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Editorial

W

elcome to the 19th edition of the Leg Ulcer Forum journal, which
you will see provides you with up-to-date literature from some key
professionals in the area of wound care and leg ulcer management.
I would like to take the opportunity to thanks them all for taking time out of
their busy schedules to write for the journal. I’d also like to thank Christine
Moffatt for her help in commissioning some of the articles in this issue.

Thanks also to those of you, including our sponsors, who supported and
attended the Leg Ulcer Forum spring event in Taunton in Somerset in May.
It was evident from the day how valuable you ﬁnd these events, in particular
the workshops that were held during the day. You will ﬁnd a full report in this
edition of the journal.
Also featured is a range of articles which aim to inform our practice in leg
ulcer management, so that patients have the correct diagnosis and referral,
management including in-patient care, and follow-up care to prevent
recurrence. We are also reminded of the importance of keeping the patient
at the centre of care by focusing on patient outcomes as well as wound
outcomes.
I hope that you enjoy reading the journal, and that it encourages you to reﬂect
on the services provided to patients in your area.
Very best wishes

Caroline Dowsett
Co-Editor

caroline.dowsett@newhampct.nhs.uk

We are also grateful to the following companies for their kind sponsorship of the Leg Ulcer Forum:
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LUF Spring Event
Taunton, Somerset
Irene Anderson

T

he Leg Ulcer Forum Spring Event
for 2005 was held in the Holiday
Inn Hotel in Taunton, Somerset,
on the 16th May. It was well-attended,
with 70 delegates, many of whom had
travelled a long way.
This was a lively event with interesting
speakers, and an afternoon devoted to workshop
activities, which gave delegates the opportunity
to try new things, and to share experiences.
As ever, the value of networking should never
be underestimated. It was wonderful to hear
people exchanging email addresses and working
collaboratively to address clinical problems in leg
ulcer management.

The Leg Ulcer Forum Chair, Mark Collier began
the day with a warm welcome to all the delegates,
and to the companies who do so much to support
the work we do. Mark then took us back in
time with a fascinating look at the history of leg
ulcer management and the move to establish a
more orderly and cohesive approach to service
provision.

Irene Anderson

LUF Committee Member
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Irene Anderson, Senior Lecturer in Tissue
Viability at the University of Hertfordshire
and Judy Harker, Nurse Consultant in Tissue
Viability from Pennine Acute Hospital NHS
Trust, then considered the role of guidelines in
the delivery of effective leg ulcer services. Irene
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began by deﬁning guidelines – what they are
designed to do, and what they don’t do: ie do
not tell the practitioner what to do, but provide
them with an indication of the evidence base
which would inform and support clinical decision
making. By a sophisticated system of coloured
card waving it was possible to ascertain delegates
views and experiences with guidelines which
proved very interesting. All had read the national
leg ulcer guidelines and two thirds have local
guidelines. Less than half the delegates had been
involved in developing their local guidelines
which was perhaps not surprising. What was
interesting was that that the audience were split
50:50 as to whether guidelines reduced arguments
about clinical decision making, although
comments from the ﬂoor indicated this was often
healthy debate and some acknowledge that having
guidelines were on balance, helpful, especially for
new practitioners.
Judy then took the delegates through the process
of implementation of guidelines based on the RCN
(2000) Implementation Guide. She incorporated
excellent graphics, which struck a chord with
many of the delegates who have been involved in
this process. The main points in implementation
are to consider very carefully the structure of
the organisation and who the key supporters are.
Devising a check list for dissemination is helpful,
particularly if this is separated into who needs
to know about the guidelines and who needs to
use them, as this helps inform the strategy for
dissemination.
Of course, there is no single effective approach
and Judy discussed the difﬁculties faced in
implementation such as the perception of
some staff that their clinical freedom may be
curtailed or that their workload will increase.
Ways of dealing with this were suggested such
as harnessing the leadership skills of key people
both within the practitioners applying the
guidelines to practice and from senior members
of the organisation. Judy also challenged the
delegates to consider the role of the patient in
guideline implementation. If a consumer version

of the guideline is available, and patients are
much more aware of the care they can expect to
receive, this can be a powerful force for change.
There was a very interesting discussion with
delegates about challenges in implementing
guidelines and delivering optimum care. This
was particularly applicable to Practice Nurses
and several in the audience expressed concerns
about the impact of new GP contracts on leg ulcer
service delivery. This needs to be highlighted and
the implications explored.
Dr Mike Clark, Senior Research Fellow at the
Wound Healing Research Unit, Cardiff University
then spoke on behalf of the Steering Group
who developed the Best Practice Statement on
Compression Hosiery. This is an initiative by
Wounds UK, sponsored by Scholl and endorsed
by the Leg Ulcer Forum. A statement is deﬁned
as a ‘statement to describe best and achievable
practice in a speciﬁc area of care’. This is
determined from the best available evidence
from a range of sources including existing
local and national initiatives. The Best Practice
development team were subjected to peer review
from academics and clinicians from diverse
settings in the UK throughout this initiative.
Mike reviewed the purpose of hosiery, the
effects on haemodynamics, limb volume and
joint mobility. He explained that current sub
stocking pressure measurement is advancing
with a dynamic stiffness index, which takes into
account pressure changes on limb movement.
The document comprises: 13 statements, the
justiﬁcation for each and parameters to ensure
whether the statement is being achieved in
practice. The importance of audit to improve
practice echoed the guideline presentation, and
gave a cohesive message to delegates about
service development.

The second workshop was Pulse Oximetry
led by Robin Cooper, Wound Care Specialist
Nurse in Basingstoke and using the Huntleigh
Assist in patient assessment by Dr Jon Evans
from Huntleigh Diagnostics. The session began
with Robin demonstrating the use of the pulse
oximeter, both in patient assessment and after
application of compression therapy to help ensure
the arterial circulation was not compromised. Jon
demonstrated the multiple uses of Assist in patient
assessment, including the ability to measure
blood pressure from more than 1 site at a time.
This session was ably facilitated by Margaret
Armitage, Vascular Nurse specialist at Gartnavel
Hospital in Glasgow. She ensured the delegates
had the opportunity to ask questions and time to
try out the assessment devices.
The third session was related to compression
therapy. Delegates chose between multilayer
bandaging, compression hosiery application, or
toe bandaging. Some speedy delegates were able
to combine two of these. Lynfa Edwards, TVN
at Ealing PCT coached delegates in bandage
application. This was patiently supported by Tony
Swinscoe of Parema, who allowed the nurses to

Workshops
In the afternoon the delegates were given the
opportunity to rotate through three workshops.
One was Holistic and Doppler assessment
run by Julie Stevens, Consultant Nurse, West
Middlesex University Hospital Tissue Viability
Unit. Delegates were given case studies and
photographs to work in small groups to discuss
treatment objectives and prioritise care. Some
delegates were new to leg ulcer management and
they chose to practice their Doppler assessment
skills with TVN Jill Hardman.
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practice on his leg for all three sessions! Activa,
Medi and BSN all supported the Hosiery sessions
and Brenda King TVN from
Shefﬁeld PCT ran a toe bandaging
workshop where delegates had
the chance to watch the technique,
apply bandages, and ask lots of
questions.
The companies who were able
to attend participated fully in the
day, answering questions from a
very focused and knowledgeable
delegate group. They coped
cheerfully with the bijou nature of
the exhibition area. Those present
were Activa, Ark, BSN, Coloplast,
Huntleigh Diagnostics, Medi,
Molnlycke, Parema, Robinsons,
Smith & Nephew, Valeant and 3M.

Summary
Overall the delegates appeared to enjoy the day
very much, the venue was very good and it is
the ﬁrst conference evaluation I have ever done
which did not have a single complaint about
the catering. The feedback for the sessions was
excellent and there were some interesting ideas
for our next events. We are always keen to
respond to ideas for topics and venues – this is
your Leg Ulcer Forum and we look forward to
meeting you at future events.
IA

‘‘

The presentations for Guidelines and the Best
Practice Statement are available to view on the
Leg Ulcer Forum website (www.legulcerforum.
org) and the Best Practice Statement is available
from www.wounds-uk.com
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The LUF Spring
event offered an
opportunity for
networking and
sharing best practice.
The LUF plans to
hold a similar day at
a northern venue in
November. Details
will soon be available
on our website.

Pathways for diagnosis
in leg ulceration
Peter Vowden

T

he key to effective management of
lower limb ulceration lies in the
assessment process. This should
not only provide an indication of the
likely aetiology of the wound but also
reveal risk factors for delayed ulcer
healing and indicate factors that may
limit treatment options. Although the
great majority of lower limb ulcers
are venous in origin the diagnosis of
a venous ulcer is one of exclusion, no
diagnostic test being available to conﬁrm
the clinical suspicion of a venous
aetiology for the ulcer. The diagnostic
strategy is therefore aimed at excluding
other causes.

Venous disease
Chronic venous disease has a high prevalence
and has a considerable socio-economic impact
in the developed western world (Soumian and
Davies 2004). The true estimate of the prevalence
of varicose veins is difﬁcult to determine (Evans
et al 1999). Varicose veins are however the most
common representation of venous disease and
are present in 25-33% of the female population
and between 10-20% of men, the prevalence
rising with increasing age (da Silva et al 1974,
Evans et al 1999). Varicose veins are probably
the most common condition presenting to general
and vascular surgeons. Over 50,000 patients are
admitted to hospitals in the UK each year for the
treatment of varicose veins or their complications
(Hobbs 1991). Clearly therefore, as varicose veins
are so common that the presence of varicose veins
on a limb with ulceration does not necessarily
always equate with a venous ulcer, neither is
venous ulceration an inevitable consequence of
venous disease.
What other clinical signs may support a
presumptive diagnosis of venous ulceration? Skin
pigmentation due to haemosiderin deposition
in the subcutaneous tissues, varicose eczema,

lipodermatosclerosis, atrophie blanche (Kirsner
et al 1993, Vowden 1998) and scarring from
previous episodes of ulceration all favour the
diagnosis of venous ulceration. Equally a history
of chronic venous disease, a previous deep vein
thrombosis or previous venous ulceration or
surgery may also indicate that the current ulcer
is likely to be of venous origin. Increasing use of
duplex ultrasonography has established that many
cases of venous ulceration are due to isolated
superﬁcial venous reﬂux. Ghauri et al (1996), for
example, found that 51% of 111 limbs assessed
had isolated superﬁcial reﬂux without evidence
of deep reﬂux, a ﬁnding conﬁrmed by many
others (Adam et al 2003, Magnusson et al 2001).
Until recently, however, there was no randomised
controlled research evidence to conﬁrm the
role of superﬁcial venous surgery in leg ulcer
management although several uncontrolled
studies have suggested that there may well be a
beneﬁt in reducing ulcer recurrence (Darke and
Penfold 1992, Barwell et al 2000, Tenbrook et al
2004).
Recently published studies, most notably the
ESCHAR study (Barwell et al 2002, Barwell et
al 2004, Gohel et al 2005a, Gohel et al 2005b)
have clariﬁed the situation and have emphasized
the importance of deﬁning venous disease
status as part of the management strategy for
venous ulcer disease. This randomised study has
established that although venous disease status
and its early surgical treatment have no obvious
effect on ulcer healing, corrective superﬁcial
venous surgery can signiﬁcantly reduce ulcer
recurrence. The ESCHAR study has therefore
provided the necessary evidence to support both
venous investigation and subsequent vascular
surgical treatment in the appropriate cases in the
management of venous ulceration. The abandoned
USABLE trial reached similar conclusions,
ﬁnding that venous surgery was unlikely to have
a major role in ulcer healing but that it provided
an effective way of reducing ulcer recurrence
(Davies et al 2004).

Peter Vowden

MD FRCS
Professor of Wound Healing
Research University of
Bradford
Consultant Vascular Surgeon
Bradford Teaching Hospitals
NHS Foundation Trust
Duckworth Lane
Bradford, BD9 6RJ
Correspondence to:
Professor Peter Vowden
MD FRCS
Department of Vascular
Surgery
Bradford Royal Inﬁrmary
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Bradford, BD9 6RJ
peter.vowden@blueyonder.
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Tel: 01274 364466
Fax: 01274 364807
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Figure 1
Colour ﬂow duplex ultrasound
showing grey-scale above and
reﬂux at the sapheno-femoral
junction with Doppler velocity
spectrum below

Figure 2
Colour ﬂow duplex
ultrasound showing greyscale image (top) and reﬂux
at the sapheno-popliteal
junction

The presence of venous reﬂux due to venous
valvular incompetence can be established in a
number of ways. Clinical examination combined
with tourniquet testing will establish the site
of superﬁcial reﬂux in the majority of cases of
uncomplicated venous disease. The accuracy
of testing and information on the status of the
deep venous system, both in terms of patency
and reﬂux, can be further improved by using
photoplethysmography (Sarin et al 1992). The
technique is simple and reproducible and it has
been suggested that it is a suitable screening test
for venous disease that could be performed as
part of nursing assessment (King and Brereton,
1998). Photoplethysmography has also been used
to assess the haemodynamic effects of venous
surgery in leg ulcer patients (Gohel et al 2005a).
This simple technique, which uses calf muscle
pump activity to empty the venous system and
then records capillary reﬁll by measuring changes
in reﬂected light can easily be applied as a simple
screening test. However, by itself, it is often
insufﬁcient to deﬁne patient suitability for venous
surgery.
The simple hand-held continuous wave Doppler,
which is used to measure ankle systolic pressure
and derive an ankle brachial pressure index
(ABPI), is available to the majority of health
care professions managing patients with lower
limb ulceration. This simple piece of equipment
can also be used to assess venous reﬂux and
junctional incompetence (Campbell et al 1997).
This technique does however fail to provide
adequate information on either reﬂux in the
popliteal fossa or in the deep venous system.
When managing patients with potentially complex
venous disease, such as those with a history of
limb trauma or a previous deep vein thrombosis,
a secondary complication of venous disease such
as venous ulceration, or with recurrent varicose
veins, more detailed anatomical and functional
information should be obtained using colour
ﬂow duplex ultrasonography (Campbell et al
1997, Darke et al 1997). This investigation has
the advantage of providing information on the
status of both the deep and superﬁcial venous
systems and is particularly useful in assessing
reﬂux in and patency of the veins in the popliteal
fossa or when planning surgery for recurrent
varicose veins. Figures 1 and 2 illustrate typical
scan results. The level of information provided
by clinical examination and colour ﬂow duplex
ultrasonography, is usually more than adequate

8
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Pathways for diagnosis in leg ulceration
(continued)

to safely conduct superﬁcial venous surgery
and only rarely is addition information from
venography, plethysmography or venous pressure
measurements required. Adam et al (2003) have
concluded that “a standardized protocol of clinical
and duplex assessment can lead to a diagnosis in
97% of chronic leg ulcers”. This group feels that
duplex ultrasonography is essential to conﬁrm or
exclude potentially correctable venous disease
and allow tailored surgical intervention for those
patients who many beneﬁt. The integration of
these diagnostic tests into a venous investigation
pathway for patients with possible venous disease
is given in Figure 3.
The diagnosis of venous ulceration cannot
however be based on these investigations alone.
Published clinical series of treated venous leg
ulceration consistently include patients with no
obvious venous reﬂux or obstruction on duplex
ultrasonography (Grabs et al 1996, Vowden et
al 2001). Bjellerup (1997) described these as
hydrostatic ulcers. This group of patients usually
have poor calf muscle pump function, dependent
venous pooling or positional venous obstruction,
for example due to obesity. In such patients
ambulatory venous pressure measurements
frequently reveal venous hypertension. The
range of investigations available to aid in the
diagnosis and measurement of the severity
of chronic venous insufﬁciency has been the
subject for a consensus statement (Nicolaides,
2000). In this document the author outlines the
history, usefulness and limitation of range of
investigations.

Arterial assessment
The Lothian and Forth Valley leg ulcer study
recognised that arterial disease was a potential
underestimated hazard in patients with leg
ulceration (Callam et al 1987). Arterial
assessment is therefore an obligatory part of
the management of all patients presenting with
leg ulceration (RCN Institute, 1998, SIGN,
1998). Although some patients may provide a
history of vascular disease, either in the form
of previous cardiovascular or cerebrovascular
event(s), intermittent claudication, rest pain
or previous arterial intervention, clinicians
should not rely on history alone to conﬁrm
or refute peripheral vascular disease (PVD).
Diabetes mellitus, particularly if associated with
a signiﬁcant peripheral neuropathy, can also

modify both the symptoms and signs of rest
pain and intermittent claudication. Symptoms of
intermittent claudication are also dependent on
patient mobility and activity and can therefore
be misleading in the elderly patient with lower
limb ulceration. Palpation of peripheral pulses is
also a potentially unreliable indicator of either the
presence or severity of PVD (Moffatt et al 1994,
Moffatt and O’Hare, 1995).

Figure 3
Management pathway for the
investigation of venous disease
with hand-held Doppler and
colour ﬂow duplex ultrasound

The application of the “Doppler effect” to the
measurement of blood ﬂow dates from 1960 (Yao,
1970a). Following on from this early work Yao
published on pulse examination (Yao et al 1968)
and ankle systolic pressure measurement (Yao et
al 1969). The calculation of the ABPI date from
1970 when Yao published his haemodynamic
studies in peripheral arterial disease (Yao, 1970a,
Yao, 1970b). This basic investigations remains
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9

the mainstay of screening tests for peripheral
arterial disease and has found a role in both
epidemiological studies on peripheral arterial
disease and in the assessment of cardiovascular
risk (Caruana et al 2005). The method for Doppler
ABPI has been described previously (Vowden et
al 1996, Vowden and Vowden, 2001). Caruana et
al (2005) review ABPI methodology and discuss
important issues relating to pressure cuff size
and position that can impact on the accuracy of
pressure measurement. They also examine issues
relating to variability and reproducibility and
discuss the use of ABPI in both patients with
critical limb ischaemia and venous ulceration.
ABPI has assumed a central role in deﬁning
the safety of high compression bandaging, the
mainstay of treatment for patients with venous leg
ulceration (Stacey et al 2002). Figure 4 outlines
a management pathway for patients following
Figure 4: Integration of ABPI into
a management strategy for patients ABPI measurement. Alternative techniques are
with lower limb ulceration available to assess peripheral arterial disease,

the healing potential of wounds and the likely
safety of compression therapy. These include
pulse oximetry (Bianchi et al 2000, Bianchi
and Douglas, 2002), toe pressure (Toe Systolic
Pressure Index - TSPI) which can be a useful
alternative to ABPI measurement in the diabetic
or when crural vessels seem non-compressible
(Brooks et al 2001). Both toe pressure and tissue
oxygen levels have proven useful in predicting
healing (Claeys and Horsch, 1996).
ABPI has an advantage over other techniques
used in the assessment of PVD in patients with
venous ulceration as it provides additional
information in terms of the signal waveform and
audible sound, the pulsatility index, and perhaps
of greatest importance it provides information on
the systolic pressure in each of the three crural
vessel; a pressure difference > 10mmHg between
any two vessels indicating potential arterial
disease (Carter, 1969) in the lower pressure vessel
which should alert the clinician to the potential
for underperfusion in that area of the calf and
therefore an increased risk of compression
damage.
Once the presence of arterial disease has
been deﬁned or if the wound fails to respond
to appropriate care further investigations are
necessary to deﬁne the anatomical site of
disease and the suitability of that disease for
either surgical or interventional radiological
intervention. This information can be obtained
from either colour ﬂow duplex ultrasonography,
magnetic resonance arteriography (MRA) or
conventional arteriography, the exact pathway
being deﬁned by the femoral pulse status,
the overall ﬁtness of the patient, any contract
sensitivities and locally available resources.

Ulcer site and appearance
Neither ulcer site nor appearance is, by itself
a reliable indicator of ulcer aetiology. The
majority of venous ulcers occur within the gaiter
area, especially the region immediately above
the medial malleolus, but they may occur on
the foot and calf, arterial ulcers usually occur
more distally but may occur anywhere. Ulcer
appearance is not a guaranteed indicator of ulcer
aetiology but can give support to a diagnosis.
Venous ulcers are classically described as
shallow and slow to develop but other ulcer
types can mimic this appearance. Arterial ulcers

10
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Pathways for diagnosis in leg ulceration
(continued)

’’

The exclusion of arterial disease
using ABPI is essential when
managing patients with leg ulcers

usually have a more punched out and deeper
appearance, possibly involving tendon, joint or
bone, and often deteriorate rapidly. Neither these
appearances, nor the presence or absence of pain
are, however, any guarantee of ulcer aetiology.
The differences between venous and arterial
ulcers are listed by Morison (1992). Where
doubt exists, particularly if the ulcer has a rolled
edge, early biopsy or further haematological
investigations are indicated to exclude
malignancy or an inﬂammatory condition such as
a vasculitis or pyoderma gangrenosum (Mekkes
et al 2003).

Co-morbidities
Any diagnostic pathways for the management
of lower limb ulceration need to take into
consideration associated co-morbidities and drug
therapy as these may impact signiﬁcantly on
the management and give clues to the aetiology
of lower limb ulceration. Inﬂammatory lower
limb ulceration is, for example, more frequent in
patients with conditions such as ulcerative colitis
or Crohn’s disease (Menachem and Gotsman,
2004, Tavarela Veloso, 2004). Bliss and Schoﬁeld
(1993) reported gross mixed pathology in their
elderly population attending a geriatric day
hospital for leg ulcer treatment. Schoﬁeld et al
(2003) comment in their study, within a care
of the elderly setting, that multiple pathologies
are frequently found in patients with venous
leg ulcers, 57% of their patients having four or
more diagnoses and this is frequently reﬂected in
patients receiving poly-pharmacy. Steroids and
immunosuppressive agent, as well as other drugs,
are known to impact on wound healing.

Wipe-Tevis et al (2000) have also report that
care residents with venous ulceration are likely
to have co-morbid conditions such as diabetes
mellitus, peripheral vascular disease, congestive
heart failure, oedema, wound infection, and pain,
all of which are factors that will complicate the
management of a wound. Based on these data,
risk factor identiﬁcation should prompt health
care professionals to carefully plan care that
will aid healing and reduce the risk for wound
development as well as manage a patient’s overall
medical condition.

Conclusion
The effective management of a patient with
lower limb ulceration requires and integrated
team approach and a structured attitude to the
investigation of the underlying aetiology of
the wound. Dressings and bandages may heal
the wound but they rarely treat the underlying
problem. Only by carefully establishing the
cause of the ulcer and recognising factors that
may impact on healing can we hope to improve
patient outcomes and reduce ulcer recurrence.
PV
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Compression therapy
of venous leg ulcers:
Stockings or bandages?
Hugo Partsch

U

ndoubtedly compression therapy
is still the most important
treatment modality in patients
with venous ulcers. Various devices
and methods exist which all have their
advantages and disadvantages.
While compression bandages should be applied
by trained staff only, compression stockings can
also be donned by non-experienced relatives or by
the patients themselves. Trained staff is expensive
and not always available. With stockings, patients
are more independent, they can shower whenever
they want and the stockings look nicer than bulky
bandages.
In the age of ‘easy living’ these are arguments
against bandages and favouring stockings.
Actually new comparative studies have been
published showing equal or even better healing
rates of venous ulcers with stockings than with
bandages (1-3).

Is there still a place for old-fashioned
bandaging?
The aim of this paper is to compare the pros and
cons of compression stockings and of bandages
for treating patients with venous ulcers based on
published clinical data, on the different physical
properties of the different textiles and on the
hemodynamic consequences.

Abstract
During the last years, compression stockings are recommended not
only for the prevention of recurrence but also for treatment in the
acute stage of venous ulcers. The aim of this article is to consider the
advantages and disadvantages of stockings versus bandages based on
the following three points:
•

Clinical results from randomised controlled trials

•

Haemodynamic consequences.

•

Physical properties of compression stockings and bandages

There are several obvious advantages of compression stockings
especially concerning self-management. The clinical data show that
satisfactory healing rates may be achieved in a subgroup of positively
selected patients with small and not too long-standing ulcers.
However, bandages may produce a much higher interface pressure,
which can interfere with the increased intravenous pressure values in
the situation of ambulatory venous hypertension. High intermittent
pressure peaks during walking are produced by multi-layer bandages
with high stiffness. The haemodynamic superiority of such bandages
explains their better clinical efﬁcacy.

1 What evidence-based medicine data do
we have?
Table 1 gives an overview about randomised
controlled trials, which have been published so far.
In the Cochrane Database of Systematic Reviews
two studies are mentioned in which compression
stockings have been compared with compression

Table 1: Randomized controlled trials comparing compression
stockings with bandages for the healing of venous ulcers

Healing rate
with stocking

Type of
stocking

Healing rate
with bandage

Type of
bandage

71% in 18.4
weeks

Futuro style 50

70% in 7.3
weeks

Unna’s boot

52%

1 Rosidal

16

74%

Class II

81%

Unna’s boot

12

58%

Tubulcus

57%

1 Rosidal

First Author
(Ref)

N

Hendricks (5)

21

Horakova
(6,7)

50

12

Jünger (3)

121

53

Jünger (2)

178

Koksal (1)

Weeks

12

84%

48%

Trombo +
Sigvaris 503
Venotrain
ulcertec

32%

2 Roselastic
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bandages (4). One “small, poor quality trial”
found no difference between compression
stockings and Unna’s boot (5). The other trial,
coming from our own group (6,7), reported a
healing rate at 3 months of 21/25 (84%) of those
patients who received a combination of two
compression stockings (Thrombo plus Sigvaris
503) compared with 13/25(52%) in those
receiving one short stretch bandage (Rosidal)
applied over a thin polyurethane padding layer
(Haftan). Both groups got an individually
modelled rubber foam pad on top of the ulcer.
Two explanations for the superior results obtained
with the stockings are offered in the text:
1 There were unequal basic characteristics in
the two treatment groups with higher age,
longer ulcer duration, larger ulcer area and
higher incidence of a positive Stemmer’s
sign on the foot in the bandage group.
2 The loss of interface pressure in the ﬁrst
24 hours was between 44% in the supine
and 36% in the standing position in the
bandage group, in contrast to 9% and 16%
after one week in the stocking group.
However, it was concluded from this study that
patients with small ulcers (diameter<5 cm) and
a short duration (less than 3 months) might be
candidates for a therapy with good compressionstockings (pressure in the standing position about
40 mmHg).
One randomised controlled trial compared
a combination of hydrocolloid dressing and
medical compression stockings versus Unna’s
boots (1). The healing rate after 16 weeks was
74% with Unna’s boots and 80% with stockings
+ hydrocolloid (no signiﬁcant difference). The
result may be ﬂawed by the fact that no speciﬁc
local dressing was applied in the bandage group.
Two randomised controlled trials using stockings
have been published recently:
One trial compared a ready-made tubular
compression device (Tubulcus) with one short
stretch bandage (Rosidal) in a total of 178 ulcer
patients (2). Only small ulcers with a short
duration of the ulcer were included. Complete
healing after 12 weeks was obtained in 58%
of patients in the tubular compression device
and in 56,7% in the bandage group. In another
randomised controlled multicentre trial on 134
patients a comparison was made between a
newly designed compression stocking (3) and
two short stretch bandages (Roselastic). The
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average wearing time per day was 12,7 hours for
the stocking and 16,9 hours for the bandage. The
patients were allowed to change both devices at
their discretion. Venous ulcers with a median area
of 2,7 and 3,7 sqcm and with a mean duration of
4 to 6 months were included. The healing rates
after12 weeks were 29/61 (47,5%) in the stocking
group and 19/60 (31,7%) in the bandage group
(p<0.01). The healing rate in the bandage group is
far below the healing rate in our own consecutive
outpatients (8) and also much lower that in most
other large ulcer-trials (9,4). The most probable
explanation for this poor result is the fact that
patients are generally unable to apply properly
performed short-stretch bandages, even after
careful instruction.
Except in our own trial (6,7) no measurements
of interface pressure have been performed in the
other studies.
From this overview on randomised controlled
trials it may be concluded that good compression
stockings may successfully heal small ulcers
with short duration. However, more data with
less selected patients considering stratiﬁcation
by site, ulcer duration and size, mobility and
venous pathology and possibly also with specially
designed stockings are needed to recommend
compression stockings for the treatment of venous
ulcers on a larger scale.

2 Physical properties of compression
stockings and bandages
Compression stockings need to contain elastic,
yielding material in order to be applied over the
heel. Hosiery should be capable of being stretched
at least 120% in the circumferential direction
(10). This corresponds to the extensibility of a
long stretch bandage, which, by deﬁnition has an
extensibility of more than 100%. The pressure
that is exerted on the leg is produced by the
tension of the fabric and depends on the radius of
the curvature of the limb.
Usually the producers test the material by in vitro
measurements plotting the stretching-force versus
the extension and retraction of the fabric (11).
With the same stretching-force a more ‘elastic’,
long stretch material will show more elongation
than a more ‘inelastic’, short stretch fabric.
During walking the long-stretch material will give
more way than the short-stretch textile.
Compression bandages contain a broad variety
of textiles with different extensibility. We may

Compression therapy of venous leg ulcers:
Stockings or bandages? (continued)

differentiate between completely inelastic
material, as e.g. zinc-paste (Unna’s boot),
short stretch material with extensibility less
than 100% and long stretch textiles with an
extensibility of more than 100%. During the last
years multi-component bandages and kits have
been introduced which contain several layers of
bandages, each with different elastic properties,
varying greatly in complexity and performance.
When two elastic, long stretch bandages or
stockings are applied, one over the other, this
will not only increase the interface pressure but
will also change the elastic behaviour of the ﬁnal
bandage. Due to the friction of several layers the
material will tend to get more “inelastic”. Several
layers of long-stretch materials applied over
each other will result in a bandage whose elastic
properties resemble an inelastic, short stretch
bandage (11)
The elastic property of a compression device can
be characterized by stiffness, a parameter that can
be assessed both by in vitro measurements and
also by in vivo tests on the individual leg (12).

Fig. 1:
Interface pressure was measured on the medial distal
leg with a short stretch, more inelastic bandage(left)
and with a long stretch, elastic bandage (right). Both
bandages were applied with a resting pressure about
50 mmHg. The pressure peaks during dorsiﬂexion are
much higher with the short stretch material compared
to the long stretch. When the patients stands up from
the supine position (between the arrows) there is a
pressure increase of 22 mmHg with the inelastic,
but only of 8 mmHg with the elastic bandage. This
difference is a parameter for stiffness that is higher
with short stretch than with long stretch material.

Stiffness is deﬁned by the increase in
compression per centimetre increase in the
circumference of the leg (10). The meaning of
this term is explained in the example of Fig. 1,
which shows the continuous registration of the
interface pressure of bandages with different
elastic properties. When the patient gets up from
the lying into the standing position and when he
starts walking changes of the circumference of
the leg will occur with a maximal increase at the
region above the ankle. At this region where the
muscular part of the gastrocnemius muscle turns
into the tendinous part every dorsiﬂexion of the
foot will result in an extension of this tendon
and thereby to an increase of this leg segment.
Starting with a resting pressure that is in the same
range for the short stretch and the long stretch
bandage, the short stretch bandage shows higher
pressure peaks during movement and a much
higher pressure increase by standing up from
the supine position compared to the long stretch
bandage (12)
One practical aspect of the different pressure
behaviour between long and short stretch
material is the pressure- loss when the patient
is lying down. With short stretch material the
interface pressure will fall into a range which
can be tolerated also during night-time, while
long stretch bandages and stockings maintain

Fig. 2:
Under a ﬁrmly applied multilayer short stretch
bandage the initial interface pressure of 60 mmHg in
the supine position drops by more than one third in
the ﬁrst hour. The pressure loss is less pronounced in
the standing position. This immediate pressure loss
is the reason why short stretch bandages should be
applied with a much stronger tension than used for the
application of long stretch material.
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their pressure, which may cause uncomfortable
feelings during rest. This is accentuated by the
fact that short stretch material looses pressure
immediately after application due to an instant
reduction of the leg volume (Fig. 2).As a practical
consequence short stretch bandages should be
applied with a pressure that is about 25% higher
than the pressure usually exerted by a long stretch
bandage. For this reason adequate training is
needed to learn good short stretch bandages.
On the other hand elastic, long stretch material is
much easier to handle, also when several layers
are applied. It keeps the pressure for a longer
period of time (13) and is also tolerated during
nighttime. Good multi-layer bandages have a
high stiffness. Multilayer bandages of the Profore
type have shown similar ulcer-healing rates as
correctly applied short stretch bandages (e.g. 2
Rosidal) (14).
No special skill is necessary to apply compression
stockings. By donning one stocking over the other
not only the interface pressure will be doubled but
also stiffness will increase. This aspect may show
a promising way for the development of doubleor multi-layer compression stockings speciﬁcally
designed for the treatment of venous ulcers in the
future.
From the principal differences of the elastic
properties between compression stockings and
compression bandages it may be summarized
that the compression pressure will be different
in various body positions, even when the initial
resting pressure is the same.
The deciding question is if these different
pressures lead to different hemodynamic
consequences.

3 Hemodynamic consequences of
compression stockings and bandages
Much more experimental work has been
published regarding various effects of
compression with stockings than with bandages.
Basically changes of the venous ﬂow may be
expected when compression is able to reduce
the venous diameter. In the supine position this
can be achieved by a light thromboprophylactic
stocking exerting an interface pressure in the
range of about 15 mmHg.
The consequence is an increase of venous
blood ﬂow velocity, which is the aim of
thromboprophylaxis.

16

LUF Journal Issue 19 – Autumn 2005

In the upright position much higher pressures
will be needed to compensate for the increased
hydrostatic pressure (16).
The pressure exerted by a ﬁrm compression
stocking in the standing position may go up
to 40-50 mmHg. This pressure will be able to
slightly narrow leg veins. A slight reduction of the
venous diameter will lead to an over-proportional
reduction of the local venous volume, which
can be detected by different plethysmographic
methods. In fact many plethysmographic studies
have shown an improvement of the venous
volume-pump by compression stockings (16-23).
The expelled volume, which is the amount of
blood, pumped up from the foot towards the heart
increases with increasing interface pressure of the
stocking (24,25). Severe stages of chronic venous
insufﬁciency beneﬁt more from strong than from
light stockings, while for milder stages light
stockings are sufﬁcient (26).
However, short stretch bandages applied with
the same resting pressure are more effective
concerning reduction of venous volume and of
venous reﬂux measured by air plethysmography
(27,28). As a consequence ambulatory venous
hypertension measured in a dorsal foot vein can
be lowered by ﬁrm short stretch bandages with
a pressure on the distal lower leg higher than 50
mmHg but not with elastic stockings (24). As
we know ambulatory venous hypertension is the
deciding key-factor for the pathophysiology of
venous ulceration.
What is the explanation for the reduction of
ambulatory venous hypertension by short stretch
bandages applied with high pressure? A short
stretch bandage exerting a pressure of 50 mmHg
in the standing position will produce pressure
peaks during walking which may go up to 80-90
mmHg. These high-pressure peaks will lead to
an intermittent occlusion of superﬁcial and deep
veins for the short period of muscle systole. The
resulting rhythmic fragmentation of the blood
column may act like an artiﬁcial valve (29) so that
ambulatory venous hypertension can be reduced.
The pressure peaks exerted by compression
stockings are too low to produce similar effects.
Sustained compression, which is one major
advantage of compression stockings, has a
beneﬁcial effect on oedema and considerable
inﬂuence on the microcirculation of the skin.
One of the drawbacks of compression bandages

Compression therapy of venous leg ulcers:
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using short stretch material is the pressure-loss
due to the reduction of oedema. Fig.2 presents an
example.
This decrease of interface pressure may lead
to a slipping of the bandage in patients with
massive initial oedema so that the bandage has
to be renewed after a few days. However, with
an initial pressure of 60 mmHg and a pressure
loss of 50% in the ﬁrst 24 hours, the remaining
pressure of 30 mmHg is still in a range that
can be compared with the pressure of a medium
strength compression stocking. As it was shown
by air plethysmography this pressure produced by
the short stretch material has a signiﬁcantly better
performance concerning the reduction of venous
volume and of venous reﬂuxes compared to a
long stretch textile with the same pressure (27).

Conclusion
It may be concluded that bandages with short
stretch properties have more beneﬁcial effects
on the disturbed venous hemodynamics in
patients with severe stages of chronic venous
insufﬁciency than elastic stockings. This may be
one explanation for their better clinical efﬁcacy in
ulcer healing.
HP
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Keeping the patient at the
centre of wound care
Patricia Price

C

hronic wounds have traditionally
been deﬁned as those that fail to
progress through an orderly and
timely sequence of repair. It is important
to acknowledge that some chronic
wounds are resistant to all efforts and
treatments aimed at healing. Since acute
wound healing follows a well-deﬁned
pattern resulting in complete wound
closure it is possible to objectively assess
its progression throughout the healing
process. However, due to the inherent
alterations in the pathophysiology of
chronic wounds, the biological effects
of ageing on the healing process and the
direct confounding effect of associated
co-morbidities in the elderly, the healing
of chronic wounds is often protracted,
variable and non-uniform (Enoch and
Price 2004).
It may be clear from the outset that wounds in
some patients are unlikely to heal or for whom
healing is not the priority of care. In addition, the
elderly are further compromised by underlying
disease processes that complicate the diagnosis
and limit the treatment options available to treat
their chronic wounds. This does not mean that
efforts to improve the wound must be abandoned
but alternative treatment approaches to provide
relief from suffering should be prioritised.
Acknowledging this outcome will avoid
unrealistic expectations for both the patient and
their caregivers, and pave the way to focus on the
effective management of symptoms.

Assessment of outcomes in chronic
wounds
‘Outcome measures’ is a relatively new concept
that has developed steadily over the past 25 years.
This area includes both patient centred outcomes
(e.g., health-related quality of life {HrQOL}
and health status) and outcomes of process (e.g.,
cost-based evaluations). Traditional measures of

Abstract
Nursing care for patients with chronic leg ulcers includes
managing the wound over extended periods of time. Clinical
staff develop relationships with patients such that negotiated
patterns of treatment can be developed which prioritises
patient needs. These needs often focus on symptoms
management, including being infection or pain free,
maintaining mobility and activities of daily living. Although
there has been a move to include outcome measures such
as health-related quality of life into clinical trials, there is
still an emphasis within the audit of wound care services on
numbers healed. If service provision is to meet the needs
of a growing elderly population, then total evaluation of
services must move away from an emphasis on microscopic
elements of care (such as the unit cost of dressings), to the
total evaluation of efﬁcacy, efﬁciency and effectiveness
– including patient focused outcomes such as health related
quality of life.
Keywords: chronic wounds; outcomes; pain: health-related
quality of life.

clinical efﬁcacy in wound-care have focused on
speed of healing, including ‘days to healing’.
Price (1999) outlined a model for evaluation in
wound care that focuses on three key components
of ‘evaluation’ (see Figure 1). Each of the
elements in Figure 1 focuses on a different
component of evaluating care:

1 Efﬁcacy
Questions related to efﬁcacy (ie, whether
or not a treatment works) are best answered
within the traditional Randomised
Controlled Trial (RCT) format, in particular
the meta-analysis of several studies will
help us to answer the question: ‘does
treatment x work?’

2 Efﬁciency
Although a treatment may work for many
patients in the idealised environment of
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Evaluation

Efﬁcacy
(Does it work?)

Efﬁciency
(Amount of wasted effort)

Effectiveness
(total beneﬁt)

RCTs

Ease of application
Time involved
Numbers treated

Economic evaluation
Health-related quality of life
patient-centred outcomes

Healing

an RCT, it may not work as well in the
‘real-world’ clinical setting when the full
range of patient symptoms, complications
and co-morbidities are included. Such
evaluations need to emphasize whether or
not the treatment option impacts on the
efﬁciency of service delivery. For example,
a new treatment with a high healing success
rate but that can only be performed in a
highly specialised setting, and takes so long
to perform that only one patient can be seen
per session, will do little to improve the
efﬁciency of a service. Such questions need
to be addressed through cohort designs and
case series.

Fig 1: The Elements of ‘Total
Evaluation’

3 Effectiveness
It is only in this third component of
evaluation that the patient and their needs
becomes the real focus of attention, as
effectiveness studies look at the impact of
the treatment on the patient (usually through
Health-related quality of life) and on society
(usually through cost-effectiveness studies).
Here, a whole range of methodologies from
qualitative through to quantitative need to
be used to give us in-depth, but reliable
data about the ﬁnancial and human costs
associated with a given health-state.
If we start to apply this model to wound care, we
quickly discover that we have much work to do
to ensure that the patient stays at the centre of
decision-making.
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Traditionally emphasis on success has related to
wound size, and outcome measures to evaluate
treatment have focused on absolute healing
or reduction in wound size. According to the
Food and Drug Administration (FDA), USA,
a completely healed wound is, ‘a wound that
has totally re-epithelialised and stays healed for
a minimum of 28 consecutive days’ (Linbald
2001). This deﬁnition of success is appropriate in
acute wounds, but the assessment of outcomes in
chronic wounds is more complex, and must relate
to the dynamic changes that occur over time.
The initial wound size is not always a reliable
indicator for predicting chronic wound closure
as the factors that inﬂuence delayed healing are
diverse and unpredictable; chronic wounds can
become ‘inert’ or ‘static’ at any stage along the
healing trajectory. Margolis et al (1993) noted
ﬂuctuations in healing rates over the ﬁrst few
weeks of treatment and cautioned that whilst
the initial rate of healing may be predictive of
complete healing (in some wounds), it cannot be
extrapolated to calculate the actual time necessary
for complete healing. Likewise, in smaller
wounds, the percentage change in area over time
exaggerates their healing rates and therefore a
prediction of healing based on percentage change
in area might be inaccurate (Gorin et al 1996).
Using this traditional approach of wound size
as the sole marker of success raises a number
of questions. Should alternative outcomes such
as decrease in pain, exudate or odour, or an
improvement in the quality of the wound bed be
considered as legitimate indicators of evaluating
the outcomes in chronic wounds? Or could
decreasing the frequency of dressing changes or
improvement in the patients’ overall HRQoL be
considered a marker of progress? In answering
these questions, which requires considerable
debate and agreement, we must remember to
keep the patient at the centre of decision making.
Markers of a ‘quality service’ to the patient relate
to the impact of the condition on their ability to
lead their lives to the full, and so indicators of
health-related quality of life become increasingly
important.

Health-related quality of life in
patients with chronic leg ulcers
In the 1990s HRQoL assessments were
increasingly reﬁned and aimed to capture data on
both objective functioning and subjective well-

Keeping the patient at the centre of
wound care (continued)

being. This approach tackles the controversy over
the relative importance of these two aspects of
this concept, while acknowledging the patient’s
experience of disease and treatment as a central
component of healthcare and healthcare research
(Muldoon et al 1998).
It is clear HRQoL is a complex multi-dimensional
concept that reﬂects the total impact of health
and illness on the individual. However, many
studies infer improvements in HRQoL from
change in a single clinical parameter, usually
pain. Whilst all those involved in wound care
would acknowledge the profound impact pain
can have on an individual, it is important to note
that ‘pain’ and ‘health-related quality of life’ are
not equivalent concepts. Just as the physician will
require information on a range of physiological
parameters before making a diagnosis, so too
information on a range of dimensions is needed
before statements can be made about the HRQoL
status of an individual (Price 2001).
It is an indicator of the improvement in the
quality and quantity of work completed in
the ﬁeld of HRQoL and leg ulceration that an
excellent review has been published in the last
few years. In 2004 Persoon et al published a
systematic literature review of 37 qualitative
and quantitative studies published prior to 2002
on the impact of leg ulcers on the patient’s daily
life. All the studies report that leg ulcers pose a
threat to physical functioning, with a negative
impact on psychological functioning and, to
a lesser degree, on social functioning. Major
limitations reported in these studies are pain and
immobility, followed by sleep disturbance, lack of
energy, limitations in work and leisure activities,
worries and frustrations and a lack of self-esteem.
Patients have a signiﬁcantly poorer quality of life
compared with healthy people.
The speciﬁc reasons for the poor levels of
HRQoL are multi-factorial and include: frequency
and regularity of dressing changes which affect
their daily routine; a feeling of continued fatigue
due to lack of adequate sleep; restricted mobility;
persistent pain; wound infections; and social
isolation. The requirements and consequences of
having a chronic wound also have an enormous
impact on the patient’s social life. The loss of
independence associated with functional decline
can lead to several, sometimes subtle, changes
in overall health and wellbeing. These changes
include altered eating habits, depression, social

isolation, and a gradual reduction in activity
levels. The presence of these factors, along with
immobility, not only inﬂuences the occurrence of
further wounds but also exacerbates their severity
and jeopardises their ability to heal.
From a clinical perspective it is important to
recognise these debilitating aspects of living with
chronic ulceration and develop comprehensive
packages of care that focus on the needs of the
patient. Clinical staff must ensure that the focus
is on the needs of the patient when providing care
for the patients in such a chronic condition.

Pain: an important outcome for
patients
The review by Persoon et al 2004 concluded
that there is evidence in the literature of ‘undertreatment’ of pain in patients with chronic leg
ulceration. Whilst pain is not equivalent to
HRQoL in terms of outcome measure, there
is little doubt that it is an important negative
experience for patients and represents one of
the symptoms that patients ﬁnd particularly
distressing (Charles 1995; Ebbeskog and Eckman
2001; Rich and McLachlan 2003).
A recent study in Canada suggests that the
prevalence of pain in patients with pure or mixed
venous ulcers is approximately 50%, with over
50% of these using analgesia as part of their
treatment (Nemeth, Harrison et al. 2003). Similar
ﬁgures have been reported in other studies
of leg ulceration (Hofman, Ryan et al. 1997;
Noonan and Burge 1998). Health professionals
now recognise the importance of addressing the
issue of wound pain, as evidenced by the recent
European Wound Management Association
Position Document (EWMA 2002) on pain, the
dedication of a supplement of Ostomy Wound
Management to this topic (April 2003) and the
Consensus Document on Minimising Pain at
Wound dressing-related procedures launched at
the World Union of Wound Healing Societies
meeting (July 2004).
Pain is a very personal thing and there is little
debate that pain is undeniably subjective and
individual. Very early pain research emphasized
the mechanical nature of pain, such as the
withdrawal of the relevant body part from the
noxious stimulus as a result of nerve action (Horn
and Munafo 1998). However, the Gate Theory
(Melzack and Wall 1982) ﬁnally acknowledged
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the role of brain processes in the perception of
pain that helped to explain how injured athletes
can continue to compete without noticing pain,
whilst raised anxiety can result in the experience
of pain without any apparent injury.
Although only limited work has been completed
on pain in chronic wounds, much of this has
focused on pain at dressing change. Indeed,
in a recent multinational survey practitioners
consistently rated dressing removal as the time
of greatest pain (Moffatt, Franks et al. 2002).
In many ways, it is understandable why this
should be the initial point of interest; we all have
memories of gauze based dressings sticking to
childhood injuries and the distraction techniques
our patients used to stop us from crying. Given
that patients with leg ulcers are usually elderly
with particularly fragile skin, then the removal
of dressings that stick to the wound may well be
the most painful part of the dressing procedure
(Briggs and Bou 2002). Add to this the potential
impact of dressings on the surrounding skin,
then the drive to produce a dressing that is
painless to remove with little or no impact on the
surrounding tissues, is to be applauded.
However, within the framework of holistic
care, we must place the dressing change within
the context of total pain management. Indeed,
dressing change represents only one type of
wound based pain within Krasner’s model of
chronic wound pain (Krasner 2001): she calls
this type of pain ‘cyclic acute wound pain’ as it
accompanies regular procedures performed by the
health practitioner. With regard to the dressing
itself, one of the beneﬁts of using dressings with
a longer wear time is that the wound itself can be
left undisturbed for longer, and leaving more time
between potentially painful cyclic events.
The other two components of the chronic wound
pain model are: non-cyclic acute wound pain (this
occurs during intermittent manipulation of the
wound such as debridement) and chronic wound
pain (persistent pain that is experienced even
when the wound is not being manipulated). We
must not forget persistent pain when evaluating
treatments for chronic wounds, as it is this type
of pain that qualitative work has highlighted as
being distressing to patients.
In addition to dressings there are other key
aspects of care that the practitioner should
consider, starting with identifying the cause of
pain (where possible). There is little doubt that
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wound infection and inﬂammation can be painful,
and treatment to reduce infection can result
in pain reduction or even elimination (Reddy,
Kohr et al. 2003). For some patients the use of
appropriate compression can result in reduced
pain, once the oedema is under control. Many
patients use analgesia as part of their treatment
with as many as 75% of patients ﬁnding this
helpful (Nemeth, Harrison et al. 2003). Some
studies have shown that these pharmacological
interventions are more effective if they are
coupled with other interventions, such as patient
education about expectations of pain or learned
coping strategies (Ferrell 1996).

Conclusion
Within wound care management we must be
careful to ensure that the patient remains the
centre of our focus, with all aspects of wound
management considered within a package of care
that reﬂects a move away from considering the
‘wound’ to considering the ‘person’. A clinical
service must focus on a range of issues ensuring
that adequate and appropriate referral patterns,
with clear levels of competence and clinical
pathways, are in place; adequate education and
training of staff and patients is provided; that care
is efﬁcient yet prioritises the needs of patients,
and that sophisticated methods of measuring
outcomes are used to demonstrate to service
providers the impact of such a comprehensive
approach to care. It is only if we are able to
keep the patient at the centre of wound care that
we will move away from focusing on minor
differences in dressing performance or cost, and
really provide a service that helps patients meet
PP
the challenges of the 21st century.

Key Points
•

•

•

Although complete wound closure is
accepted by the FDA as an objective
measure of success, this feature may
not always be appropriate in assessing
outcomes for chronic wounds.

For some patients healing is not the priority
of care, and symptom management and
health-related quality of life outcomes are
more appropriate.
Ensuring the patient is pain and infection
free, and symptoms are managed in such a
way as to maximise activities of daily living
is a priority for clinical staff caring for
patients with chronic leg ulceration.

Keeping the patient at the centre of
wound care (continued)
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Patient-speciﬁc
outcomes in
relation to
quality of
life must be
included when
evaluating
the efﬁcacy,
efﬁciency and
effectiveness of
leg ulcer care

’’
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Managing venous leg ulcers
in the Acute Trust: preliminary
ﬁndings
Lucy Aldeen

T

his article delivers a report on a
national survey circulated via the
Tissue Viability Nurses Association
(TVNA) for the attention of staff looking
after patients with leg ulcers in the acute
sector. The aim was to determine the
level of leg ulcer provision for inpatients
and the objective of the survey was to
try and identify areas where inpatient
care was working effectively in order to
share effective and innovative practice.

framework to achieve safe and effective practice
to beneﬁt patients.
There is a wealth of information in the
community on how leg ulcers can be managed,
but it is very difﬁcult to ascertain the extent of
the problem in the acute sector as there are few
published ﬁgures in the literature (Dealy 1999).
The group agreed that there appeared to be more
than one problem to be addressed and wider
information gathering was required.

Survey process
Background to survey
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There is strong evidence for the use of
compression bandaging to encourage the healing
of leg ulcers (Cullum, 2004). National guidelines
for the management of patients with venous leg
ulcers (RCN 1998, CREST 1998) advocate that
only properly trained staff assess patients with
leg ulcers and apply compression bandages. As
a Tissue Viability Nurse within a large Acute
Trust it is very difﬁcult to sustain compression
therapy in the Trust due to the volume of patients
who require assessment and time and resource
issues involved in training staff appropriately.
Even when staff have been trained they are not
always in the position to maintain their skills, as
they may not see patients requiring compression
frequently enough.
As a member of the Tissue Viability Nurses
Forum (South) (TVNF South) I was aware that
many others had experienced similar challenges,
so a sub group was formed to explore ways of
addressing some of the issues. The group were
in agreement that any member of staff looking
after a patient with leg ulcers must ﬁrst be
deemed competent, particularly when applying
compression bandages, but the group did not
have an answer to how competency is measured.
Anderson (2003) highlights how important it is
for practitioners that skills are taught, practised
and maintained to ensure patient safety and uses a
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The group compiled a survey that asked questions
to obtain information from other acute trusts
particularly related to how they managed patients
with leg ulcers with regard to responsibilities,
training and assessing competency. This survey
was sent out in August 2004 via email to the all
members of the TVNF South and the Chair of
this forum took the survey to the TVNA. It was
then sent via email to its’ members throughout
the UK. The survey asked initially if the recipient
looked after inpatients with leg ulcers. If they
did not, they were asked to forward the survey
to an identiﬁed person in their Trust. The survey
requested that responses were returned by middle
of October either via email of post to the author’s
workplace.

Series of questions that were asked:
•

•
•
•
•
•
•
•

Have you had speciﬁc training for leg ulcer
management?
Do you perform Doppler assessment?

Do you apply compression bandaging?

Do you provide leg ulcer management
training for staff?
Do you train a speciﬁc group of staff?

Please describe brieﬂy content of education
given.
Please describe how staff are assessed as
competent in your clinical areas.

Is there a clinic within the hospital that inpatients attend?

Table 2: Type of training

Table 1: Job titles of respondents
TVN

N18

18

22

Consult

General Wound Course

SJN

In-house training

3

6

Other

Company training

4

5

4

3

Not speciﬁed

1

•
•

Do you have any other strategies to support
leg ulcer management and staff in your
Trust?
Any other comments.

The respondents were also asked to send any
written guidelines or competency frameworks
that they use. Some responses were from primary
care trusts and therefore were not included in the
results.

Results

Table 3: Procedures undertaken
Yes

29
30

No

Doppler

4

Compression

3

All of the respondents (n=33) care for acute
sector in-patients with leg ulcers. The responses
were as follows:
Respondents were asked if they had speciﬁc
training for leg ulcer management, 29 answered in
the afﬁrmative and 4 were currently undertaking
training.
The format of training was ascertained (Table 2).
The majority had undergone a formal leg ulcer
course (formerly ENB N18) but 4 had undertaken
a general wound care course, the leg ulcer content
within these was not speciﬁed. 10 respondents
had received training in-house or from a company
representative.
Respondents were then asked (table 3) if they
carried out Doppler assessment on in-patients,
and if they applied compression bandaging.
Table 4 illustrates to whom Doppler or
compression bandaging procedures were
delegated to, where respondents had indicated
they did not carry these out.
Respondents were asked if there was an outpatient clinic which in-patients could attend
for leg ulcer care if necessary. (Table 5). This
information was sought as Castineira et al
(1999) advocates that a nurse-led clinics in joint

Table 4: To whom delegated
Dermatology nurse

2
2

House ofﬁcer

Vascular nurse

1

Doppler
Compression

1

Outpatient nurse
1
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Table 5: Is there a leg ulcer clinic within
hospital that patients could attend?
Yes

No

14

Table 6: Staff offered training
Not speciﬁed

10

Hospital and community
18

8

Registered nurses

5

Not speciﬁed

1

Figure 1: Educational Content
Assessment
Bandaging practical
Bandaging theory
Bandaging (type unspeciﬁed)
Care of skin
Concordance/patient perspectives
Consequences of poor application
Diabetic foot care
Differential diagnosis
Documentation and litigation
Doppler general
Doppler practical
Doppler theory
Dressings
Epidemiology
Follow up care
Four layer practical
Four layer theory
Hosiery (choice, ﬁtting)
Infection
IPC
Management of venous and arterial ulcers
Pain
Patient information
Reduced compression practical
Recurrence
Reduced compression theory
Risk factors/causes
Short stretch practical
Short stretch theory
Skin conditions
Treatment protocols and referral
Wound healing
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8
5
7
6
1
3
1
1
5
2
5
6
3
4
2
1
1
1
5
3
1
2
2
1
1
1
1
2
2
2
2
1
1

hospital and community as the most effective and
economic way of dealing with leg ulcers.
Twenty respondents stated that leg ulcer training
was delivered in the acute trust although only
13 speciﬁed which staff were targeted for that
training. (Table 6). RCN (1998) recommend from
two studies that knowledge of leg ulcer care is
improved by training.
Whether there was a strategy for speciﬁc targeting
of level of staff for training was less clear. There
were 10 no responses and 5 stated RGN. 8 stated
there was joint training between hospital and
community staff. Hindsight suggests it may have
been more useful to ask if training was open to all
staff and then to break this down to speciﬁc types
of clinical areas (elderly care, vascular wards or
out patient clinics for instance) or whether they
were tissue viability link nurses.
In order to obtain more speciﬁc information about
leg ulcer training and education within acute
trusts, the survey asked for details of educational
content of training initiatives and whether, and
how, competence in Doppler assessment and
bandaging was assessed.
16 respondents speciﬁed the educational
content of training/education. These have
been amalgamated in alphabetical order in
the following diagram with detail given of the
number of times each aspect was speciﬁcally
referred to. (Figure 1)
Of the respondents who gave details of training/
education available to staff (n=16); 10 deliver
theory and practice, 5 theory only and 1 practical
only. Respondents may have only speciﬁed main
aspects of training, and it is acknowledged that
the above list is not comprehensive of all training/

Managing Venous Leg Ulcers in the Acute Trust:
Preliminary Findings (continued)

education delivered. For instance consequences
of poor application techniques may be inherent in
bandage theory.
However some interesting points arise such as
the infrequent mention of pain management and
skin care which are listed in the RCN guidelines
(1998) of education that should be included.
Respondents were asked if competencies and
knowledge were assessed within the acute setting
(Table 7.), and those indicating that this was done
were asked to indicate how the assessment was
made.
A variety of means were used to assess
knowledge and competence (ﬁgures in brackets
refer to the number of times the same procedure
was mentioned if mentioned more than once):
• Supervised practice and competency
framework (3)
• Trust competencies, practice document and
written paper (2)
• Assessed by N18 trained clinic co-ordinator
and theory exam

Table 7: Competence assessment carried out
Method speciﬁed

16

Method not speciﬁed
2

Not assessed
5

Table 8: Other strategies for support
Yes

16

No

3

Not speciﬁed

13

• Staff watch TVN apply bandage few times
then they are watched, then assessed
• teaching someone else
• 6 clinic attendances, assessed by staff with
N18, difﬁcult to achieve for acute care staff.
Many respondents identiﬁed other strategies
available to acute service staff for support in
managing leg ulcer patients. (Table 8.)
These included the Tissue Viability Nurse (n=2)
(albeit most of the respondents are already
TVNs), Leg Ulcer Specialist, Vascular Surgeon
(2) and Vascular Nurse, the Dermatology team
(2) Lymphoedema Nurse, Orthotics, Pain
management and Plastics team. Additional
comments are in Appendix 1.

Discussion
The survey indicates that the management of inpatients who have leg ulcers presents a challenge
for acute trusts. This is particularly problematic as
a full assessment, including Doppler assessment
cannot be carried out in many cases. Even when
the patient’s vascular status indicated the need
for compression therapy there are few wardbased staff competent to carry out this procedure.

It would appear that in some instances the
compression therapy is discontinued until the
patient is discharged.
Clearly this is manageable when on bed rest
but more of an issue when the patient becomes
mobile or sits with legs dependent for long
periods. What should also be considered is the
anxiety to the patient if their compression therapy
is not maintained.
The author proposes to undertake a research
project to obtain qualitative data on the patient
perspective. The survey indicates that the onus
for management of in-patients with leg ulcers
falls to the tissue viability nurse or the outpatient
team and respondents in this survey report that
this situation is increasingly unsustainable. This
report highlights that there are myriad strategies
for training and education of nurses on Doppler
assessment and bandaging but the problem
remains. In some cases specialist nurses report
that there are so few patients admitted with leg
ulcers that it is not cost effective to train nurses
and others report that retention of staff after
training is very difﬁcult.
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In light of the comments received about these
issues the subgroup have sent a second survey to
respondents to ascertain how many people with
leg ulcers are inpatients in order to establish a
clearer picture of the extent this patient group
impacts on the workload of the tissue viability
nurse.
LA

Appendix 1

•

•

•

Most inpatients have mixed aetiology or
other reasons why compression not suitable
during acute admission. TVN for 2 sites
and pressure ulcer prevention is Trust
priority.
Close liaison with PCT leg ulcer service.
Elderly care and vascular have competent
RNs, they do not assess ABPIs. These RNs
rotate into clinic to update skills.

Not seeing enough patients in acute hospital
setting to become competent.

Other strategies/comments
•
•
•

•

•

•

•
•
•
•

•
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Difﬁcult to manage (leg ulcer patients)
as work in isolation with other TV
responsibilities.
Wound care manual available.

PCT guidance but not implemented as
patient usually in bed with legs elevated,
compression not used for in-patients to
allow for heel inspection for pressure
damage.

Difﬁcult for link nurses on wards to
maintain skills as used infrequently. All
patients admitted seen by TVN as clinical
circumstances may have changed.

Doppler and bandaging carried out by
wound care specialist or dermatology nurse
but difﬁcult to manage and now under
review. Educational strategies have not had
a signiﬁcant impact on ward-based care (of
leg ulcer management).

Managed by TVN and dermatology
nurse. Community treatment continues
for patients admitted unless acutely ill,
when compression is removed. Not usually
necessary to do many leg ulcer assessments.
Because of difﬁculties maintaining skills
in hospital there is a hospital strategy for
inpatients (supplied).

Supervision by clinic staff, joint visits with
nurses to support care and clinical decision
making.
Main problem getting staff to ﬁnish
training and retaining staff in the hospital.
Limited staff with this training results
in delays for patients. Often decision to
apply compression is made just prior
to discharge. If no-one on the ward can
compress, discharge may be delayed.

TVN try to see all patients with leg ulcers.
Do not expect ward nurses to be competent
to assess or diagnose. Not time to train to
this level and as few patients with leg ulcers
training would not be cost effective.
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How good are we at
preventing venous leg
ulceration?
Kathryn Vowden

V

enous leg ulceration is a common,
debilitating chronic condition,
which although more common
in the elderly, may effect patients at
any age. The condition is characterised
by slow healing, social isolation, pain
and frequent recurrence. Chase et al
comment on the ‘forever healing’ nature
of venous ulceration and this is borne
out by numerous epidemiological studies
that indicate that at any one time over
60% of venous leg ulcers receiving
treatment will be recurrent. Recurrence
rates have been found to be as high as
45%-70% (Palfreyman et al, 1998), and
in one Scottish study, 45% of patients
reported episodes of ulceration lasting
for more than 10 years (Cullum et al,
2001).
Treatment of venous ulceration is expensive;
estimates for the cost of care for an episode
of ulceration vary between £850 and £1400
and depend on the treatment used and the
effectiveness of care (Carr et al, 1999). The
bulk of leg ulcer management costs are however
linked to nursing time (O’Brien et al, 2003, Carr
et al, 1999). In the UK leg ulcer management is
largely nurse-led and research in this area has a
direct impact on nursing practice. It is estimated
that over 80% of leg ulcers are cared for in the
Fig 1: Life Table showing the effect of ankle
mobility on ulcer recurrence

community by District Nurses (Cornwall et al,
1986) and that District Nurses spend some 50% of
their time treating leg ulcers (Taylor et al, 1998).
Peters (1998) has estimated that by delaying ulcer
recurrence by as little as one month that this could
result in a saving of as much as 8% of community
nursing time.
The importance of reducing leg ulcer recurrence
is recognised in local, national and international
leg ulcer management guidelines (1998, RCN
Institute, 1998, Stacey et al, 2002), yet personal
observation and published data on recurrent ulcer
numbers would suggest that this is a neglected
area of care (Alguire and Mathes, 1997, Baker
and Stacey, 1994, Lees and Lambert, 1992).
Compression therapy is recognised as the
mainstay of both ulcer treatment and prevention,
consensus indicating that multi-layer compression
bandaging is the mainstay of treatment while
compression hosiery is the mainstay of
preventative therapy (NHS Centre for Reviews
and Dissemination, 1997).
Hosiery is now routinely issued on ulcer healing
but this alone would appear to be insufﬁcient
to reduce the incidence of leg ulcer recurrence,
several authors reporting on the effectiveness
of a healed leg ulcer clinic; the reduction
in ulcer recurrence being far greater when
patient education and contact with health care
professionals is maintained (Ruane-Morris et al,
1995, Fassiadis et al, 2002).
Other problems with hosiery are the difﬁculties
in application of these garments, particularly for
the elderly who may beneﬁt from both application
aids and direct carer assistance (Moffatt and
Dorman, 1995). Certainly recently presented
work from Bradford has indicated that difﬁculties
with hosiery application can result in poor usage
of these garments (Vowden and Vowden, 2004a).
This work also allowed high risk groups for ulcer
recurrence to be identiﬁed. Risk factors included
large initial ulcer size and patient and ankle
mobility, where poor mobility was associated
with a higher risk of ulcer recurrence (Figure 1).
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Nelzen (1999) quite rightly comments that
compression alone does not hold the answer
for venous leg ulcer management as venous leg
ulceration is simply one of a number of cutaneous
manifestations of the underlying venous disease.
Duplex ultrasound studies have now shown
that as many as 50% of venous leg ulcers may
simply be the result of superﬁcial reﬂux and
as such may respond to varicose vein surgery
(Ghauri et al, 1996, Ghauri et al, 1998). The
results from Cheltenham and Gloucester would
indicate that venous surgery can reduce ulcer
recurrence (Barwell et al, 2002, Barwell et al,
2000, McDaniel et al, 2002). The results from
the ESCHAR study (Gohel et al, 2005a, Gohel et
al, 2005b) conﬁrmed, in a randomised controlled
trial, the importance of venous assessment and an
integrated care system that allows patients access
to venous surgery when appropriate. Using such
a system this group were able to signiﬁcantly
reduce ulcer recurrence rate. Although both the
ESCHAR study (Barwell et al, 2004, Gohel et
al, 2005b) and the abandoned USABLE study
(Davies et al, 2004) showed that superﬁcial
venous surgery had no effect on ulcer healing.
The ESCHAR study identiﬁed that superﬁcial
venous surgery was also of beneﬁt in patients
with limited deep reﬂux in whom it also reduced
the frequency of ulcer recurrence. This ﬁnding
could indicate that as many as 75% of patients
with venous leg ulcers could beneﬁt from surgery
although these patients will still need supervised
hosiery provision after surgery.
The results from Bradford serve to conﬁrm
that colour ﬂow duplex allows identiﬁcation
of patients suitable for venous surgery and that
superﬁcial venous surgery greatly reduces ulcer

Fig 2: Time distribution for ulcer recurrence

recurrence rates both in the short and long term
(Vowden and Vowden, 2004b). The Bradford
study also revealed implications for service
provision noting that ulcer recurrence frequently
occurred early, the majority occurring within the
ﬁrst 90 days after healing (Figure 2). This data
emphasizes the need for:
•

•

An intensive initial period of follow up
covering the ﬁrst six months after healing
that reinforces patient education and that
ensures patients have the necessary support
for hosiery wear and skin care.
Early referral and venous surgery
arranged in appropriate patients if this is
to be an effective tool in the reduction of
ulceration.

This information should be used to inform a
local strategy to reduce the impact of venous leg
ulceration on both the patient population and on
service provision. All patients should receive an
adequate assessment of the venous system, which
may involve referral to a specialist centre or clinic
for duplex ultrasonography, and on the basis of
this be offered either superﬁcial venous surgery
with hosiery or hosiery alone as part of their long
term management strategy. The effectiveness of
hosiery can be maximised by providing these
garments as part of a healed ulcer service that
addresses issues such as skin care, hosiery ﬁtting,
patient education and replacement. Many of
these tasks can be performed by Health Care
Assistants supported by trained staff who perform
initial assessments and Doppler reassessment
of the peripheral arterial circulation following
recommendations provided in the Best Practice
Statement for Compression Hosiery (Coull et al,
2005).
The Bradford study, which has yet to be fully
published, has highlighted the problem of
recurrent ulceration and has revealed failures in
current management and has identiﬁed options for
improvement in care and patient outcomes. The
recommendations from this study were:

A strategy must be developed to reduce
the incidence of venous leg ulceration.
Data from this study supported by that
from the literature suggests that targeted
intervention for patients at high risk
of venous ulceration could potentially
prevent both initial and subsequent ulcer
episodes. This could be achieved by:
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How good are we at preventing venous leg ulceration?
(continued)

Preventing recurrence of
venous leg ulceration should
focus on intensive follow
up of patients in the ﬁrst six
months post healing, and
early referral to assess their
suitability for surgery

1) Primary prevention
•
•
•

Linking DVT treatment services to a leg
ulcer prevention service
Providing support hosiery to patients
developing early skin manifestations of
venous disease

Referring patients with venous disease for
assessment and possible superﬁcial venous
surgery

2) Secondary prevention
•

Providing ‘Healed Ulcer Clinics’ linking:

– A patient and staff education policy
– Hosiery provision and patient
assessment

– Hosiery application and nursing
support

– Targeted resources and support towards
high risk patients especially in the
initial 3-6 months after ulcer healing
– Skin care

•

– Early therapeutic intervention in the
case of ulcer recurrence
Maintenance of a multidisciplinary care
team to provide:

– Management of co-morbidities

– Investigation (including duplex
ultrasonography)

•

’’

– Superﬁcial venous surgery

Audit to inform effectiveness of care and to
support ongoing research

Research must inform and support clinical
practice. The Bradford study provides some
incite into the problems associated with the
management of a chronic disease in what is
predominantly an elderly population. Clinical
and cost-effective care is necessary to reduce
ulcer recurrence and this has implications for
both nurses and the health service in general as
effective care will demand both nursing time
and ﬁnancial support. Further nursing research is
necessary to inform and support the widespread
introduction of the recommendations outlined
above. These recommendations have implications
for nursing and patient education, nursing practice
and service management.
KV
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The development of a nurseled clinic for the management
of patients with, or ‘at-risk’ of,
chronic oedema
Julie Stalbow

A

s a District Nurse, an increased
awareness of the complications
of chronic oedema over the
past year has resulted in an increase
in referrals within my GP practice.
This has enabled my team to develop
knowledge and skills for pro-active
intervention, within our levels of
competence (Nursing and Midwifery
Council 2002, Moffat 2003). It has also
reinforced the need to prevent oedema
as a primary intervention (Stalbow
2004) by improving our expertise and
service provision in chronic oedema
management and leg ulcer prevention.
Untreated swelling increases over time
with deterioration in skin condition
and presents substantial management
problems, complicated by late referral
(Casley-Smith 1995,Sitzia et al 1998);
therefore the consequences of no
action are vast. This has resulted in
the development of a business case
to establish a nurse-led clinic for the
prevention of complications of chronic
leg oedema in older people, reducing
morbidity and hospital admissions.
Services cannot be improved without an
awareness of the essential knowledge and skills
required. Deﬁning the education and training
needs of health professionals was a major
aspect of the Lymphoedema Framework Project
(Morgan et al 2005). Using focus groups and
questionnaires, community nurses assessed their
knowledge and skills as adequate or poor in their
ability to meet the needs of the chronic oedema
population. Previously GPs were also found to
lack knowledge of treatment options for those
with chronic oedema (Logan et al 1996) and
prescribed diuretics inappropriately (Morgan et al
2005). Overall there appears to be a general lack
of awareness of the need to prevent leg oedema as

Key words
chronic oedema, lymphoedema, risk
factors, prevention, pro-active service
provision

a primary intervention (Stalbow 2004). Although
risk factors for chronic oedema (BLS 2001) and
leg ulceration ((Royal College of Nursing 1998)
are recognized, health promotion strategies are
not in place locally or nationally to identify and
provide education and support to those deemed
to be ‘at risk’ (Dowsett 2004). In my experience
patients are routinely discharged from community
nurses caseloads after an episode of leg ulceration
or ‘leaking legs’ without follow-up. Patients
are also discharged from an acute hospital after
treatment for deep vein thrombosis, orthopaedic
surgery and fractures with no indication that they
are ‘at risk’ of lower limb swelling due to damage
to the veins or lymphatics.

Context
•

•

Peripheral oedema develops when the
capillary ﬁltration rate exceeds the
lymphatic drainage rate for a sufﬁcient
period of time (Mortimer and Levick 2004).
Oedema which if present for more than
three months, does not reduce on elevation
or resolve overnight, is often referred to as
chronic oedema or lymphoedema (Williams
2003, Moffat et al 2003). Lymphoedema
can be primary, eg lymph capillaries absent
or reduced from birth, or secondary due to
damage to the lymphatic system (Hampton
2003). Lymphoedema is not curable and
due to the chronic nature of the condition
requires lifelong management (Board and
Harlow 2002).
Reduced mobility and increased chairsitting with legs dependent increases
pressure in the venous system of older
people (Mortimer and Levick 2004),
reducing both venous and lymphatic
ﬂow due to lack of muscular activity
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Box 1: Subject of SWOT analysis – the proposed development of a nurse-led clinic for
the pro-active management of chronic leg oedema in older people.

Strengths

Weaknesses

• Committed nursing and practice team
• Reﬂective practitioners

• Lack of protected time for service
development

• Evidence-based practice

• Lack of awareness of need across primary
care trust professionals

• Increased awareness of needs of those with
chronic oedema

• No structure in present service delivery

• Pro-active, innovative service provision
working

• No standards or guidelines for care
provision

Opportunities

Threats

• Incentive for generalists to develop
specialist skills

• Change process – new ways of working

• Meet local and national targets

• Patient empowerment – user-led selfmanagement
• Knowledge and skills framework

•

(Keeley 2000). Oedema due to chronic
venous disease increases lymph formation
(Mortimer 1990), increasing the risk of
chronic oedema (British Lymphology
Society (BLS) 2001), with associated skin
changes (Williams 2003), or leg ulceration
(Nelson et al 2004).

Chronic oedema is more common in older
people (Mortimer and Levick 2004),
conﬁrming evidence that lymphatic
function is reduced in the elderly
(Mortimer 1995). A recent epidemiological
study (Moffat et al 2003) was the ﬁrst
to emphasize the prevalence of chronic
oedema, ﬁnding that 1 in 200 people, over
the age of 65, have problems with persistent
lower limb oedema. It is estimated that
in excess of 80,000 people in the United
Kingdom (UK) suffer from chronic oedema
of who one third do not access treatment
(Morgan et al 2005). Episodes of bacterial
infection are experienced by almost one
third of those with chronic oedema, of
whom one quarter may have more than one
episode (Moffat et al 2003). .

National provision
Nationally services for chronic oedema/
lymphoedema are erratic (Board and Harlow
2002), with the majority based in cancer care
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• Limitations of FP10
• Ageing population

• Resource limitations

• Hidden problem – not seen as priority for
service development

settings (Sitzia et al 1998). Services may also be
provided for patients with primary lymphoedema
or non-cancer related secondary oedema
dependent on resources. The lack of adequate
service provision was the impetus for the
development of the Lymphoedema Framework
Project (Moffat 2003), a primary care based
model of care. The aim of the initiative is to
develop, implement and evaluate patient centered
services providing evidence to persuade policy
makers that lymphoedema is a major problem,
under resourced, requiring national guidance for
management

Local provision
Locally there is no service provision for those
with chronic oedema/lymphoedema of the leg.
The local Cancer and Palliative Care Centre
(CPCC), on behalf of the regional cancer
network, presented a business plan to the
directorate to expand the arm lymphoedema
service to meet the needs of patients with cancerrelated leg lymphoedema earlier this year (Fisher
2004) which was unsuccessful. For patients with
leg lymphoedema this results in a gap in local
service provision which is not equitable and does
not meet their clinical needs (UK DOH 2004).
The development of a nurse-led clinic for the

The development of a nurse-led clinic for the management of
patients with, or ‘at-risk’ of, chronic oedema (continued)

assessment, treatment, management and ongoing
support of patients, with or ‘at risk’ of chronic
oedema would meet this need.
It has been suggested (Hatchett 2003) that an
ageing population living with chronic rather
than curable ill-health, has inﬂuenced the
changing face of healthcare and the emergence
of nurse-led clinics. Nurse-led community
clinics for leg ulceration provide the advantages
of standardized care across a deﬁned area and
increasing professional expertise (Dowsett 1997),
ideas easily transferable to a similar clinic for
chronic oedema. A pilot study is proposed, for
patients within a deﬁned practice population but
could be expanded to include another practice
within the locality, providing the opportunity to
apply an idea on a small scale, audit and assess
its impact over 6 months, in agreement with all
major stakeholders. To facilitate the planning
process a SWOT analysis (Box 1) was performed
and a project plan was developed highlighting
the sequence and duration of activities required
which may be undertaken concurrently, require
amendment or need to be revisited (Martin and
Henderson 2001).

Aims of the clinic
Chronic oedema management comprises intensive
intervention which aims to reduce limb swelling,
ﬁbrosis and skin changes (Williams 2003),
enabling maintenance therapy by compression
hosiery. Patients with chronic oedema may
then move between the groups (Williams 2003)
reducing the risk of leg ulceration or progressive
deterioration in their skin condition.
Health and well-being of the population is at the
heart of future service developments (UK DOH
2004). Dowsett (2004) states that screening of
patients at-risk of leg ulcer development and
prevention of recurrence should be key elements
of future leg ulcer strategies. As people with leg
ulcers are at increased risk of developing chronic
oedema, due to infection and inﬂammation
damaging the lymphatics (Mortimer 1990),
logistically it would make sense to integrate
some aspects of leg ulcer and chronic oedema
management.
The focus of the clinic will be on patients with
or ‘at risk’ of chronic leg oedema in Groups 1,
2 & 3 (Box 2, next page) through the provision
of evidence-based, standardized care using a
structured approach, similar to that provided for

leg ulcer management (Gooch et al 2000):
•

Clinical documentation to facilitate
assessment, care planning, referral criteria
and referral pathways need to be developed
prior to commencement of the project
(Gooch et al 2000) to ensure safe, effective,
high quality care (UK DOH 2004).

• A generic assessment form will be
developed with information from the BLS
Chronic Oedema Population and Needs
Framework (BLS 2001) in conjunction
with the local PCT Leg Ulcer Assessment
document to form a baseline. Other
relevant initial evaluation factors could
be imported from other sources (Jenns
2000:100 – Box 3, next page) or established
lymphoedema services.

There are 4 ‘cornerstones’ of lymphoedema
treatment which encompasses skin care,
external/support compression, exercise and
lymphatic drainage ((BLS 1999, Williams 2003).
The treatment plan would incorporate these
components and be decided in partnership with
the patient, dependent on the degree of swelling,
associated skin changes or level of risk. Manual
lymphatic drainage, from a trained practitioner,
may be required for some Group 3 patients and
could be accessed through the locality specialist
Leg Ulcer clinic. Simple lymphatic drainage
techniques may be appropriate for other patient
groups. The clinic would start weekly for a 4 hour
session. This would be managed by a G grade
DN supported by a staff nurse and health care
assistant. Initial investment would be required
to determine the feasibility of the project which
may then be suitable for integration into existing
services following audit and evaluation.

Premises and transport
A local Day Centre facility has a medical room,
which meet health and safety requirements, used
by community nurses and podiatry to provide
patient services. It is suggested that provision
of leg ulcer care in a social, non-medical
environment, the Lindsay Leg Club“ (Lindsay
2004), promotes holistic patient-centered care,
provides an ideal forum for health promotion and
education and is cost effective. Embracing some
of the models aims for chronic oedema patients
may empower patients to take ownership and
become more involved in their treatment regime
and ongoing maintenance therapy. A mini-bus
provided by Age Concern brings housebound
and frail elderly patients to the lunch club daily
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GROUP 1

GROUP 2

GROUP 3

People ‘at risk’

People with Mild and
Uncomplicated Oedema

People with Moderate to Severe
OR Complicated Oedema

People ‘at risk’ are those with no
clinical signs of swelling but with
one or more of the following risk
factors, known to be implicated in the
development of chronic oedema:

People with mild oedema who have
an excess limb volume of 20% or less,
when compared to the contralateral
normal limb. In cases of bilateral limb
oedema, the matter of degree is, at
present, a subjective judgement.

People with moderate to severe oedema,
who have an excess limb volume of
greater than 20% over the contralateral
normal limb (BLS, 2001). Once again,
in cases of bilateral limb oedema the
judgement is a subjective one.

People have uncomplicated oedema if:

People have complicated oedema if:

•

hereditary / congenital
abnormalities

•

malignancy +/- radiotherapy or
surgery

•

•

chronic venous insufﬁciency

•

immobility

•

ﬁlariasis

and
• the subcutaneous tissue is
predominantly soft and pitting

or
• the normal shape of the affected
limb has become distorted

•

trauma to lymph nodes and / or
vessels

and
• the normal shape of the affected
limb has been preserved

or
• the skin on the affected parts is
abnormal

•

chronic skin disorders

and
• the skin on the affected parts is
healthy and intact, there is no
arterial insufﬁciency

or
• there is active controlled
malignancy in the truncal quadrant
affected by swelling

and
• there is no known malignancy in
the truncal quadrant affected by
swelling. Patients with malignancy
should also be monitored regularly
by a surgeon/oncologist

or
• there is evidence of arterial
insufﬁciency/venous occlusion or a
current acute inﬂammatory episode,
all of which require a medical
assessment

it does not involve the trunk/head/
genitals/digits

•

it affects the trunk/head/genitals/
digits

or
• there is lymphorrhoea
Box 2: Needs of people with chronic oedema according to the
British Lymphology Society deﬁnition in groups 1, 2 & 3.

but is only used for 3-4 hours per day. Costs
would be incurred in hiring the driver to work
more hours. Patients would then be able to access
other facilities provide by the Day Centre, e.g.
lunch club, hairdresser, bingo, exercise classes,
encouraging social interaction and promoting
mobility, vital for chronic oedema management
(Williams 2003).

•

Advantages of the clinic
The objective for service development is to
provide high quality care based on clinical need
(UK DOH 2004). A nurse-led clinic for those ‘at
risk’ or with secondary chronic oedema would
have several beneﬁts for the PCT:
•
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Meet some of the targets within the Local
Delivery Plan (Guildford & Waverley

•

(G&W) PCT 2003-2006) as deﬁned
by recent national policy documents,
framework guidelines and reports.

Meet service speciﬁcation aims for
District Nursing (G&W PCT 2004) by
the promotion of positive health, patientcentered care, innovative approaches
to care, chronic disease management
and prevention of hospital or care home
admission.

Patients/service users

Meet the needs of those with or ‘at risk’
of chronic oedema or leg ulceration in
Groups 1, 2 & 3 through health promotion,
treatment and ongoing support , not
addressed within existing Leg Ulcer or
Lymphoedema services.

The development of a nurse-led clinic for the management of
patients with, or ‘at-risk’ of, chronic oedema (continued)

•

•

•

•

•

•

To provide effective and equitable provision
for older people with chronic oedema for
whom chronic conditions in general are
more common, increasing their risk of
hospital admission and restricting their
ability to perform activities of daily living
(UK DOH 2001a, UK DOH 2004).
Holistic assessment to improve patient
function, mobility, psychological well-being
and quality of life, reducing dependence
on health and social services (UK DOH
2001a).
Empower patients and meet their needs in
terms of support and education. Promote
self management at an earlier stage to
prevent deterioration and increasing
disability (UK DOH 2002).

To reduce associated morbidity for
service users, due to a deterioration in
skin condition if oedema not treated
(Casley-Smith 1995) and increased risk
of complications, eg bacterial infection
(Topham and Mortimer 2002), leaking
legs (Williams and Venables1995) and falls
(Williams 2003).

Review medication and reduce risks
from polypharmacy (UK DOH 2001b)
as some drugs cause oedema (Mortimer
and Topham 2002). Decrease the use of
diuretics as a ﬁrst-line management option,
as capillary ﬁltration may decrease but
the concentration of protein in interstitial
ﬂuid increases, drawing more ﬂuid into
interstitium increasing swelling (Topham
and Mortimer 2002).
Cost effective and efﬁcient by reducing the
reactive management associated with the
complications of chronic oedema in terms
of home visits from DNs and consultations
for GPs.

Challenges for implementation
Stocking (1985 cited in Martin and Henderson,
2001) identiﬁed several factors which may assist
or create resistance to new ways of working or
innovation. The main issues identiﬁed related to
the organization, staff and resources. To assist
in the rapid diffusion of innovation in the health
service champions of the new service need to
be identiﬁed and would include the project lead,
local community nurses and related services , i.e.
Tissue Viability Adviser and Arm Lymphoedema
Specialist , including managers. Any resistance
to the project, in terms of increased workload,
may be reduced by the development by the
PCT of education and training programmes to

Box 3: Initial evaluation

Initial evaluation should include:
• Medical history

• Medication and allergies
• History of oedema:
•

Onset and duration

•

Characteristics

•
•
•
•

Location and extent of oedema
Associated symptoms

Exacerbating and relieving factors
Past treatment

• History of bacterial infections:
•

Precipitating factors

•

Treatment

•

Frequency

• Presence or absence of venous complications

• Presence or absence of arterial complications
– including Doppler assessment or pulse oximetry
• Skin condition, presence or absence of
complications

• Underlying subcutaneous tissue, pitting, non-pitting,
tissue tone
• Joint range of movement; muscle power and
function
• Limb shape, normal or distorted
• Discomfort and pain

• Weight and height – body mass index

• Circumferential limb volume measurement at 4cm
intervals
• Diagnostic tests; onward referral if indicated.
(adapted from Jenns, 2000:100)

increase awareness of the condition and provide
staff with the knowledge and skills required
to meet patient needs (Moffat 2003). For the
project to be successful it needs to be in line
with current national and organizational policies
and established climate of opinion among
professionals or other groups. Although initial
investment may be required costs may be offset by early intervention and the prevention of
complications associated with the condition.
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Clinical Governance
Clinical governance places a duty of
responsibility on all healthcare professionals
to ensure that care is satisfactory, consistent
and responsive, and each individual will be
responsible for the quality of their practice as
part of professional self-regulation (Wilson
1999). It is an umbrella term encompassing
several elements to facilitate the provision of
safe, effective, evidence based, high quality care
(UK DOH 2004). Within the proposed clinic staff
competence would be ensured by conducting a
learning needs analysis of those involved and the
provision of personal Professional Development
Plans. The development of referral criteria would
determine any contraindications to treatment and
holistic patient assessment would promote patient
safety. Protocols and integrated care pathways
would ensure that patients receive the care they
require at the point of need as deﬁned by the
stage of their condition (Moffat 2003). The clinic
would be a training and education resource within
the PCT and facilitate audit to determine the
prevalence of chronic oedema locally and patient
satisfaction with service provision.

Conclusions
The prevalence of chronic oedema and venous leg
ulceration increases with age. Lack of exercise,
reducing mobility and increased chair-sitting
increases venous pressure but reduces venous and
lymphatic ﬂow in older people causing oedema.
Patients with chronic oedema may not identify it
as a problem despite the negative impact it may
have on their ability to function independently.
This perception may be compounded by the
lack of awareness by service providers of the
morbidity associated with the condition and lack
of local and national service provision.
Individuals with or ‘at risk’ of chronic oedema
do not receive equity of service provision. The
development of national clinic practice guidelines
(RCN 1998) for leg ulceration has improved
treatment and service delivery dramatically
but the same cannot be said for patients with
chronic oedema. Early diagnosis and treatment
would improve independence and quality of
life in both groups, by reducing the physical,
psychological and social implications for people
with these chronic conditions. Encouraging
patient empowerment, user-led services and
promotion of self -management strategies requires
service providers to meet patients’ needs for
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education and ongoing support. To achieve this
services need to be developed locally, provided
by health professionals with the knowledge and
skills to meet their own and patient requirements.
Health promotion and a more proactive mode of
service delivery need to become integral to care
provision.
At present there are no structured health
promotion strategies to prevent leg ulceration
or chronic oedema as a primary intervention.
Leg ulceration and chronic oedema are
chronic progressive conditions requiring
early intervention to prevent deterioration and
increasing disability. Screening patients ‘at risk’
of leg ulceration and chronic oedema may not
be seen as a priority within local delivery plans,
however the ability to predict future requirements
should be paramount in their strategy for service
provision. Innovation within primary care is to
be encouraged and the development of a nurseled clinic for those with or ‘at risk’ of chronic
oedema would be forward thinking. Meeting
the needs of the chronic oedema population
through the provision of evidence-based practice,
would reduce morbidity, acute admissions and
dependence on service for this client group.

Future recommendations

1 Evaluation of the project to identify the
beneﬁts for patients, demand on services
and overall health economy. Review
audit outcomes, with key stakeholders, to
determine the effectiveness of the clinic.

2 Promote collaborative working practice
by integration of some aspects of leg ulcer
and chronic oedema services, providing a
seamless service in relation to prevention,
treatment and ongoing support to meet
patient needs. Establish integrated care
pathways by working in partnership
with allied health professionals and acute
services.

3 Discussion with the training department to
determine knowledge and skills required
by community nurses to meet service
needs by conducting an education/learning
needs analysis (Morgan et al 2005) across
the PCT informing future workforce
development commissioning. Promote
links with Higher Education Institutes to
establish an in-service training initiative
for community staff including untrained
staff and carers. Develop a competency
framework to enable standardization of
service provision.

The development of a nurse-led clinic for the management of
patients with, or ‘at-risk’ of, chronic oedema (continued)

4 Focus on health and well-being by
developing patient education programmes
in line with the Expert Patient initiative
and Chronic or Long-term Disease
Management Frameworks (UK DOH
2001a, 2002, awaiting publication).
Encourage health promotion initiatives,
eg ‘Well Leg Week’ including leaﬂet and
poster development, within the local
community to raise awareness of chronic
oedema.

5 The evidence, both quantitative and
qualitative, generated on completion of the
Lymphoedema Framework Project (2005/6)
may be instrumental in the development of
future national policy guidelines, informing
practice and service delivery plans to
meet the needs of the chronic oedema
population.
JS
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Education Courses in
Wound Care at CRICP

T

he Centre for Research and
Implementation of Clinical
Practice (CRICP) of which
Professor Christine Moffatt is Director,
is experienced in running educational
programmes designed for a range of
health care professionals from different
settings.

Tissue Viability and Wound
Management

Details of the courses currently offered by the
Centre in partnership with the Faculty of Health
and Human Sciences, Thames Valley University
are as follows:

Study block:
03 – 07 October 2005; 21 – 25 November 2005
Faculty of Health and Human Sciences, Ealing

Leg Ulcer Management

Study block:
27 – 31 March; 24 – 28 April 2006
Faculty of Health and Human Sciences, Ealing

CPPD in Professional Development in
the Management of Leg Ulcers
Day release:
24 January – 14 March 2006
Nurse Education Centre
Royal Berkshire Hospital, Reading
Study block:
16 – 20 January; 13 – 17 February 2006
Faculty of Health and Human Sciences, Ealing,
London

Further details

Further details of all these
courses can be obtained
from:
The Centre for Research
and Implementation of
Clinical Practice,
Faculty of Health and
Human Sciences,
32-38 Uxbridge Road
London W5 2BS
0208 280 5020
rene.white@tvu.ac.uk
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CPPD in Tissue Viability and the
Management of People with Wounds
Day release:
25 January – 15 March 2006
Nurse Education Centre
Royal Berkshire Hospital, Reading

Day release:
16 May – 4 July 2006
at the Slough Campus

Peripheral Vascular Nursing
CPPD in Peripheral Vascular Nursing
Day release:
11 January – 10 May 2006
Faculty of Health and Human Sciences, Ealing

Pressure Ulcers

Advanced Courses

CPPD in Professional Development in the
Prevention and Management of Pressure
Ulcers

DipHE/BSc(Hons) in Professional Practice
with Tissue Viability

Day release:
17 May – 5 July 2006
Faculty of Health and Human Sciences, Ealing
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BSc(Hons) in Professional Practice with
Peripheral Vascular Nursing

Education Courses in
Wound Care at the
University of Hertfordshire
Faculty of Health and Human Sciences

Advancing Practice in Tissue Viability
We offer a wide choice of undergraduate/
postgraduate awards in Tissue Viability:
•
•
•

BSc (Hons) Tissue Viability

Postgraduate Certiﬁcate/Diploma in Tissue
Viability

MSc Advancing Practice in Tissue Viability

Courses are delivered by tissue viability key
opinion leaders and offer opportunity for:
•
•
•

Full or part time study and ﬂexible modes
of study in a modular format
Gradual introduction to post graduate
study; courses can commence at Level 3.
Stand alone courses for continuing
professional development

Tissue Viability Marketing Principles Level
3 or M: relationship between tissue viability
marketing, research and education. Commercial
inﬂuences on clinical decision-making.
Tissue Viability Modalities Level 3 or M:
complex treatment technologies i.e. growth
factors, ultrasound, hyperbaric and electrical
therapy, skin replacement techniques.
Tissue Repair and Regeneration Level 3 or M:
builds on existing knowledge of wound healing
to encompass the complexities of the biological
processes associated with tissue repair and the
body’s response to injury.
In addition, the Postgraduate Portfolio also offers
Common Interest Courses such as:
•

Immune System & Effects on the Body

•

Legal Aspects of Advancing Practice

•

Portfolio of Undergraduate and
Postgraduate Courses
Wound Management Principles (formerly
N49) Level 2 or 3: physiology of wound healing,
wound assessment techniques. Pressure ulcer
prevention.
Problem Wound Management Level 2 or 3:
aetiology, assessment and management of non
healing wounds. Factors that prolong healing.
Leg Ulcer Theory and Practice (formerly N18)
Level 2 or 3: aetiology, epidemiology, assessment
and management of leg ulceration. Competency
based training for Doppler and bandaging skills.
Complexities in Leg Ulcer Management Level
3 or M: builds on existing skills and knowledge
in leg ulcer management encompassing advanced
assessment and strategic planning for leg ulcer
service delivery.
Quality of Life in Tissue Viability Level 3
or M: psycho-social effects of acute/chronic
wounds. Factors inﬂuencing; concordance,
rehabilitation and healing.

•
•
•

Management & Care of Lymphoedema
Legal Aspects of Advancing Practice
Chronicity and Rehabilitation
Leadership in Practice

and Research Courses:
•

Evidence-based Practice

•

Dissertation

•

Methods of Inquiry Research in Practice

The University of Hertfordshire is easily
accessible by road, rail and airport. The campus is
situated at Hatﬁeld in Hertfordshire on the A1(M)
and is in close proximity to the M1 and M25. For
further information see Travel Information and
Map sections at www.herts.ac.uk.
Students studying on these programmes can
expect a high level of tutorial support and can
take advantage of state-of-the-art study facilities
with 24 hour and remote access. Students attend
one day a week or in block depending on the
module selected.

For an Undergraduate
application pack please
contact:

Glenn Webster

Admissions Ofﬁcer
University of Hertfordshire
School of Nursing and
Midwifery
College Lane, Hatﬁeld
Hertfordshire AL10 9AB
01707 284956
g.webster@herts.ac.uk
For a Postgraduate pack
please contact:

Linda Gifford

Postgraduate Admissions
University of Hertfordshire
School of Continuing
Professional Development
College Lane, Hatﬁeld
Hertfordshire AL10 9AB
01707 285149
l.gifford@herts.ac.uk
Applications welcome from
any relevant health-related
discipline. For further
information please contact:

Madeleine Flanagan

(Postgraduate Courses)
01707 286400
m.ﬂanagan@herts.ac.uk

Jacqui Fletcher

(Undergraduate Courses)
01707 285266
j.ﬂetcher@herts.ac.uk

Irene Anderson

(Undergraduate Courses)
01707 285233
i.1.anderson@herts.ac.uk

Julie Vuolo

(Undergraduate Courses)
01707 284417
j.c.vuolo@herts.ac.uk
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Education Courses in
Wound Care at Glasgow
Caledonian University
School of Nursing Midwifery and Community
Health

Tissue Viability courses
Wound Assessment and Management:
Level 3
20 Credits. Semester A

Prerequisite knowledge:

3rd year pre-registration healthcare students;
Registered healthcare professionals.
The aim of this module is to develop and integrate
existing knowledge of skin physiology, the ageing
process and health care problems such as intrinsic
and extrinsic barriers to healing to develop a more
in-depth understanding of wound healing and
the properties and actions of therapeutic wound
care interventions. The development of this
knowledge prepares the student to make informed
choices pertaining to wound product selection and
contribute to advising and evaluating wound care
practice.

Pressure Ulcer Assessment and
Prevention: Level 3
20 Credits. Semester B

Prerequisite knowledge:

3rd year pre-registration healthcare students;
Registered healthcare professionals.
For further information and
details please contact:

Alex Barnard

Programme Administrator
(BSc Health Studies and
BSc Professional Studies in
Nursing)
0141 331 3466
Alex.Barnard@gcal.ac.uk
or

Louise Gibson

Module Leader
0141 331 8345
l.gibson@gcal.ac.uk
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The aim of this module is to develop and integrate
existing knowledge of skin physiology, the ageing
process and health care problems such as intrinsic
and extrinsic factors that affect skin integrity
to develop a more in-depth understanding of
pressure ulcer risk, prevention and therapeutic
intervention. This prepares the student to make
informed choices about pressure ulcer risk
assessment, intervention strategies, skin care,
therapeutic mattresses, modiﬁed seating and
orthotic support and also contribute to advising
and evaluating practice in order to reduce
pressure ulcer risk in own work place.
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Leg Ulcer Assessment and Management:
Level 3
30 Credits. Semester A

Prerequisite knowledge:
Registered Nurse

This module prepares the practitioner to become
comprehensively skilled in assessment, diagnosis,
treatment and evaluation of clinical care within
deﬁned parameters for patients/clients with
leg ulcers. In addition, a holistic approach to
patient/client care which takes cognisance of
the complexities of lifestyle for the individual
will be focussed on. The student will also be
encouraged to base decision-making and actions
pertaining to screening, secondary prevention and
interdisciplinary care on national guidelines and
protocols.

Lymphoedema: Recognition and
Preliminary Assessment: Level 3
10 Credits. Semester B

Prerequisite knowledge:

Registered healthcare practitioner
The aim of this module is to give the student
the knowledge and skills to understand the
pathophysiology and aetiology of lymphoedema
in order to recognise it then make prompt and
appropriate referral to relevant experts. This
module also aims to enable students to support
patients/clients in their care.

Guidelines for Submitting
Articles for Publication in
the Leg Ulcer Forum Journal

O

nce you have decided to write an article
for the leg ulcer forum journal, make
sure the content is appropriate for
the readers. The following gives guidelines for
authors.

Format
• Front page

Title of article
State author’s name/s, qualiﬁcations, position,
and place of work. Name, address and contact
telephone number of the author responsible for
correspondence.

addressed, colour photographs and tables can be
included to complement the text (the client must
give written permission before publication of
photographs).
All manuscripts should be between 1,000 to 2,000
words. However if you wish to submit a short
report then 500 words would be acceptable.

References
Please reference the manuscripts using the
Harvard system. If you need further details of
this, contact the editors.

• Introduction

Articles should be sent to:

• Headings

Caroline Dowsett
Tissue Viability Services
4th Floor, Francis House
760–762 Barking Road
Plaistow
London E13 9PH

This should be approximately 30 words in
length. It should introduce the reader to the
areas covered in the article.
Headings are useful to break up the text;
they also help to organize the main points of
the article.

• Conclusion

Should summarize the article, identify gaps in
knowledge and suggest recommendations for
future practice.

Please send a hard copy printed on one-side only
on A4 paper, double-spaced with wide margins.
Please type in upper and lower case – don’t use
‘all capitals’ anywhere. Don’t forget to keep a
spare copy. Also, a copy of the article should be
sent on a ﬂoppy disc or CD-Rom, saved in ‘Text
Only’ format. Please send any charts or diagrams
as separate ﬁles. Clearly state on the disc label the
ﬁle name and format saved.
The journal welcomes articles of interest. This
could include a literature review, research project
that you have been a part of, any innovations you
feel would beneﬁt our readers. Care studies are
an invaluable source to practitioners, particularly
when complex situations have successfully been

‘‘

Care studies are an
invaluable source
to practitioners,
particularly when
complex situations
have successfully been
addressed
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Supporting the
professionals
Providing a forum for nurses working within the ﬁeld
of leg ulcer management and wound care

•
Facilitating discussion, debate and reﬂective practice
in which all members are encouraged to participate

•
Disseminating new research and identifying and
supporting areas of good practice

•
Providing support to specialist nurses involved in
establishing leg ulcer services

•
Encouraging continuous professional development

THE LEG ULCER FORUM
PO Box 337 Huntingdon PE28 2WH
Tel: 01480 494842 email: legulcer.forum@btopenworld.com
web: www.legulcerforum.org

