess all at-risk patients at the time of admission to health care facilities, and at regular intervals thereafter, depending on the care setting.

A.4.1. For acute care:  every 48 hours or whenever condition changes.

A.4.2. For Long-Term Care (LTC): Weekly for first 4 weeks; then quarterly, at a minimum.

A.4.3. For Home Care:  every RN visit.

B. Skin Care and Early Treatment:

B.1. Inspect the skin at least daily, and document assessment results.

B.2. Individualize bathing frequency.  Use a mild cleansing agent; avoid hot water and excessive friction.

B.3. Assess and treat incontinence.  When incontinence cannot be controlled, cleanse skin at the time of soiling, use a tropical moisture barrier, and select underpads or briefs that are absorbent and provide a quick-drying surface to the skin.

B.4. Use moisturizers for dry skin; minimize environmental factors leading to dry skin, such as low humidity and cold air.

B.5. Avoid massage over bony prominences.

B.6. Use proper positioning, transferring, and turning techniques to minimize skin injury due to friction and shear forces.

B.7. Use dry lubricants (cornstarch) or protective coverings to reduce friction injury.

B.8. Identify and correct factors compromising protein / calorie intake, and consider nutritional supplements / support for nutritionally compromised persons.

B.9. Institute a rehabilitation program to maintain or improve mobility / activity status.

B.10. Monitor and document interventions and outcomes.

B.11. Monitor and modify night regimen.

C. Mechanical Loading And Support Surfaces:

C.1. Reposition bed-bound persons at least every two hours and chair-bound persons every hour.

C.2. Use a written repositioning schedule.

C.3. Place at-risk persons on a pressure reducing mattress / chair cushion.  Do not use donut-type devices.

C.4. Consider postural alignment, 30-degree lateral position, distribution of weight, balance and stability, and pressure relief when positioning persons in chairs or wheelchairs.

C.5. Teach chair-bound persons, (if they are able) to shift their weight every 15 minutes.

C.6. Use lifting devices (i.e. trapeze or bed linen) to move rather than drag persons during transfers and position changes.

C.7. Use pillows or foam wedges to keep bony prominences such as knees and ankles from direct contact with each other.

C.8. Use devices that totally relieve pressure on the heels (i.e., place pillows under the calf to raise the heels off the bed).

C.9. Avoid positioning directly on the trochanter when using the side-lying position (use 30-degree lateral inclined position).

C.10. Elevate the head of the bed as little as possible (maximum 30-degree angle) and only for a short time.

D. Education:

D.1. For the prevention of pressure ulcers, implement educational programs that are structured, organized, comprehensive and directed at all levels of healthcare providers, patients, family, and caregivers.

D.2. Include information on the following:

D.2.1. Etiology and risk factors for pressure ulcers

D.2.2. Risk assessment tools and their application

D.2.3. Skin assessment

D.2.4. Selection / Use of support surfaces

D.2.5. Development / Implementation of individualized programs of skin care

D.2.6. Demonstration of positioning to decrease risk of tissue breakdown

D.2.7. Accurate documentation of pertinent data

D.3. Include built-in mechanisms to evaluate program effectiveness in preventing pressure ulcers.
Competency 5.  Plan care to include debridement, cleansing, dressing, and pressure relief.

The plan should include strategies for nutrition, pain management, and psychosocial issues. Use AHRQ guideline Algorithm
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Figure 1.  Management of pressure ulcers: overview.
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Figure 2.  Nutritional assessment and support

The goal of nutritional assessment and management is to ensure that the diet of the individual with a pressure ulcer contains nutrients adequate to support healing.  Ensure adequate dietary intake to prevent malnutrition to the extent that this is compatible with the individual’s wishes.  Perform an abbreviated nutritional assessment at least every 3 months for those at risk for malnutrition.  Encourage dietary and supplemental intake if patient with pressure ulcer is malnourished.  Nutritional support through tube feeding should be used to put a patient into positive nitrogen balance (approximately 30 -35 cal/kg/day and 1.25 to 1.5 g. of protein/kg/day.
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Figure 3.  Management of tissue loads

The goal here is to create an environment that enhances soft tissue viability and promotes healing of the pressure ulcer (s).  The term “tissue load” refers to the distribution of pressure, friction, and shear on the patient’s tissue.  The interventions are designed to decrease the magnitude of tissue load and provide levels of moisture and temperature that support tissue health and growth.  Give vitamin and mineral supplements if deficiencies are confirmed or suspected.
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Figure 4.  Ulcer Care

Remove devitalized tissue in pressure ulcers when appropriate for the patient’s condition, consistent with the patient’s goals.  The method of debridement to be used will be determined by the urgent clinical need for drainage and removal of devitalized tissue. If there is an urgent need, as with advancing cellulites or sepsis, sharp debridement should be used.  Otherwise, mechanical, enzymatic, and/or autolytic debridement techniques may be used.
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Figure 5.  Managing Bacterial Colonization and Infection

Learning Activity
Mr. B, a 72-year-old retired Black accountant, has just been admitted to the hospital (from his long-term care facility) with a diagnosis of pneumonia.  He is incontinent (urine), and his skin is often moist.  He has a poor appetite (eats only 50% of his meals), has labored respirations, and a temperature of 101 degrees F.  He has left-sided weakness from a cerebral vascular accident two years ago, and he needs assistance with his activities of daily living, including mobility.  He generally sits in the chair all day and is often found leaning to one side.  He walks only once a day, for about 5 minutes, and he requires a one-person assist and a walker.

1. What is Mr. B’s score and risk category?

2. Mr. B has darkly pigmented skin.  What assessment techniques are especially important to use on this client?

3. After he has been in the hospital for two days, the nurse notices that Mr. B has a small 1 cm. x 3 cm. open wound with yellow slough tissue on his sacrum.  In report, you are told that the primary care provider has ordered that the sacral pressure ulcer be cleaned with povidone iodine and a moist normal-saline gauze dressing applied.  What stage is this pressure ulcer?


4. What do you think about the appropriateness of the cleansing and dressing order?
5. What teaching does this client’s family need about his plan of care?
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New York University, Steinhardt School of Education, Division of Nursing, Center for Continuing Education: http://www.nyu.edu/education/nursingnew/institutes.html
Online ceu’s: A directory for nurses. Geriatric Classes Online: http://www.nurseceu.com/geri.htm
Sigma Theta Tau International Honor Society of Nursing: Continuing Education: http://www.nursingsociety.org/education/ceonline_activities.html
The John A. Hartford Foundation Institute for Geriatric Nursing: Gerontological Nursing Certification Review Course http://www.nyu.edu/education/nursing/hartford.institute/course/
University of Iowa College of Nursing: Continuing Education: http://www.nursing.uiowa.edu/conted/conferences.htm#1
University of Pennsylvania School of Nursing: Continuing Education: http://www.nursing.upenn.edu/ce/
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EPUAP. Pressure Ulcer Classification. Includes theory and a test. www.epuap.org/puclas/index.html
Geriatric Video Productions: www.geriatricvideo.com
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Management of complex wounds

Prevention & Treatment of Pressure Ulcers

Retrieved June 9, 2004 from http://www.geriatricvideo.com/
National Pressure Ulcer Advisory Panel (NPUAP). (2001). VIDEO: Pressure ulcer basics and strategies for pressure ulcer prevention and treatment. Reston, Virginia. Retrieved June 9, 2004 from http://www.npuap.org/PDF/video_order_form.pdf
National Pressure Ulcer Advisory Panel (NPUAP). (2001). Pressure ulcer prevention: A competency-based curriculum. Retrieved June 9, 2004 from http://www.npuap.org/PDF/prevcurr.pdf
National Pressure Ulcer Advisory Panel (NPUAP). (2001). Pressure ulcer treatment:  A competency-based curriculum. Retrieved June 9, 2004 from http://www.npuap.org/PDF/treatment_curriculum.pdf
National Pressure Ulcer Advisory Panel (NPUAP). Slide set descriptions. Retrieved June 9, 2004 from http://www.npuap.org/slide_set_describe.html
Nursing Spectrum Education/CE: Self-Study Modules: http://www.nursingspectrum.com/ContinuingEducation/NSSelfStudy/index.cfm
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Agency for Health Care Policy and Research (AHCPR now AHRQ) Supported Clinical Guidelines:

(1992). Preventing pressure ulcers: A patient’s guide. Consumer Guideline Number 3, Publication Number 92-0048. Retrieved June 9, 2004 from http://www.ncbi.nlm.nih.gov/books/bv.fcgi?rid=hstat2.chapter.9527
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Department of Health and Human Services, Centers for Disease Control and Prevention: Home Page: http://www.cdc.gov/
National Institutes of Health: Health Information: http://health.nih.gov/
U.S. National Library of Medicine and National Institutes of Health: Medline Plus
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http://www.nlm.nih.gov/medlineplus/pressuresores.html
United States Department of Health and Human Services: Home Page: http://www.hhs.gov/
Answer.  Use the AHRQ consumer guideline booklet








Answer.  The AHRQ guidelines state that povidone iodine should NOT be used to clean wounds.  A moist normal gauze dressing would be used in a clean granulating wound – not in this wound because is has necrotic slough tissue.  The first goal for this local wound care is debridement.  This could be accomplished by mechanical (wet-to-dry gauze dressing, hydrotherapy and wound irrigation, and dextranomers), chemical / enzymatic (drugs that are applied topically as per manufacturer’s direction), autolytic (transparent film dressing, usually contraindicated if wound is infected), or sharp / surgical treatment (done by MD, advanced practice certified nurse, or physical therapist).  After the pressure ulcer is debrided, begin moist-wound healing principles.
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Answer.  Cannot stage until the yellow slough necrotic tissue is removed; then, observe the wound bed for deepest level of tissue exposed, and stage the pressure ulcer.





Answer.  His Braden score is 15:


High-risk sensory perception = 3


Moisture = 2


Activity = 2


Mobility = 2


Nutrition = 2


Friction and shear = 2





Answer.  Assessing for pressure ulcers in clients with darkly pigmented skin should include assessment with natural or halogen light for changes in skin tone – usually a purplish darkening in color or a change in skin temperature (warmth rather than coolness).





A word about Reverse Staging:   Pressure ulcers heal to progressively more shallow depth; they do not replace lost muscle, subcutaneous fat, or dermis before re-epithelialization.  The ulcer is filled with granulation tissue (scar) composed of endothelial cell, fibroblasts, collagen, and extracellular matrix.  A Stage IV pressure ulcer cannot become a Stage III, II, or I.  When a Stage IV pressure ulcer has healed, it should be classified and documented as a “healed Stage IV pressure ulcer” and not a Stage 0 pressure ulcer.  The National Pressure Ulcer Advisory Panel has developed a Pressure Ulcer Scale for Healing tool (PUSH Tool) which documents pressure ulcer healing.  The elements measured are: surface area (length x width), exudates amount, and tissue type.








� Pang, S. M., & Wong, T. K. (1998).  Predicting pressure sore risk with the Norton, braden, and Waterlow pressure sore risk tool


� Ayello, E.A.(2004). Predicting pressure ulcer risk. In M.Boltz (Series Ed.) Try This: Best Practices in Nursing Care to Older Adults Vol.1. No. 5.  New York: The Hartford Institute for Geriatric Nursing.


.


� Understanding Your Body: What Are Pressure Ulcers? August 2000. Life Sciences Education and Health Literacy. Agency for Healthcare Research and Quality, Rockville, MD. http://www.ahrq.gov/consumer/bodysys/edbody6.htm


� National Pressure Ulcer Advisor Panel (NPUAP) � HYPERLINK "http://www.npuap.org" ��www.npuap.org�


� Thomas, D. R., Rodeheaver, G. T., Bartolucci, A. A. et. al. (1997). Pressure ulcer scale for healing: Derivation and validation of the PUSH tool.  Advances in Wound Care. 10(5), 96-101.


� Source: National Library of Medicine HSTAT (Health Services/Technology Assessment Text) Accessed May 11, 2004 from � HYPERLINK "http://hstat.nlm.nih.gov/hq/Hquest/fws/T/db/local.ahcpr.clin.putc/screen/Browse/s/60213/action/GetText/linek/70" ��http://hstat.nlm.nih.gov/hq/Hquest/fws/T/db/local.ahcpr.clin.putc/screen/Browse/s/60213/action/GetText/linek/70�


� Source: National Library of Medicine HSTAT (Health Services/Technology Assessment Text) Accessed May 11, 2004 from � HYPERLINK "http://hstat.nlm.nih.gov/hq/Hquest/fws/T/db/local.ahcpr.clin.putc/screen/Browse/s/60213/action/GetText/linek/70" ��http://hstat.nlm.nih.gov/hq/Hquest/fws/T/db/local.ahcpr.clin.putc/screen/Browse/s/60213/action/GetText/linek/70�





� Source: National Library of Medicine HSTAT (Health Services/Technology Assessment Text) Accessed May 11, 2004 from � HYPERLINK "http://hstat.nlm.nih.gov/hq/Hquest/fws/T/db/local.ahcpr.clin.putc/screen/Browse/s/60213/action/GetText/linek/70" ��http://hstat.nlm.nih.gov/hq/Hquest/fws/T/db/local.ahcpr.clin.putc/screen/Browse/s/60213/action/GetText/linek/70�





� Source: National Library of Medicine HSTAT (Health Services/Technology Assessment Text) Accessed May 11, 2004 from � HYPERLINK "http://hstat.nlm.nih.gov/hq/Hquest/fws/T/db/local.ahcpr.clin.putc/screen/Browse/s/60213/action/GetText/linek/70" ��http://hstat.nlm.nih.gov/hq/Hquest/fws/T/db/local.ahcpr.clin.putc/screen/Browse/s/60213/action/GetText/linek/70�


� Source: National Library of Medicine HSTAT (Health Services/Technology Assessment Text) Accessed May 11, 2004 from � HYPERLINK "http://hstat.nlm.nih.gov/hq/Hquest/fws/T/db/local.ahcpr.clin.putc/screen/Browse/s/60213/action/GetText/linek/70" ��http://hstat.nlm.nih.gov/hq/Hquest/fws/T/db/local.ahcpr.clin.putc/screen/Browse/s/60213/action/GetText/linek/70�





[image: image10.png]
Page 1 of 1

