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This journal is kindly sponsored by

Editorial
Welcome to the 2008 Leg Ulcer Forum Journal. At the time of writing this editorial I have been considering
the last twelve months and to be honest I cannot remember a year that has passed so quickly. Changes
continue apace within the NHS and for some of us mature nurses (me included) a few of these changes may
seem familiar. However one of the things that remains constant is the continued dedication and enthusiasm
of you our forum members.
In this issue of the journal you will see ‘variations on a theme’ carried over from the last issue (21). We
have a contribution from Mrs Preston Bowyer (pseudonym) expressing her views of living with someone
with leg ulceration. Val Reynolds provides a preliminary report on her study looking at the feelings and
experiences of informal carers looking after someone with leg ulceration, a long-neglected subject.
So much has been written about providing services for people with leg ulceration. It is however clear that
healing leg ulceration is only part of the answer – maintenance is another. Annette Downe describes the
planning and development of a healed leg ulcer service. Gail Powell and Jaci Monk describe a small but
successful project providing dressings to the homeless and drug dependent population in their area.
Following our well-received conferences this year I am pleased to be able to include an article from Jane
Harding which discusses chronic oedema and lymphoedema. As health professionals we are aware that
some of our patients suffering from leg ulceration will also have rheumatoid arthritis; Jill Firth provides
information on the underlying aetiology and challenges faced by patients and nursing staff.
As promised in my last editorial we have an article by June Jones based on her PhD thesis explaining
depression and its links with venous leg ulceration. As usual we have our conference reports and another
welcome contribution from the Cochrane Wounds Group. Once again I have included more Questions and
Answers sent in to me by members and answers provided by the Executive Committee. The quiz this time is a
word search – something for you to do in your coffee break! As always you are encouraged to contact us and
get involved in the journal; please check the inside back cover for guidelines on submitting an article. Really,
it is not difficult and you will get plenty of support from myself and the Executive Committee.
As you know, the members of the Executive Committee are all volunteers and one of our staunch supporters
has decided to step down after 15 years: we take the opportunity in the introduction and report section to
say a big thank you to Julie Stevens for all her hard work and dedication. I would also like on behalf of the
Executive Committee to extend our congratulations to Judy Harker and her family for the birth of their first
child. To keep up with the changes in the Executive Committee I recommend that you visit our web site
www.legulcerforum.com to read the biographies.
Finally I would like to thank the authors for all their hard work and the Executive Committee members for
their support in the production of this journal. The Executive would like to join me in thanking our sponsors
for their continuing generosity and support.
Best wishes
Susan Knight (Editor)

We are also grateful to the following companies for their kind sponsorship of the Leg Ulcer Forum:
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LUF Conferences
2008 reports
Irene Anderson

T

his year I was lucky enough to
attend three of our conferences;
sadly I could not make the
Scotland event. The Ireland event was
on the 24th April in Athlone, County
Westmeath. The Radisson SAS is on
the banks of the Shannon and such a
beautiful setting lured me out for an
early morning walk along the river.

The Ireland group took ‘The Challenges’ of
lower limb ulceration as their theme, focusing on
diagnosis and management of mixed aetiology
ulcers, skin care, surgery, leg ulcer service
provision in Southern Ireland and prevention and
management of the diabetic foot.
The opening address was delivered by Norma
Brennan, President of the Ireland affiliation; she
welcomed all the delegates and thanked the LUF
Executive for their considerable efforts in making
this day happen.
I was asked to talk about mixed aetiology
ulcers. This is indeed a challenge, not least in
defining the concept and achieving consensus on
management strategies. I outlined the work I have
been doing with Brenda King to investigate how
people with mixed aetiology are managed.
Pamela Clyde, Dermatology Nurse in Ballymena,
took us through dermatological issues in the
management of the ulcerated limb. The session
covered aspects of cleansing and strategies for
managing the common, and not so common skin
conditions which cause such pain and suffering
for our patients.
Martin Feeley, a vascular surgeon in Tallaght
Hospital, Dublin, took us on an interesting and
amusing journey through surgical interventions
and in particular the evidence base for the surgical
management of venous disease.

Irene Anderson

LUF Chair
legulcer.forum@
btopenworld.com
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Pauline Diamond, Tissue Viability Nurse,
supported by a Sligo GP, John Mark Dick
related the origins of a formalised approach to leg
ulcer management in the south of Ireland. This
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was a moving talk and illustrated how persistent
Pauline had to be to try and tackle the major
problems her patients were suffering and the
lengths she went to attend one of the first leg ulcer
course in the UK with Christine Moffatt. She
illustrated the benefits of partnership working and
utilising the strengths of the nursing and medical
professions. Pauline had an ingenious approach
to fundraising and worked round the clock to
raise awareness of the problem and the equipment
needed to make a difference.
In the afternoon Julie Shaw, Lead Podiatrist in
Diabetes and Helen Strapp, Tissue Viability
CNS, looked at the prevention and management
of the diabetic foot. This session too, illustrated
the benefits of taking a multidisciplinary approach
to patient care. The talk covered incidence,
pathophysiology and differentiation factors in the
neuropathic and neuroischaemic foot. They also
considered infection, foot care and footwear as
well as the management and treatment factors.
Two speakers in the afternoon shared the results
of recent research. Dr Georgina Gethin gave an
insight into her PhD studies on Manuka Honey’s
ability to deslough leg ulcer wounds. Then
Sandra Barrett shared findings from her Masters
on Public Health Nurse’s knowledge of leg ulcer
management in the community.
This was a great day, lots of discussion and a
chance to talk to all the exhibitors who helped
make this day a success. I was escorted onto the
bus back to the airport in Dublin with my head
full of all the information I had gleaned from
Spot the mistake!

the presentations and reminded once again of
the hospitality, commitment and fun to be had
in Ireland. I know that many delegates waited
afterwards to speak to presenters and members
of the committee, a sure sign of a good day.
Thank you to the committee who work so hard to
promote the Leg Ulcer Forum and best practice
for the patients we serve.
Back in the UK I attended both conferences,
one at the Cromwell Hotel in Stevenage and the
second at Newcastle United Football Club in
Newcastle. In Stevenage on the 11th June we
took lower limb oedema as the theme. This was
in response to feedback from previous events and
calls and emails we received throughout the year
from members who identify this issue as a major
clinical challenge. I opened the day by discussing
the extent of the problem and what this means
for patients. We tried a very simple experiment
of estimating volumes of excess fluid in the
lower leg and what this felt like. It was a crude
measurement but helped us to understand a little
about limitations posed by heavy limbs. Brenda
King (TVN) and Gail Powell (CNS Wound
Care) then took this further by explaining the
pathophysiology of lower limb oedema and the
complications associated with this condition.
Jill Robson (Vascular CNS) and Julie Day (Leg
Ulcer Specialist Nurse) considered how people
with lower leg oedema could be screened for
arterial and venous disease, particularly given
the challenges of using Doppler assessment
for instance on grossly oedematous legs. Case
studies were used to illustrate the challenges and
outcomes.

of guidelines for lymphoedema and lower
leg oedema management. This initiative is
spearheaded by Professor Christine Moffatt in
collaboration with the Leg Ulcer Forum, British
Lymphology Society and the Lymphoedema
Support Network. We need to wait and see how
successful this phase of the campaign has been.
This was a great day made even better by the
energy and enthusiasm of the delegates and was
well supported as usual by our sponsors.

Volunteer Nigel Graham at
Primary Care Live (London)

Gail Powell and Brenda King
– smiling as things are going
really well!

In the afternoon Brenda King introduced the
breakout sessions where delegates were given the
opportunity to attend two sessions; one facilitated
by Brenda King focusing on compression
therapy to manage oedema, including the
importance of toe bandaging. The second run
by Denise Bell (Leg Ulcer Specialist) and
Susan Knight (TVN) focused on skin care and
managing dermatological conditions. There was
lively discussion on the various products available
and an opportunity to discuss issues such as
combining moisturisation and steroid therapies.
The day was concluded by discussion of the
lack of guidelines for such complex conditions
and sources of support. Delegates were invited
to submit information to NICE in support of
the lobbying campaign for the development
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‘‘

It is said that a
picture can paint a
thousand words, and
throughout the day
clinical pictures and
case studies helped
us all to realise
the challenges and
struggles that so
many of our patients
live with every day

’’

Everything stops for
lunch (Stevenage)

6
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In Newcastle a similar programme was used,
although there were some speaker changes. We
were delighted to have Professor Christine
Moffatt, the President of the Leg Ulcer Forum,
set the context of lymphoedema and lower leg
oedema. It is said that a picture can paint a
thousand words and throughout the day clinical
pictures and case studies helped us all to realise
the challenges and struggles that so many of our
patients live with every day. This time Brenda
King was joined by Jane Harding, who is a
Physiotherapist specialising in lymphoedema
management. Brenda and Jane work
collaboratively in Sheffield to manage patients
with complex oedemas, and they shared their
service model and conducted a hands on session
of various bandaging techniques and methods of
limb protection.
Jill Robson and Julie Day repeated their session
and Susan Knight engaged delegates in skin
care discussion. This was a super day. There were
many fewer delegates than we hoped for, but
those who missed it lost out on great speakers and
a chance to discuss clinical outcomes for patients.
As ever the sponsors were very supportive and
the venue and food were great.
This year our conferences will be in Bedfordshire
(1st April, with the AGM on the 31st March) and
Newcastle on the 18th September. Please watch
the website for further details and put the dates in
IA
your diary.

LUF Conferences 2008 reports
(continued)

Delegates at the
Stevenage conference

Afternoon workshop
(Stevenage)
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Scotland

Education Day, September 08

An opportunity to improve your leg ulcer skills
Gerry Young

T

his year’s education day was
held in Stirling which is centrally
located with good rail and
motorway links. Attendance was good,
with around 50 delegates with nurses
travelling from as far as the highlands
and islands. The aim of the day was
to provide an opportunity for formal
and informal education sessions and
allow interaction between the delegates,
speakers and facilitators.

‘‘

To start the day Ken Macdonald the patient
representative suggested that it might be useful if

Attending a
Study Day
is certainly a
good way to
update your
skills and
meet with
like-minded
individuals

Gerry Young

Chair, LUF (Scotland)

8

LUF Journal Issue 22 – Autumn 2008

there was some way that he could become more
representative of patients. With this in mind he
distributed his details to the delegates to pass
on to their patients and would look forward to
communicating with fellow sufferers.
John Timmons, editor of Wounds UK and Tissue
Viability Nurse Specialist in Aberdeen gave a
very interesting presentation on the appropriate
use of topical antimicrobials on chronic wounds
which he demonstrated using interesting case
studies and photographs.
The pyramid of education was discussed by
Janice Bianchi to highlight how nurses can gain
education around the care of patients with leg
ulcers. This was demonstrated by highlighting the
educational opportunities available to us through
formal and informal routes. Attending a Study
Day is certainly a good way to update your skills
and meet with like-minded individuals.
The remainder of the day was divided into four
parallel sessions which included bandaging,
skin care, vascular assessment and compression
hosiery. These topics were in response to previous
comments and feedback from earlier conferences.
Each delegate had the opportunity to attend each
session which lasted approximately 40 minutes.
The smaller group size of the sessions allowed
more interaction between the delegates and
facilitators which hopefully answered questions
and helped consolidate knowledge of assessment
and treatment of patients with leg ulcers.

’’

The format of the day proved successful, with
positive feedback from the delegates on the
venue and content. As always we are grateful to
the sponsors who helped make the day possible
and for providing information and advice to the
delegates on their products.
We look forward to our Spring Conference and
AGM, Can One Model Fit All? 12th March 2009
to be held in the Marriot Hotel, Glasgow.
GY

Irish

Conference report
Gerry Young

M

argaret Armitage and I were
delighted to attend the Irish
Conference in Athlone as
representatives from LUF(Scotland).

The Conference was organised by the All Ireland
Committee which is comprised of personnel from
the north and south of Ireland. This in itself must
have been a challenge in the organisation of the
day due to the difficulty of the two committees
having to meet and travel long distances to do so.
The delegates were also from all areas of Ireland.
The turnout was impressive considering the
restrictions on study leave funding at the present
time. Unfortunately this is a situation mirrored
nation wide.
The conference venue was impressive and the
view over the river Shannon inspiring, however
the speakers caught our attention and distracted us
from the view.
The theme of the conference, Challenges of
Lower Limb Ulceration, was addressed by
speakers from Ireland and the UK. All issues from
diagnosis, skin care and surgical management
were covered. First time presenter, Pamela
Clyde, dermatology nurse, gave an informative
and well presented talk on skin care of the
ulcerated lower limb. The prevention of diabetic
foot ulceration was an interesting topic covered
by Julie Shaw, podiatrist, and Helen Strapp,
TVNS. It was illuminating to hear the extent of
the expertise of the podiatrist in this specialist
field, such as debriding infected bone, and we
were reminded of the importance of education
and the multidisciplinary approach to care.
Mr Martin Feeley, Vascular Surgeon, claimed
his presentation would be very short – he
answered his question “what’s new in vascular
treatment” with the answer “nothing!”. However,
he then went on to give an excellent talk on deep
and superficial vein disease, incompetent valves
and how they are damaged, the pro’s and cons of
varicose vein treatment, and explain the benefits
of conservative treatment in arterial disease. His
talk was illustrated by interesting slides of arterial

investigations and procedures. Irene Anderson
presented on differential diagnosis and mixed
aetiology ulcers and the importance of diagnosing
the aetiology of any ulcer before proceeding to
treatment. She stressed the importance of the
full history and presenting signs when forming a
diagnosis and cautioned against over reliance on
the ABPI.
Attending the Irish Conference has given us the
opportunity to meet with an enthusiastic, likeminded group who have the interest of the patient
with leg ulceration as their priority. We are all
learning how best to disseminate information
and education to the people looking after these
patients, and this can only be improved by
discussion and the exchange of ideas with our
GY
colleagues UK and Ireland-wide.

Gerry Young

Chair, LUF (Scotland)
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Julie Stevens

T

his June the Leg Ulcer Forum
said farewell not only to a friend,
but also to a dedicated and
hard-working member of the LUF
executive committee who has served
and promoted the LUF positively in a
number of ways for the past 15 years.

Julie Stevens was one of the founding members
of the Leg Ulcer Forum when it was first set up
by the LUF President Professor Christine Moffatt
in 1993 – primarily, in the first instance, as a
support network for those completing the newly
formed English National Board (ENB) approved
Leg Ulcer Course (ENB N18). Throughout
her time with the LUF Julie has been an active
member of the Executive who has volunteered
to undertake a variety of key roles. However, it
is her most recent role as Treasurer for which
she will be best remembered, and which has
helped the LUF to build up some much needed
financial reserves. She also at the same time
constantly helped to encourage both sponsorship
of the LUF by commercial companies and
increase conference attendance by stimulating
her colleagues and professional associates - many

10
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of whom were first introduced to the LUF in
this way. As a result, the LUF has been able to
build up both conference provision and invest
much more for the education and support of our
members – one of our prime aims.
Julie has always been passionate about ensuring
that patients with leg ulcers get the best possible
care, and has been unfailing in her efforts to build
up her local service and the tissue viability team
within her trust whilst also being readily available
to the LUF. Without doubt the Leg Ulcer Forum
has benefited from her experience, and her
ever-expanding professional network. Whilst we
appreciate that she deserves a rest and wish her
well, we also look forward to maintaining links
with her and undertaking some collaborative
work with her in the future. On behalf of all
members of the Forum, thank you Julie for
the work you have done and the work you will
continue to do in the future.
On behalf of the membership, Julie was presented
with a gift (more manageable than flowers on the
train!) and it was good to have so many people at
the conference to say thank you and goodbye (for
now).
Julie Stevens with Irene Anderson

Life as a carer
Mrs Preston Bowyer

‘‘
’’

M

would fall if they did. I have become a master at
stopping traffic so we can cross the road, and I
really don’t care anymore about asking people to
move out of the way so he can get by.

Having spent 2 long months in hospital, the food
being so appalling that I took his meals in every
day, he eventually came home looking a lot worse
than when he went in.

Life in the home is
anything but jolly. My
husband does what little
he can in the mornings and
invariably sleeps most of
the afternoons and then
again after dinner.

y life as a carer began 5.5 years
ago when my husband had a
hip replacement operation. As
a diabetic, no-one thought to advise us
that there was a strong possibility that
he would develop leg ulcers.

The ulcers once they appeared spread into an
alarming size, and daily attendance by nursing
staff was required. Both his legs are bound from
knee to foot and mobility is severely restricted.
My days are completely dominated by his
condition. When we both retired we had looked
forward to an easier more leisurely way of life,
but instead, due to necessary twice weekly visits
to the hospital for changes of dressings, this
has not turned out to be the case. We can’t have
holidays, days out are a rarity as my husband
can’t cope with the difficulty of walking, and
getting to the toilet, his legs are not strong enough
to hold him. Any leisure activities I have to
undertake on my own.
Mobility around the home is slow. He can’t
get down to a plug, mop anything up off the
floor, any help in the garden is totally out of the
question. Just getting in and out of the front door
and into the car takes time, it is so slow. All of
the long distance driving is down to me, as is
the shopping, and any carrying of luggage. If he
requires new clothes, I go along to a local mens’
outfitters, choose items required and take them
home for him to try on, then return what is not
suitable.
Our dental practice is up a steep flight of stairs,
which are for him getting more and more difficult
to negotiate. Trying to find an alternative practice
is proving to be a near impossibility.
Just walking in the street I am constantly on my
guard against people knocking into him – he

He suffers from depression.
His night-time sleep is
regularly interrupted
through constant pain in his
legs. This causes a knockon effect of frustration and
irritability, and I have to
live with this every day, 7
days a week, 12 months of
the year.
Several treatments have
come and gone. I have
privately thought that they
hadn’t been given sufficient
time to have had any
positive results. Suffering
from ulcers over a long
period of time are not going
to heal after a few weeks
treatment. Several months
maybe.

I and
thousands of
others like
me save the
Health Service
millions of
pounds every
year

I and thousands of others like me save the Health
Service millions of pounds every year. Without
the input of the local Carers Group, I wouldn’t
even be receiving Attendance Allowance, to
which I am entitled, but was refused when I
applied of my own volition.

If I sound angry and frustrated, you bet I am,
because my life is governed by my husband’s
condition and I am powerless to do anything
about it, except look after him and pray to God he
MrsPB
doesn’t fall.

Mrs Preston Bowyer
(pseudonym)
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Living with a leg ulcer
– from a carer’s perspective
Val Reynolds (nee Douglas)

V

enous leg ulcers are a chronic,
cyclical condition, which
predominately affects the elderly
population (Callam et al. 1985, Cornwall
et al. 1986 and Nelzen et al. 1991). There
has been a growing body of research,
which has explored leg ulceration from
the patients’ perspective. (Phillips et
al. 1994, Walshe, 1995, Douglas, 2001,
Ebbeskog and Ekman 2001, Charles
2004). However, even with an increasing
movement within the UK to recognise
and support informal carers, with the
introduction of the Carers (Recognition
and Services) Act 1995 (UK Department
of Health, 1995) and the National
Strategy for Carers (UK Department
of Health, 1999), very little is known
about the impact of leg ulceration from
a carer’s perspective.

The latest Census (UK National Statistics, 2004)
reported there are over 5.2 million carers throughout
England and Wales, which equates to 12% of the
total population. However this figure is expected
to rise to 13 million during the next decade (The
Princess Royal Trust for Carers, 2005).

Aim of study

Val Reynolds
(nee Douglas)

MSc, Cert Ed, RGN,
DPSN, DN BSc (Hons)
Lecturer Practitioner in
Tissue Viability
Bournemouth and Poole
Teaching PCT and
Bournemouth University
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This study aimed to explore the feelings and
experiences of informal carers looking after
someone with a chronic venous leg ulcer. How
does caring for someone with venous ulceration
affect the quality of life of an informal carer?
This is a provisional report of the research study
and its findings. A more detailed account is being
planned for 2009.

The literature
As recommended by Holloway and Wheeler,
(2002) a preliminary literature search was
undertaken. The literature review highlighted
that informal carers remain a vulnerable but
diverse group. This study aimed to enrich the
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existing literature by exploring the feelings and
experiences of informal carers caring for someone
with venous disease.

Research design
A qualitative approach, using a grounded theory
framework, was selected as it is the method
of choice when very little is known about a
phenomenon (Morse and Field, 1996). As this
study aims to explore meanings and experiences
of carers interacting within their social worlds,
such a framework also captures lived experiences
(Holloway and Wheeler, 2002).
As this was a small qualitative study within a
limited timescale, a homogenous group of nine
participants was selected.

Inclusion criteria for study
Informal carers over age of 18 years
Caring for patient with venous leg ulcer as
determined by District Nurse
Patient with a venous leg ulcer greater than six
months duration
Participants (carers) and patient able and
willing to give informed consent
Patient under care of District Nurse

Exclusion criteria for study
Patient with leg ulcers of other aetiologies as
determined by District Nurse
Patient with a venous leg ulcer present for less
than six months
Participants (carers) and patients unable to
give informed consent

Data collection strategies
Informal, unstructured interviews were the method
of choice for collecting data. Data collection and
analysis was closely entwined from the beginning
of the research process, as recommended by
Strauss and Corbin (1998). All interviews were
audiotaped with the participant’s consent.

Ethical considerations
Ethical approval was sought from LREC and
Research and Development Committees. Every
effort was made to ensure patients and participants
could understand the information sheets and were
fully aware that their involvement was voluntary.
Written informed consent was obtained from the
patient and the participant. To ensure anonymity
participants within this study were identifiable by a
number and confidentiality respected.

Findings
During the first stage of data analysis 150 open
codes were identified, with codes of similar traits
collapsed into 25 emerging categories (Table 1).
These were further condensed into seven major
categories. A core category, which linked all the
other major categories together, emerged from the
data, which provided a story line from the study
(Strauss and Corbin, 1998).

Major Categories

Categories

“Like a roller coaster”

Worry
Anger
Low self-esteem
Coping strategies

“In the dark”

Lack of recognition
Denial
Loss of confidence
Communication

Fighting battles

Political battles
Disappointments
Juggling demands

“Like a prisoner”

Feel trapped
Isolation
Loss of control
Shattered dreams

“Who cares for carers?”

Exhaustion
Impact on physical health
Additional responsibilities

Visions of the future

Unpredictability
Hope
Acceptance

“In sickness and in health”

Duty
Guilt
Being together
Altered relationships

Table 1: Process of
collapsing categories
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“Like a roller coaster”
This category captured the emotional feelings
of the participants within this study. When
participants reflected upon their feelings and
experiences of being a carer it quickly became
apparent that caring was an emotional burden.
One of the recurring feelings which were
displayed by participants was that of worry,
accompanied with feelings of low self-esteem,
anger and impatience.
“I used to be quite a placid person... (long
pause)... now life seems to be one big worry
about these ulcers”
Although all the participants within this study
were committed to caring for their partners, they
each expressed a sense of extreme worry and
concern about their partner’s leg ulcers.
When consulting the literature it became apparent
that worrying was not a new concept to informal
carers. Hutto Faria (1998) proposed that worrying
was an aspect of every caregivers life, with
Cheung and Hocking (2004:478) presented
the theme ‘caring as worrying’. These findings
supports Van Manen’s (2000) view, that caring
– worrying, is a natural human response to the
vulnerability in others:
“always worrying, keep a watchful eye...
like a hawk... we just look out for each other
now... constantly ”
Negative feelings of low self-esteem were
expressed within this study:
“I just cry and cry at times... just could not
stop... so fed up with myself... just did not
know which way to turn... now on antidepressants”
The emotional burden of informal caring cannot
be underestimated. A study by Henwood (1998)
reported that 52% of carers had been treated
with a stress-related disorder. Participants
frequently stated they felt stressed, and equated
their experiences with examples like “living on
the edge”, or “where has the light gone from
the tunnel?” One participant, who claimed her
married life was like “living with a leg ulcer”
admitted:
“Each day is like walking on eggshells...
you just never know how things will be”
(biting her tongue)
With another stating:

14
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“I just feel so angry all the time... so fed
up and depressed at the whole situation...
intolerable at times. I can cope with the
physical bits but the psychological bits...
it’s just so soul destroying...”
(continuously wrenching hands)
Although the majority of participants expressed
negative emotional feelings within this study,
two participants displayed positive emotions.
Both participants found caring rewarding, which
enabled them to cope on a day-to-day basis.
However Nolan (2001) proposes that care-giving
falls in between the scale of two extremes, burden
and satisfaction, arguing that it is a sliding scale,
which varies over a period of time.

“In the dark”
This aptly-named category encompasses
feelings of lack of recognition, which were also
associated with ineffective communication,
loss of confidence and denial. Although the
literature highlighted some of these issues, it
nevertheless came as a surprise to discover some
of the participants’ experiences, a decade after
the introduction of the Carers (Recognition and
Services) Act 1995 (UK Department of Health,
1995) and the National Strategy for Carers (UK
Department of Health, 1999). Participants were
keen to share their experiences:
“have to face it... I am on my own caring
for my wife... just have to get on with it...
wish someone would really listen to my
worries”
“you are on your own... no-one knows what
it is even remotely like... it is 24/7”
Central to this category was the need for
consistent, accurate information, with many
participants stating they were still unclear as to
the recurring cause of their partner’s leg ulcer.
One participant, who had cared for her husband
for a number of years, felt she had “been left in
the dark” and been given very little information,
arguing that she had to “just get on with it”.
One of the most frustrating aspects expressed
by participants was the lack of information
with regard to their entitlements. Finding such
information was not only time-consuming
but also hard work, with many frustrated with
“being passed from one person to another”.
Such findings have been previously reported by
McGarry and Arthur, (2001), arguing that carers

Living with a leg ulcer – from a
carer’s perspective (continued)

were frequently given incomplete or confusing
information about their rights. Another study
reported carers gained information “in spite of”
rather than “because of” help from professionals
(Brereton and Nolan, 2002).
Lack of information was not the only issue which
affected communication, with some participants
frustrated as “one tells you this and another tells
you something else.” Conflicting information
is not a new disclosure (Lees and Lambert,
1992, Carers UK, 2003a). However Lees and
Lambert (1992) maintain that when inappropriate
or conflicting advice occurs this inevitably
has a direct impact on the caregiver-patient
relationship.
Travers (1996) maintains that carers need
three requisites from healthcare professionals:
recognition, information and support. Although
this was the essence of the Carers (Recognition
and Services) Act 1995 (UK Department of
Health, 1995), it is apparent that many carers
remain “in the dark”, about such support.
Participants expressed a desire for their role as a
carer to be recognised, arguing that without such
acknowledgement, they felt frustrated:
“It would mean the world if someone just
sat down and acknowledged some of my
difficulties”

Fighting battles
Participants expressed feelings of disappointment,
which were also accompanied with trying to
juggle the demands of their role. However, central
to this theme were the enduring political battles
encountered by participants:
“It’s just an uphill battle... I am so sick of
them... it’s all money, money, money... or
lack of it should I say... ended up going to
tribunal – which we won – but just don’t
need the hassle”
Although the majority of
carers were unaware of their
entitlements, the carers who
did have such information
held very strong views, with
one participant attempting
to address their on-going
financial battles with the
local authorities pleading,
“where is the help when
you need it?”, to the verge
of being cynical by arguing
“it’s all lip service.” Such
feelings support Banks
(1999) argument that there
is still a considerable gap
between policy and practice.

“It would mean
the world if
someone just
sat down and
acknowledged
some of my
difficulties”

Although the majority of participants had close
links with their District Nursing teams, the
majority felt let down by other agencies

Although the Carers
(Recognition and Services)
Act 1995 (UK Department
of Health, 1995) provided
statutory rights for informal
carers for the first time,
Nolan (2001) argues there were no additional
resources to accompany such an Act, which
has subsequently resulted in local authorities
struggling to address carer’s needs. Participants
were very aware of such issues and expressed
dismay about the current political climate:

“Nothing is easy... it’s hit and miss... I feel
let down by the social system that I have
been paying into for all these years”

“have no faith in the system now... its all
red tape and rules... no real help for carers
at all”

Such findings have previously been reported by
Carers UK (2001), aptly titled ‘health’s forgotten
partners?’ arguing that carers still remain
invisible, with their needs and views largely
ignored. Carers UK (2005) urge for recognition
and support for carers, claiming that community
care would collapse without their goodwill.

“we are just a number on a list... but the list
is at saturation point”

However when carers did get such recognition
and were given appropriate information their
confidence improved:
“Cannot have a nicer district nursing
team... they really understand... when I
phoned one day in tears they just arrived
on my doorstep... I told them I feel so much
better now... ”

Participants were also very aware they were
saving the NHS money as an informal carer.
According to Carers UK (2002) the replacement
costs for informal carers within the UK has been
estimated to the astounding figure of £57.4 billion
per year. Given the current financial status of
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the NHS, it can be argued that without informal
carers the ethos of care in the community would
collapse in the UK today.
Feelings of disappointment and frustration were
evident, which were accompanied by signs of
anxiety. One of the most frequent concerns
expressed by participants was the recurrence of
their spouse’s leg ulcers, which in some instances
spanned decades. Several participants blamed
recurrence from either a lack of knowledge or by
expressing a fear they may have “done something
wrong” as there appeared little interest within the
public domain:
“leg ulcers are given a low profile... oh it’s
only an ulcer they say... but has anyone ever
thought about the cost or consequences?”
Participants expressed concern about their
finances, which is consistent with Soderberg et
al. (2003) study. Carers National Association
(2000) report that 60% of carers worried about
their finances, which affected their physical and
psychological health. Participants were very
aware of this effect and blamed the cost on
“trying to keep him warm” and extra laundry as
the key causes for such difficulties. A report by
Carers UK (2003b) proposes that an estimated
£660 million allowances remain unclaimed
by informal carers and their care-recipients.
When considering this astounding figure, it can
be argued that such issues could be avoided if
communication channels were enhanced and
information was more readily available.

“Like a prisoner”
This category, which demonstrated feelings of
being trapped and isolated, was also associated
with shattered dreams and feelings of loss of
control. Participants admitted they coped by
trying to “push things to the back of my mind”
or “keep ourselves to ourselves now”. Such
passive coping strategies can have an impact
on the carer’s general health and energy levels
(Myaskovsky et al. 2005). As the majority of
participants lacked knowledge, this reinforced
feelings of loss of control, with participants
expressing “ living in limbo” and “putting life on
hold.”
Another recurring theme expressed by
participants was a feeling of isolation and
loneliness, which was also accompanied with
a sense of being trapped in their homes. One
participant emotionally expressed:
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“Life is just so restrictive now... live within
these four walls, like a prisoner really”
Many participants stated that the only person they
saw on a regular basis was the District Nurse,
“a welcome break from day-to-day routine.”
The theme of social isolation has been well
documented in the literature surrounding chronic
illness and the elderly (Hodges et al. 2001). Such
feelings of isolation have been recognised in
Ohman and Soderberg (2004:400) study, which
presented the theme ‘a shrinking life’. These
findings are consistent with other studies, with
carers in some instances staying at home to avoid
conflict with their partner (Hutto Faria, 1998,
Bergs, 2002).
“feel guilty leaving him... I just go to shops
and back” (biting her lip)
“watching the time when I go out... worried
I might be late and miss the bus back.”
(displaying signs of anxiety)
Participants explained that their partners did not
want to go out due to their impaired mobility or
the embarrassment from either the leakage or
odour from the leg ulcers which has previously
been reported (Douglas, 2001; Walshe, 1995).
Participants were often reluctant to keep contact
with their friends, which is consistent with other
studies (Hutto Faria, 1998; Bergs, 2002):
“never know how he is going to be... just
put them off coming”
Baharestani (1994:42) study, the only tissue
viability study relating to carers, proposed the
theme ‘limited socialization’, and argues that
carers miss their ability to socialise.
Disappointment of shattered dreams and plans
over the past few years, even decades were
reported. Holidays and breaks have been
cancelled, with plans for the future “put on hold”.
One participant admitted to “crying and crying”
when their long awaited, well-planned weekend
break ended very abruptly when her husband
developed an infection in the ulcer, which
resulted in them coming home early:
“We just don’t plan anything now... we
have battened down the hatches” (very
emotional)
Although this category has predominately
presented a negative aspect to caring, some
positive aspects have been expressed by
participants when their control has been regained.

Living with a leg ulcer – from a
carer’s perspective (continued)

However, central to such a positive experience
was the value of “having each other” and “being
together”.

“Who cares for carers?”
Participants constantly felt tired but were unable
to sleep, which they attributed to “being on call”
and having no time to worry about their health.
This is consistent with Cheung and Hocking
(2004:479) theory, ‘caring as worrying’ and
Bergs (2002) study, which reported carers often
neglected their health in the shadow of their
partner’s illness.
Participants admitted they often felt unwell, with
non-specific symptoms. One participant admitted
after the tape had been turned off:
“just can’t understand it... never used to be
like this... silly really... just been told I have
blood pressure problems and should relax...
that is a joke, isn’t it?”
Participants felt there was “very little time for
me”. Of particular concern is that Schulz and
Beach (1999) concluded that being a caregiver is
an independent risk factor for mortality amongst
elderly spousal caregivers.
Improving carer’s health was a central theme
within the Carers UK (2005) manifesto. However
participants were very mindful of limited
resources within healthcare:
“wards are closing... no beds, no money for
staff... so if I was ill who would look after
my wife?”

Vision of the future
Although feelings of acceptance and hope
were displayed in this study, the majority of
participants however adopted a more pessimistic
view with one stating:
“it’s like a merry go round... ulcer goes on
and on and so do I.”
Several participants related their caring
experience as “part of getting old” or asked,
“what can we expect at our age? Many were
“clutching at straws” despite the fact they felt the
ulcer showed little signs of improvement. Hope
was certainly a characteristic portrayed, with one
participant explaining, “well the ulcer has healed
before”. Hodges et al. (2001) maintains that hope
is a function of human spirit and a fundamental
will in life, which is a necessity for survival

(Herth, 1990). Two participants expressed such
optimism, “getting our life back on course,” and
expressed specific goals like “needs to be healed
by the spring”. However not all participants
displayed such feelings, one reporting that “life
was on hold” due to the unpredictability of the leg
ulcer. Morison and Moffatt (1994:2) quote an old
adage “once an ulcer patient, always a potential
ulcer patient”. Such a quote certainly reflected
some of the feelings of participants: “ulcers
always come back, no matter what”.
Some participant’s felt they were missing out:
“We want to get our life back together...
time is too short and I feel as if we have
missed a whole year... when is it going to
end?”

Core Category: “In sickness and in
health”
The core category, which encompassed feelings
of duty versus guilt, provided a story line
for this study. As advocated by Strauss and
Corbin (1998) this core category, in sickness
and in health, provided a link to all the major
categories. Participants recognised that “being
together” and “looking out for each other” was
of paramount significance. Without exception all
the participants viewed their caring role seriously
and although feelings of stress and worry were
expressed, this was due to participants “wanting
to do their best”. Commitment was certainly
evident with participant’s strongly stating it was
their duty, “come what may.”
Many participants stated they did not view
themselves as a carer but as a wife or husband.
Such a lack of recognition has been highlighted
by Carers UK (2004). Benner and Wrubel (1989)
propose that caring gives meaning and structure
to life. This was certainly evident within this
study;
“we have each other and that is it... plus
this damn ulcer... which is always such a
worry…”
Participants displayed a strong inner sense
of duty and love: “we are committed to each
other.” According to Ohman et al. (2003) it is
inherent within human nature to meet the most
primary needs and desires of people we care
for. Entangled with such feelings of love and
commitment, participants expressed strong
feelings of resentment and felt “like a prisoner”,
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which was quickly followed with feelings of
remorse and guilt.
“Why me? I get so angry... can’t go out
together... then I calm down when I look at
other people...”
Despite carers being under considerable strain,
physically and emotionally, all the participants
without exception were determined to continue
to care, expressing “we’ve had the health bit...
now it’s the sickness bit” and “just hope I can
keep going.” However living together and caring
has proved to be a very significant predictor of
strain for carers (Herlitz and Dahlberg, 1999),
as according to Bergs
(2002), carers lose
their self-identity and
are unable to separate
themselves from their
chronically ill partners.
Participants expressed
feelings of loss of
self, which was also
accompanied with role
reversal within their
marital relationship.
This often led to
feelings of conflict:
“expects me to do
things he used to do...
but just can’t do it.”

we’ve had
the health
bit... now
it’s the
sickness bit

Some participants felt
their role as a carer had
affected their marital
relationship, attributing this to the leg ulcer:
“unable to be physically close”. When examining
the wider literature it becomes apparent that
chronic illness has a significant impact on
interpersonal relationships (Larsen et al. 1998)
with Smith et al. (2004:241) suggesting carers
experience a transformation from that of ‘husband
and wife’ to ‘patient and carer’. The majority
of participants “longed for some affection,” and
missed their partner “as he was”, stating:
“he is a changed man... so am I, come to
that... no longer the couple we used to be”
Inconsistent or lack of information led to stress
and conflict in the marital relationship: “we
are not singing from the same song sheet”.
According to Cleary et al. (2005) conflict has an
inevitable impact on relationships as it affects the
expectations.
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Participants expressed feelings of pride and
“doing our best” in what were often difficult
circumstances and always wanted to be included
in any decision- making. Finding meaning
through care-giving has been associated with
a positive psychological outcome (Hunt 2003,
Lundh,1999). Cain and Wicks (2000) maintains
that caring for a loved one is a rewarding
experience, especially when the carer is
supported. This was particular apparent for one
participant in this study, who was supported by
her family and a “wonderful district nursing
team.”

Conclusion
This study aimed to explore the feelings and
experiences of informal carers looking after
someone with a chronic venous leg ulcer.
Participants had their own stories to tell but
central to this was a strong, inner sense of
duty and love, which was accompanied with
commitment. However, a recurring plea was for
recognition and support from health professionals
and other agencies. Although this is an uncharted
subject area, these findings have mirrored other
carers’ experiences. It is hoped that such findings
will add to the growing body of literature
surrounding carers’ experiences.
To conclude, it is anticipated that due to the future
demographic changes there will inevitably be an
increase in the number of elderly informal carers
within the UK. Therefore there is an urgent need
to grasp every opportunity to meet carer’s needs
and provide support this undervalued group of
VR
carers.
This research study was submitted in partial
fulfilment of the requirements for the degree
of MSc Advancing Practice (Tissue Viability)
of the University of Hertfordshire, Hatfield,
Hertfordshire. Special thanks to my supervisor,
Madeleine Flanagan, for her continuous support
and encouragement throughout the past few
years.
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Planning and developing
a healed leg ulcer service
in a nurse-led clinic
Annette Downe

T

he author is the recently appointed
caseload manager of a nurseled leg ulcer clinic in a London
Borough. The clinic has been running
for several years and is the only
specialist nurse-led leg ulcer clinic in
the PCT. The clinic is staffed by district
nurses working on a rota basis. The
clinic aims to improve healing rates
and quality of life for patients with leg
ulceration in keeping with other clinics
(Moffatt, et al, 1992; Franks et al 1994;
Vowden, Barker & Vowden, 1997).

The effectiveness of compression bandaging for
venous leg ulcers and the growing number of
healed leg ulcer patients means that there is now
a need to focus on prevention (Dowsett, 2004;
Flaherty, 2005).
In an effort to improve service provision for
patients with leg ulcers, care of the patient with
healed leg ulcers was identified as an area for
development.

Review of current service provision
for patients with healed leg ulcers

Annette Downe

Current service provision is limited to redoppler assessment and measurement for
compression hosiery every 6 months. There is
a lack of emphasis on after care; this reflects
what is happening nationally where prevention
is generally not well targeted and provision is
patchy (Vowden & Vowden, 2006). Due to the
chronicity of leg ulceration, Flanagan, Rotchell,
Fletcher and Schofield (2001) recommend that
more attention is given to health promotion and
encouraging positive attitudes with prevention of
recurrence in leg ulcers. Dowsett (2004) goes as
far to say that effort spent on healing is wasted
unless preventative measures are in place.
It is anticipated that with the considerable cost
of treating leg ulceration and the effect on
quality of life that having an ulcer can have, the
development of a healed leg ulcer service could
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reduce costs for the PCT and improve quality
of life for patients. Furthermore, this would also
raise standards of care provided by the clinic and
promote evidence based practice.

Literature review
A search strategy was conducted using the
databases MEDLINE, CINAHL, with key words
leg ulcer*, healed leg ulcer*, healed leg ulcer
clinic*, recurrence, prevention of recurrence, reulceration.
The search resulted in finding some papers
reporting dramatic reduction in recurrence of
leg ulceration when there are specific clinics for
patients whose leg ulcers have healed (Bentley,
2001a; Edwards et al, 2005). There were several
papers assessing the Leg Club® model (Lindsay,
2004) which encouraged patient empowerment,
incorporating the idea of the patient becoming the
expert in their care (DoH, 2001). Lindsay (2004)
reports that recurrence rates have fallen to less
than 4% per year. Many nurses have been inspired
by the Lindsay Leg Club® to set up their own
leg clubs with similar results (Seymour, 2005;
Dalzell, 2005; Bawden & Lindsay, 2007). This
indicates that the focus is gradually changing
from predominately healing to prevention and
more holistic care.
Compression hosiery is seen as the main
treatment for prevention of recurrence (Vowden
& Vowden, 2006), especially for those patients
to whom surgical interventions are not possible.
Although studies have shown that high
compression can help reduce recurrence, in a
Cochrane review Nelson, Bell-Syer and Cullum
(2007) found there was no strong evidence to
confirm it. There is clearly more to prevention
than putting people into hosiery and this is
why specific healed clinics have been started.
Prevention also involves partnership, health
education and social support.

Patient Survey
All the patients (n=32) attending the clinic were
asked to fill out a survey to determine whether

they would like a healed clinic (Fig 1). A small
audit was carried out to determine the current
percentage of recurrence in the clinic, which was
then compared to the findings in the literature.
The clinic was found to have a higher percentage
of recurrence (78%) than the literature suggests
(60-73%) (Cornwall, 1990; Edwards et al, 2005).
However, the high percentage could be partly
explained by the fact that referrals to the clinic
are often patients who have had recurrence of
ulceration before. Further audit is required to
ascertain the exact number of patients who have
had a recurrence since attending the clinic.
Would patients like a healed clinic?
92% were in favour of clinic
8% were not in favour

46% would like > 1 a month
46% would like 1 a month

8% would like < 1 a month
Fig. 1 - Results of patient survey

Presenting the plan
Information was gathered from the literature,
combined with the data from the clinic and
then presented to nurses and managers who are
involved with the leg ulcer clinic.
The feedback from the presentation was very
positive, and there was a consensus that targeting
prevention would be beneficial. At the meeting
the following aims and objectives were set out:
•

•
•
•
•
•
•

Form a committee involving nurses and
other health care professionals including
a health psychologist to plan the
development of a healed leg ulcer service

Write an action plan with time frames and
goals

Set a day each month that will be arranged
for the re-doppler clinic
Finalise a copy of the patient education
leaflet  and send off to manager to forward
for approval
Investigate potential venue for the healed
clinic to be held

Start an ongoing audit of recurrence rates
for comparison/measurement in 1 year etc.
Visit  other leg ulcer clinics to gain
understanding of how other areas provide
follow-up care for healed patients

•

Disseminate knowledge to district nurses

Supporting factors were identified such as
building on what is already established,
enthusiasm from the nurses, patients in favour of
a healed clinic and good facilities. Restraining
factors were felt to be time pressures, finances,
staff changes and shortages.

Action plan
Immediate progress
Organising the re-doppler dates was the simplest
of the changes to be made. It was agreed to
dedicate one clinic day each month to bringing
people in for re-doppler. Although it is a very
small change it encourages a greater sense
of priority to the nurses and patients of the
importance of healed ulcer care. In the long term
plan it may be possible to run the healed leg ulcer
clinic on the same day.

Gathering information
Start an ongoing audit of patients who have
recurrence from the clinic documenting length of
healed time, affected leg and contributing factors.
The rationale for this is so that we can gain a
more accurate picture of recurrence patterns
and possible causes in the clinic. This will also
indicate the success of a healed ulcer service once
it is in place.

Developing an education leaflet
The first stage was to make a draft copy of the
education leaflet and then look at other leaflets
such as the Leg Ulcer Forum leaflets (www.
legulcerforum.org) to compare information
and check that important points haven’t been
missed. This was done with the help of a health
psychologist who is undertaking research at the
clinic. Regular meetings were arranged to discuss
and plan the content of the leaflet. Edwards et al
(2005) found in their study that one of the main
reasons that patients were not concordant in their
treatment was due to lack of understanding of
their condition. Education leaflets are important
in reinforcing verbal information and help
patients to absorb the information better (Taylor,
1996). Taylor (1996) also identifies the role that
education leaflets can have for other health
professionals; as they can support the health
professional in giving consistent information.
Discussions with other community nurses has
highlighted that there is a lack of consistency
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in terms of follow-up and education the healed
leg ulcer patient in the district nursing teams.
Producing a general leaflet would help to avoid
that.

The healed clinic
Planning and preparing for the opening of
the clinic will need a team of people working
together. A planning team will be formed,
including nurses at the clinic, health psychologist,
district nurse manager and possibly a patient
from the clinic. To plan a service effectively for
patients we need to listen to them and involve
them in the plans. Working in partnership with
patients encourages autonomy and improves
quality of care (Bentley, 2001b). The team could
meet monthly to update on the progress, share
ideas and delegate jobs that need to be done.
The most challenging area of developing a healed
leg ulcer service would be planning the structure
and aims of the healed leg clinic and when it
could open. Lindsay has founded a Leg Club
model which encourages patient empowerment
and takes the care out of a clinical setting
(Lindsay, 2004). There are many positive aspects
of the model, and much can be learned from it
when developing a healed leg ulcer clinic. The
team were keen on the idea of a ‘drop-in’ clinic
and felt that some of the main aims could be
adapted to a clinical setting, with the exception
of treating patients collectively. The patients
who attend will predominately be healed, but
a separate room in the original clinic would be
available during the clinic for private discussion
and examination.
The principal aims are:
•
•
•
•
•
•

Meet the social needs of the patient
by creating an environment for social
interaction, peer support and empathy.

Build up patients’ self-esteem by reducing
the stigma of leg ulceration.
Minimise recurrence by monitoring and
well-leg checks.
Encourage informal opportunities for
health promotion and education.

Achieve concordance through informed
beliefs.
Deliver continuity of care through a
coordinated team approach

(Lindsay 2004)
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Looking forward
Once the structure and aims have been developed
the next step would be to contact other health
care professionals, eg dietician, physiotherapist,
psychologist and podiatrist, to ask if they would
be willing to come and speak at one of the clinic
sessions. Organise a programme with dates of
speakers. Look into health education tools that
could be used such as videos and posters etc. New
initiatives are developing all the time. Gibbins
and Davis (2007) have been working on a ‘look
after your legs’ CD that uses music as a medium
to inform patients on various aspects of healthcare
and prevention. They have also used different
musicians to take into consideration the different
cultural backgrounds of the patients.
The final stage would be to set a date and plan
for the opening of the clinic. Produce a leaflet
to invite people along to the clinic and advertise
the opening date. Send the leaflet to patients who
are on the re-doppler list to invite them to the
healed clinic. Email the information to the district
nurse caseload managers so they can pass the
information on to their patients. Initially run the
clinic once a month but review after 6 months and
evaluate audit data.

Conclusion
The setting up of a new service will require
enthusiasm, imagination, determination
and resources of time and money. It will be
challenging, and new skills and knowledge
will need to be developed. It will equally be
very rewarding and exciting and will have a
significant effect on reducing recurrence rates and
costs to the trust, as has been the case in other
areas. It will also promote a greater emphasis
on partnership and patient empowerment which
will ultimately bring a better quality of life to the
AD
patient.
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Wound Care Packs
for the homeless
Gail Powell and Jaci Monk

I

n my role as a leg ulcer nurse
specialist in Bristol PCT, I work
with a variety of client groups and
healthcare professionals. A new area
I have become involved with is the
homeless population, which is a younger
client group than normally seen in a leg
ulcer clinic.

Many homeless people incur skin and soft tissue
infections and chronic limb ulceration and other
chronic wounds. Many of these wounds are
linked to injecting drugs – in Bristol, primarily
heroin and crack. The routes include intravenous
injection but may also include subcutaneous or
intramuscular injecting, commonly known as
‘skin popping’ (Lloyd-Smith et al 2005).
Most injecting drug users are people aged
15-44 years, but no national data exists for the
prevalence of injection drug use in England
(Health protection Agency 2005). Devey (2007)
found that the age range of clients treated at the
clinics in Sheffield in the needle exchange and
homeless hostels have a similar age range. Studies
also suggest that drug misuse among the homeless
population is between 2 and 7 times higher than
that in the general population (Fisher 1991 &
Drake et al 1991). As injecting drug misuse is
increasing globally, not just in the UK (DOH
1999) this will have significant implications for
health care commissioners and practitioners, who
need to respond to the physical and mental health
needs of people who inject drugs (Binnie and
Nicolson 2002 ).

Gail Powell

CNS Wound Care Service

Jaci Monk

Primary Care Nurse H&ASH
Bristol PCT
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Skin and soft tissue infections, as well as vascular
disease, are a common problem. There has been
an increase in hospital admissions with many
wounds being infected with MRSA and other
reportable bacteria such as wound botulism
(clostridium botulinum), streptococcus and
staphylococcus that can progress to cause severe
diseases such as endocarditis and pneumonia.
This is occurring in an already compromised
population many who are already hepatitis C
positive. Antibiotic and anticoagulant therapies
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are not always taken correctly or at all due to the
inability to store such medications when homeless
and many patients are lost to follow up.

Aim
Meeting weekly with the Primary Healthcare
nurses for the homeless service (H&ASH nurse).
It appears that many wounds being dressed are of
the lower limb. Many clients never receive proper
treatment for their leg ulcers as Devey (2007) also
found before setting up clinics in well established
projects for the homeless people and IV users.
Clients dress their wounds with J cloths, toilet
paper and even newspaper if they can not
access suitable or sterile dressings. Wounds are
frequently left to the air, with exudate dripping
into shoes, socks and onto jeans. Listening and
speaking to the clients that attend the clinics it
appears that prejudice and poor attitude is quite
common, alienating an already socially excluded
group and deterring them from seeking regular
healthcare, (Gallagher 2001). Some clients have
reported “It’s the looks some nurses give me
that make me feel like dirt”; “I have heard them
say ‘here’s the druggie’, ‘He’s back again and
the reception is smelling’ and ‘I hope he doesn’t
come back, my time is needed on those that
deserve my help’”, to highlight just a few shared
conversations.
In Bristol the Harm Reduction Strategy group
in collaboration with Safer Bristol Partnership
concluded that an information leaflet would
promote self care and raise awareness amongst
injecting drug users. This would enable them to
recognise the signs and symptoms of infection
and provide information regarding safe and
effective ways to undertake care of their wounds.
One of the group members, a service user,
suggested including some simple dressings in
a pack that could be used until professional
help could be sought. Homeless IV drug users
tend to lead chaotic lifestyles and find keeping
appointments difficult, resulting in missed GP and
treatment room appointment for dressing changes
(Binnie & Nicholson 2002).

Methods
One of the H&ASH nurses and myself put
together a leaflet, on a durable post card size (see
Fig 1) with a basic dressing pack made up of
sterile non adherent dressings, bandages, tape and
hand gel. A bag was also included to encourage
the safe disposal of dirty dressings. (See Fig 2)
The packs were put together by volunteers, and
given to various groups that engage with the
homeless population, eg Bristol drug project
(BDP). This was after education sessions which
covered the different type of wounds, hand
washing and skin and soft tissue infections.
They were also placed where help could be
sought (with trained nurses in A&E, and in walkin centres, homeless health service clinics, and
drop-in centres).

Fig 1: Basic dressing
pack and advice leaflet

Results
Initial funding has been for 300 packs, and the
cost for each pack worked out to approx £1.50.
The information leaflet was printed and funded by
a grant from Smith and Nephew.
Funding has been obtained from the PCT’s public
health budget. Once evaluated, it is hoped that the
money for pack provision will be ongoing from
the same source.
The project has enabled the primary health care
nurse and the leg ulcer nurse to work together, to
facilitate training on problems encountered by the
homeless and injecting drug users, incorporating
wound types, infections and cellulitis. Nursing
roles have been highlighted and promoted, with
the client being central to the project.
So far, feedback has been positive from
service users and healthcare professionals.
GP/JM
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Chronic oedema
and lymphoedema
Jane Harding

C

hronic oedema is the term used
to describe oedema that has been
present for longer than three
months (Jenns, 2000). It remains a
poorly recognised condition, yet in an
epidemiological study in South London
it is estimated that it affects 1.33 / 1000
population. This figure was found to
increase in the older population to
approximately 1 in 200 people over 65
years, and to 1 in 100 of people over 85
years (Moffatt et al, 2003). Therefore, it
is not a condition to be ignored!

Chronic oedema develops in time from many
different causes, but can be simplistically
classified as lympho-static, venous and lymphovenous oedema, lymphoedema and lipoedema.
Lympho-static oedema: associated with
immobility and dependency, leading to poor
venous return from the lower leg. This results in
increased capillary filtration as a result of high
capillary pressure, and an associated increase in
lymph formation. The lymphatic system becomes
overloaded and cannot cope, and swelling
develops typically in both lower legs.
Lympho-venous oedema can develop from
venous oedema. Venous oedema develops as
a result of venous pathology (such as a Deep
Vein Thrombosis) or venous insufficiency,
which causes increased capillary filtration due
to high capillary pressure, and a corresponding
increase in lymph formation (oedema). Prolonged
venous hypertension can damage the superficial
lymphatic system, leaving it deficient. This in turn
further exacerbates the venous oedema because
the lymphatic system becomes over-loaded and
lympho-venous oedema develops. Depending on
the venous pathology, this maybe present in one
or both legs.

Jane Harding

Macmillan Lymphoedema
Specialist Physiotherapist
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Lymphoedema: there is a defect within the
lymphatic system resulting in inadequate and
reduced lymph drainage. Capillary function is
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normal, as is the lymphatic load, but because
the lymphatic transport system isn’t functioning
properly, lymph remains in the tissues causing
swelling. The swelling, although most commonly
occurring in the arms or legs, may develop
anywhere in the body depending on where the
lymphatics are affected (head and neck, trunk,
breast, genitals) (Morgan et al, 2005).
To simplify understanding, comparison can
be made with rubbish collection services – in
lympho-venous and lympho-static oedemas,
the amount of rubbish (lymph) increases whilst
the number of rubbish collectors (lymphatics)
remains the same. In lymphoedema, the amount
of rubbish remains the same, while the number of
collectors is reduced
Lipoedema: this is not a condition of fluid in the
tissues although leg swelling is the symptom.
Patients (typically female) present with bilateral
and symmetrical swelling of the legs, yet the
feet remain unaffected. It may also affect the
arms with the wrists and hands spared. The
swelling can be characterised by tenderness and
a predisposition to bruise easily. It occurs as a
result of an excessive deposition of subcutaneous
fat cells, and as well as being associated with
puberty, it can also be hereditary. Lipoedema is
often confused with obesity, and management
is difficult. Whereas dieting can be effective in
obesity, in lipoedema it is not and this can have a
profound psychological impact on the patient.
Lymphoedema may be caused by primary
(intrinsic) or secondary (extrinsic) factors
(Browse et al, 2003).
Primary lymphoedema develops where there are
intrinsic defects within the lymphatic system.
These may be evident at birth (congenital),
hereditary (familial), present on or around puberty
(lymphoedema praecox) or later around the age of
35 (lymphoedema tarda) (see Fig 1).
Secondary lymphoedema develops as a result of
extrinsic factors. Most commonly in the Western
world this is due to cancer and it’s treatments,

(see Fig 2) but other secondary factors may affect
the lymphatic system such as surgery, trauma,
infection, and self-mutilation

Management of Lymphoedema
The basic management of chronic oedema
is the same regardless of cause. Holistic
assessment of the patient is essential – not only
of the affected area but also considering and
addressing predisposing factors (eg obesity)
and the psychological effects of the condition
(Lymphoedema Framework Project, 2006).
The British Lymphology Society (BLS, 2007)
recommend that following assessment of
patients with lymphoedema, four cornerstones of
management should be implemented– skin care,
compression, exercise and lymphatic massage.
Skin care – meticulous skin care is essential to
ensure the skin is kept clean, supple and well
moisturised. It is important to maintain skin
integrity, protect it from injury and prevent
infection and the risk of lymphorrhoea (leakage of
lymph through the skin).
Compression – this is important to reduce,
restrict and control the oedema. This may be
applied with bandages or compression hosiery.
The level of compression applied, whether
stocking or bandages, will depend primarily
on vascular assessment and arterial status, and
secondarily on what the patient can tolerate or
who is to apply the stocking.

Fig 1: a 45 year old man with primary lymphoedema
of both lower legs which developed at age 39 years
(Lymphoedema tarda)
Fig 2: Lymphoedema of right leg following
surgery for gynaecological cancer

Exercise: it is important to stimulate lymphatic
function. Immobility and dependency compound
oedema formation, so it is very important to
consider and encourage movement and exercise
for all patients with a chronic oedema; for those
unable or unwilling to move, this may require
referral to the physiotherapy service.
Lymphatic massage: this is a gentle technique
to promote lymphatic flow. Manual lymphatic
drainage is performed by a specially trained
therapist, and a simple version can be taught
to the patient and their carers. However,
although this may be recommended for people
with lymphoedema, for many patients in the
community with chronic oedema it would not be
appropriate.
Patients with lymphoedema are empowered to
self-manage their swelling, and are taught the
four cornerstones of care. Those with mild to
moderate swelling are encouraged to carry out
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a maintenance routine to suit them which may
include daily skin care, wearing a compression
garment, simple massage and exercise.
Those with severe swelling require intensive
intervention from a specialist lymphoedema
therapist, involving daily attendance for two
or three weeks at clinic for skin care, manual
lymphatic drainage, multi-layer bandaging and
exercise. Following this, the patient resumes the
maintenance programme – the intensive phase
will be repeated six monthly if possible until
such time as the swelling is controlled under the
maintenance regime.
However, many with lympho-static or lymphovenous oedema are not physically able to carry
out the above, and management should be adapted
to suit the patient. Where self-management is not
possible, healthcare professionals should take on
that role.
Those known to be at risk of developing chronic
oedema /lymphoedema should be informed of the
risk factors, and where to go for help and early
intervention if and when the need arises. Where
risk cannot be determined, early intervention and
management strategies are essential.
All patients at risk of developing lympho-static
or lympho-venous oedema should receive advice

28
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on meticulous skin care and exercise, and be
encouraged to wear low-class compression
hosiery as soon as that risk is detected.
Recognising the risk of developing chronic
oedema/ lymphoedema is jointly the
responsibility of all healthcare professionals
involved with the patient’s care, as prevention
and/or early intervention are a cheaper option
than managing a chronic oedema that has been
JH
allowed to progress and deteriorate.
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Lower limb ulceration
in rheumatoid arthritis
Jill Firth

L

ower limb ulceration occurs
frequently in patients with
rheumatoid arthritis (RA) and
poses challenges for nurses in terms
of assessment and management.
This article examines the underlying
aetiology of ulceration in this client
group and the implications for nursing
practice.

The size of the problem
Lower-limb ulceration affects around 1.8%
of the population, with prevalence increasing
with age (Graham et al, 2003). Between 8 and
9% of patients with rheumatoid arthritis (RA)
have been found to have open or healed leg
ulceration (Thurtle & Cawley, 1983; Wilkinson
& Kirk, 1965), although the research in this
area is somewhat dated. In terms of the nursing
workload, this constitutes 9-12% of all leg ulcer
patients known to health professionals (Baker,
Stacey, Jopp-McKay et al, 1991; Callam, Harper,
Dale et al, 1987; Johnson, 1995; Moffatt &
O’Hare, 1995) and this rises as high as 18%
when foot ulceration is included (O’Brien, Grace,
Perry et al, 2000). While less is known about
the frequency of isolated foot ulceration in RA,
the author’s doctoral research suggests that 10%
of patients with RA will have a history of foot
ulceration (Firth, Hale, Helliwell et al, 2008).

The disease process
The frequency of leg ulceration in patients with
RA is over twice that reported in patients with
degenerative arthritis (Thurtle & Cawley, 1983).
This offers some indication of the impact of the
inflammatory process that is characteristic of
RA in relation to tissue breakdown. RA is the
most common form of inflammatory arthritis and
affects around 387,000 people in the UK, which
is roughly 0.8% of the adult population (Arthritis
Research Campaign, 2002). RA is characterized
by an unpredictable course of ‘flare ups’, (where
the joints are inflamed and the symptoms worse)

and periods where the disease is well controlled
or quiescent.
RA primarily causes inflammation of the synovial
membrane of the joints and tendons but it is a
systemic disease and common features include
early morning stiffness, fatigue, anaemia and
weight loss. The inflammatory process can also
affect other organs and systems in the body,
including the skin, heart and blood vessels, lungs,
eyes and nervous system.

Aetiology of lower limb ulceration
Leg ulcers in RA are often attributed to vasculitis
(inflammation of the blood vessels) (Hafner &
Trueb, 1999; McRorie, Jobanputra, Ruckley et al,
1994) although there is little evidence for this as
few studies have critically evaluated the role of
individual risk factors in ulceration. Those that
have concluded that the aetiology of the ulcers
was multi-factorial, with venous and arterial
insufficiency, trauma or pressure to be factors
commonly involved (McRorie, Ruckley, & Nuki,
1998; Pun, Barraclough, & Muirden, 1990;
Thurtle & Cawley, 1983). However, these studies
had small sample sizes.
Further work is needed to identify risk factors
specifically for foot ulceration in RA. However,
it is likely they share some common features with
leg ulceration, alongside factors which pertain
more specifically to the foot, such as ill-fitting
footwear and raised plantar pressures.
Establishing the aetiology of lower limb
ulceration in patients with complex medical
pathology is not straightforward. However, an
understanding of the disease process and its
effects on the lower limb and tissue viability aids
the assessment process and provides clues to
possible aetiology.

Venous and arterial insufficiency
Patients with RA experience an increased
frequency of peripheral vascular disease (Alkaabi,
Ho, Levison et al, 2003), and the consequent
lack of perfusion of blood to the lower limb
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decreases tissue resilience and may contribute
to the progression of tissue damage progressing
to ulceration. The development of atheroma
is a dynamic inflammatory process that has
similarities to the inflammation occurring in joints
in RA (Bacon & Townend, 2001).
Patients with RA should be screened carefully for
the presence of peripheral vascular disease as a
component of leg ulceration. Assessment should
include history taking and Doppler measurement
of Ankle Brachial Pressure Index (ABPI) in
accordance with the RCN guidelines (Royal
College of Nursing Institute, 2006). Arthritis
of the knee and ankle may also affect blood
and lymphatic flow to the lower extremities by
impairing the action of the venous muscle pump.
Smoking is known to affect tissue viability at
a number of levels. It is also an important risk
factor for atherosclerosis, tissue ischaemia and
vasculitis and is associated with more severe RA
(Albano, Santana-Sahagun, & Weisman, 2001;
Turesson, Schaid, Weyand et al, 2006). Smoking
cessation advice and support should be made
available to patients and the potential benefits
explained.

Vaculitis
In RA, vasculitis is likely to involve the small
blood vessels and manifest itself most commonly
as a pupuric, non-blanching rash or ulceration,
usually in the lower leg and dorsum of the
foot. Vasculitic ulcers can also occur in areas
of previous pressure or friction and may affect
the extremities (involving the fingers and toes);
or in association with Pyoderma Gangrenosum
(ulceration of the skin thought to be mediated by
the immune system).

Figure 1: Vasculitis
of the foot
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Vasculitis is associated with more severe,
established RA and has been estimated to affect
only 3.6% of patients at any given time (Turreson,
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O’Fallon, Crawson et al, 2003). However, it may
occur more frequently at a sub-clinical level and
should be suspected if ulcers appear suddenly and
rapidly enlarge. There are often multiple, painful
ulcers with a ‘punched out’ appearance, indurated
(fibrous) wound base and inflamed wound
margins (Figure 1).
If vasculitis is suspected due to the clinical
appearance / non-healing ulceration, specialist
advice should be sought from the patient’s
rheumatology team. In addition a skin biopsy
may be required to confirm a clinical diagnosis.
Even with the very best nursing care and an
optimal wound-healing environment, a vasculitic
ulcer will not heal without intervention to
control the inflammatory process, usually with
a combination of corticosteroids and cytotoxic
drugs.

Pressure and other trauma
Older people attending outpatients with RA have
been shown to be twice as likely to develop a
pressure ulcer (Margolis, Knauss, Bilker et al,
2003). Reduced mobility is just one factor that
may contribute to an increased risk of pressure
in the lower limb. Clearly reduced mobility as a
result of the physical effects of an inflammatory
arthritis may contribute to pressure on the calf
and heel, but fatigue is a common feature of RA
and may decrease motivation to mobilize and
change position. Patients with RA are also more
likely to experience depression, associated with
pain and disability, and this can further reduce
physical activity and social participation (Dickens
& Creed, 2001).
Nodules are a possible risk factor for pressure
ulceration and their presence should be noted
in any risk assessment so that skin integrity can
be monitored. Nodules tend to occur over bony
prominences where the skin and subcutaneous
tissues are already under increased stress,
most commonly the elbows, heels and sacrum.
Rheumatoid nodules are firm, moveable
subcutaneous lesions of variable size and number,
with an inner core of necrotised collagen, fibrin
and cell debris. Around a quarter of patients with
RA are affected, particularly those with more
severe disease (Kaye, Kaye, & Bobgrove, 1984).
Surgical excision is usually only considered if a
nodule is causing specific problems at a site or
emotional distress, as they can regress at any time
and may also recur at the same site.

Lower limb ulceration in rheumatoid arthritis  
(continued)

Footwear
Ill-fitting footwear is a major cause of pressure
and trauma for patients with RA for a number of
reasons. For example, fluctuations in soft tissue
swelling, as a result of disease activity mean that
patients can fluctuate between shoe sizes and are
likely to experience pressure from footwear at
times of active disease. This may be exacerbated
by dependent oedema that may occur as a
consequence of reduced mobility.
Foot deformity is a feature of RA which is less
swift to change, but may progress slowly over
time. Typical foot deformities in RA include
subluxation of the metatarsal heads, hallux valgus
with bunion deformity and hammer or claw
toes. High street shoes are often of inadequate
toe box height and width, which causes pressure
and friction at the interface between bony
prominences and the surface of the shoe, leading
to tissue damage.
The most common sites for ulceration in the
foot are the dorsal aspect of hammer toes, the
metatarsal heads and the medial aspect of the first
metatarsophalangeal joint associated with hallux
abducto-valgus (bunions). Inter-digital pressure
can also arise as a result of deformity and tissue
damage can be caused by pressure from a
neighbouring toe or nail. Referral to a podiatrist
for skin and nail care can help in the prevention
and management of ulceration.
The risks of trauma are also increased if there is
a loss of protective sensation. This will be dealt
with later in the article.

to an orthotist for the provision of customized
insoles to redistribute pressure is often
appropriate. This should, however, be combined
with a footwear assessment to ensure there is
adequate space and depth in the patient’s shoes to
accommodate the insole.

Neuropathy
Reduced protective sensation may contribute
to the progression to ulceration in the foot by
delaying the detection of tissue damage at an
early stage. Peripheral neuropathy has been
shown to occur subclinically in patients with RA
(Lanzillo, Pappone, Crisci et al, 1998) and may
have been previously underestimated. In a recent
study, reduced protective sensation affected 59%
of patients with RA, compared with only 12.5%
of controls (Wilson & Kirwan, 2006).
Sensory screening should be carried out if loss of
sensation is suspected – monofilament testing
is a quick, economical and reliable means of
assessment. Sensation may be reduced by the
presence of callus and if the callus is noticed at a
test site, monofilament testing should be carried
out on a non-callused area as close by as possible.
If a new loss of sensation is noted this warrants
further investigation as it may be indicative of
nerve entrapment, distal sensory neuropathy,
mononeuritis multiplex (a neurological disorder
that involves damage to at least two separate
nerve areas) or, less commonly, a sensorimotor
neuropathy in connection with vasculitis.

Figure 2: Ulceration
and callus over the
metatarsal heads

Raised plantar pressures
The plantar aspect of the foot is a potential site
for ulceration in the foot. In RA, subluxation
of the metatarsal heads is a common deformity,
in which partial dislocation of the bones in the
joint displaces the plantar fat pad and results in
prominent bones just lying below the skin. This
leads to focal areas of high pressure, exacerbated
by changes in loading patterns in gait. Callosities
and bursas (fluid-filled sacs) may initially form
to protect vulnerable tissue, but ultimately may
increase local pressures further (Woodburn &
Helliwell, 1996) (Figure 2).
Debridement of callus is thought to reduce
focal pressures, although the evidence to date
is inconclusive and suggests short term benefit
(Davys, Turner, Helliwell et al, 2005). Referral
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To prevent tissue damage, patients who are
affected should be advised to inspect their feet
daily, be fitted with appropriate shoes, avoid
barefoot walking and protect feet from extremes
of hot and cold.

Other contributory factors
There are a number of other systemic factors
that may contribute to the increased risk of
lower-limb ulceration in this client group (Box
1). These include anaemia, weight loss, poor
nutrition and the side effects of medication (Firth,
2005). Although dealt with briefly here, these are
discussed in more detail elsewhere.
Contributory factors to lower limb ulceration
Venous and arterial insufficiency
Vasculitis (figure 1)
Pressure/trauma – reduced mobility, nodules, ill fitting footwear
Raised plantar pressures
Neuropathy
Other factors affecting tissue viability
Reduced self-care capacity
Anaemia
Impaired nutrition
Side-effects of medication
Box 1: Contributory factors to lower limb ulceration

The anaemia of chronic disease is not the same
as an iron-deficiency anaemia, although this may
also be a problem for some patients. The anaemia
of chronic disease is associated primarily with
impaired utilisation of iron and may partially
respond to disease control. However, it is often
a persistent feature for many patients and affects
the quality of the blood perfusing the tissues,
which impairs healing.
Weight loss is a similarly well recognized
feature of active RA and occurs regardless of
dietary intake. However, while the metabolic
consequences of RA cannot be easily addressed
and do not necessarily reflect malnutrition,
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appetite and nutritional status should be carefully
assessed and referral to a dietician considered as
appropriate.
The ability to shop, prepare and consume
food may be impaired. Occupational-therapy
assessment can facilitate the provision of
aids, adaptations and social services support,
depending on the needs of the individual person.
RA can affect the temporomandibular joint, which
can restrict mouth opening and make chewing
painful, in which case small amounts of soft
food may be necessary. Secondary Sjogren’s
syndrome, a condition which causes reduced tear
formation and salivary flow, may also occur.
People with RA may find personal skin care
difficult. Skin hygiene may be hindered by
access to a bath or shower, and bathing, drying
and inspecting the skin requires a combination
of reach, manual dexterity and visual acuity.
Physiotherapists and occupational therapists are
key professionals to promote optimal mobility
and maximize self care capacity.
The role that podiatry plays should not be
underestimated. The pathway to ulceration in
the foot is likely to be multi-factorial – skin and
nail care, foot biomechanics and footwear fit are
important factors to address in the management
and prevention of lower limb ulceration.
Medication is unlikely to be a key contributory
factor in the aetiology of ulceration but is an
important factor to consider in delayed healing
and infection rates, as discussed elsewhere (Firth,
2005). The exception to this is corticosteroids,
which may indeed increase the risks of tissue
breakdown due to skin fragility, as well as
interfering with both the inflammatory and
proliferative phases of tissue repair and increasing
the risks of infection.
Immunosuppressant disease-modifying drugs
are used as steroid sparing drugs and include
cytotoxic drugs, eg methotrexate. Cytotoxic
drugs target the inflammatory cells responsible
for the disease process in RA, but also suppress
the inflammatory cells that are activated in
tissue repair and increase the risk of infection.
Methotrexate is often discontinued prior to
elective surgery until wound healing is achieved,
although the evidence for any effect on wound
healing is weak.
The benefits of good disease control are likely
to outweigh risk in non-surgical wounds. Little

Lower limb ulceration in rheumatoid arthritis  
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is known about the effect of tumour necrosis
factor (TNF) inhibitors – for example .infliximab,
etanercept and adalimumab, which are powerful
immunosuppressant drugs reserved for patients
with the most severe disease – on tissue repair,
but they are associated with an increased rate of
serious skin and soft tissue infections (Dixon,
Watson, Lunt et al, 2006). Treatment with these
drugs must be stopped if infection is suspected
and medical advice sought, due to the risk of life
threatening sepsis.

Conclusion
Lower limb ulceration occurs frequently in
patients with RA. The evidence to date suggests
that the reasons for this are multi-factorial. Nurses
who are responsible for the assessment and
management of lower limb ulceration should find
that an understanding of the disease process aids
accurate assessment of the aetiology of ulceration,
which is likely to be mixed. This facilitates
appropriate multidisciplinary intervention to
promote healing and prevent recurrence of lower
JF
limb ulceration in patients with RA.

Key points
•
•
•
•
•

Patients with RA are at increased risk of
both leg and foot ulcers
The reasons for this are multi-factorial

Nursing assessment should include possible
contributory factors (box 1)
The aetiology of ulceration guides effective
intervention to promote healing
Risk factors need to be addressed by
the multidisciplinary team to prevent
recurrence.
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Symptoms of Depression, or
Symptoms of Ulceration?
June Jones

I

n July 2008 Age Concern hit the
national press with their ‘Down
but not out’ campaign aimed at
improving quality of life for older
people with depression. This follows the
publication in the Lancet in autumn
2007 of the findings of the World Health
Organisation which examined data
on 250,000 patients in 60 countries
warning that depression has a far
greater impact on public health than
previously thought. The data from the
WHO study showed that co-morbidity
between chronic physical conditions and
depression is common and that people
with chronic diseases are significantly
more likely to suffer from depression
than those without (p<0.0001). Both
studies appear timely as they resonate
with findings of Jones et al (2006) on
depression in patients with chronic
venous ulceration.
This article explores depression and
its links with a chronic illness such as
venous ulceration and draws on data
from a wider study (Jones 2007), which
explored the prevalence and experience
of depression in people treated for
chronic venous ulceration across nine
Primary Care Trusts in north-west
England.

June Jones

Depression
Depression is stated to be frequently undetected
and poorly treated in general practice (Anderson,
Nutt & Deakin, 2000; Peveler Carson &
Rodin, 2002). It is recognised in the literature
that depression is commonly encountered in
patients with medical conditions (Martin, 2001).
However, even in conditions such as coronary
heart disease (which is a government target),
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it is frequently unrecognised. If a condition
remains unrecognised, this means it is underdiagnosed and under-treated. In an attempt to
discover whether patients with leg ulceration
were experiencing symptoms of depression, the
lack of studies linking the two was frustrating.
Recognition of co-morbid depression is difficult,
not only because of lack of training, but also
because health care professionals caring for
patients with chronic ulceration do not employ
screening tools. Also, symptoms are not clear-cut
and some of the physical symptoms of chronic
ulceration may mimic the core symptoms of
depression, e.g. disturbed sleeping pattern
and loss of enjoyment. The leg ulcer literature
refers to patients with ulceration experiencing
‘emotional reaction’ or feeling anxious and
depressed. However, locating any studies, which
provided an answer as to the scale of the problem
and the burden of care it represents, yielded no
results.

Chronic wounds
Chronic non-healing wounds affect about 1% of
the adult population and are more prevalent in
the elderly (Margolis, Knauss & Bilker, 2004).
The most common of these wounds is venous
leg ulceration with an estimated prevalence
of between 0.15% and 0.3% within the UK
population. Chronic wounds are wounds which
do not heal as expected, with “healing that
takes longer than anticipated, given appropriate
therapy” (Ballard & Baxter, 2000), or have been
stuck in any of the phases of wound healing for
six weeks or more.
Despite improvements in care, including
compression therapy; Nicolaides (2000) states
that, after two years, 20% of all chronic venous
ulcers remain unhealed. Leg ulceration is
known to significantly impact on an individual’s
quality of life causing an appraisal of day-today activities (Hareendran, Bradbury, Budd et
al, 2005). Venous ulceration not only results in
an unsightly wound, but is as a chronic disease
whose impact on lifestyle and quality of life is

similar to that of other chronic diseases such as
diabetes, rheumatoid disease etc. Healing an ulcer
results in a large improvement in quality of life.
What is apparent from the literature is the fact
that the psychosocial impact of leg ulceration
remains understudied and, has tended to be, until
recently, a reflection of the assessment process
where patient-centred outcomes have largely
been ignored. Holistic care approaches therefore
incorporate the notion that management plans,
however elegant, are of little use if the mental
well-being of the patient is ignored. The focus
of care needs to be redirected for many of these
patients for whom cure is not an option, despite
best practice, but who are left to live their daily
lives with a chronic wound (Krasner, 1998). It
is important to remember that leg ulcers are a
chronic problem, with individuals suffering from
a cycle of ulceration, healing and re-ulceration
(Nelzen et al, 1997), and it is equally important
to remember that, despite improvements in
care, 20% of all chronic ulcers remain unhealed
(Barwell, Deacon, Taylor et al, 2001). The healing
of the ulcer signifies remission, but not a cure of
the condition, as it can recur at any time. People
with ulceration verbalise feeling fed-up and low,
having no energy, not wanting to do things – all
symptoms of depression (Dowrick, 2004).

Demographic shift
Statistics show a demographic shift in the UK
population, resulting in an increase in the number
of elderly people, the fastest growing sector of
society (ONS 2005). By 2025, the number of
people over 80 is predicted to have increased by
half since 1995, whilst the number over 90 will
double. Age has been identified as a major factor
associated with non-healing leg ulcers (Taylor,
Taylor & Smythe, 2002), since many of the
cellular processes involved in the wound healing
process are modified by ageing. For this reason,
we can no longer afford to ignore the mismatch
of our population’s healthcare needs with the way
health care is delivered in the UK.

Chronic Disease
Chronic illness, now the principal cause of
disability and use of health services (consuming
78% of health expenditure) (Holman 2004),
involves a permanent alteration in the individual’s
way of life and a reappraisal of future function
and health (Price, 1996). In today’s society
chronic diseases are becoming increasingly

prevalent, and the objective of treatment is more
often a reduction in morbidity than either a cure
of disease or prolongation of life. Treatments
may not improve the chances of survival but
have the potential to improve the quality of
life remaining, eg joint replacements, cataract
removal, which reduce pain and improve
quality, although not length, of life. Certainly
chronic venous ulceration results in ‘unwellness’
requiring extended medico-social intervention
and impacting on individuals’ lives.
The literature on chronic illness is now extensive,
having been examined by a variety of disciplines
such as sociology, psychology, medicine and
nursing. However, much of this literature, like leg
ulcer literature, is disease-focused and grounded
in an empirical paradigm. The focus tends
to be on the disease or the medical condition
which has been the cause of the impaired body
(Gadacz, 1994), rather than on the range and
impact of chronic illness upon patients’ and their
relatives’ lives. Interventions to improve disease
management by patients can reduce symptoms
and enhance physical and psychological
functioning, thus empowering patients in their
control of their illness (Clark, 2003). The course
of a chronic illness is difficult to predict, and
acute phases often alternate with resting phases.
Once again, this pattern is mirrored in venous
ulceration with periods of ulceration alternating
with periods of healing or remission, which
disrupts people’s lives.

What is depression?
Depression is often
described as the ‘common
cold’ of mental health
disorders, and has an
estimated point prevalence
of between 15 – 30%
of the population in the
UK (Hotopf, Lewis &
Normand, 1996). The
word ‘depression’ is linked
historically with melancholia
and semantically with words
such as dejection, despair
and discouragement, which
carry a sense of a lowered,
darkened mood and the
experience of loss: loss
of interest, loss of hope,
loss of energy, loss of
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courage (Dowrick, 2004). In the NHS, the cost
of treating depression, £887 million, exceeds the
cost of treating hypertension, £439 million, and
diabetes, £300 million (DoH, 2006). The World
Health Organisation (WHO) stated in 2000 that
depression is the leading cause of disability, as
measured in years lived with a disability, and the
fourth leading contributor to the global burden
of disease, as indicated in terms of disabilityadjusted life years (DALYs).
Depression is an illness of the brain in which
there is an imbalance of neurotransmitters,
eg serotonin, norepinephrine and dopamine,
affecting a person’s mood. The cause of the
imbalance is unknown and thus the pathological
basis of depression remains uncertain, although
studies have found that there are some
connections to biologic inheritance. Current
theories of depression are complex and beyond
the scope of this article and covered in other texts
(Dowrick, 2004). Diagnosis continues to focus on
definitions developed from clinical observation.
The Diagnostic and Statistical Manual of Mental
Disorders (DSM-IV, 1994) defines minor
depression as a mood disturbance of at least
two weeks’ duration, with between two and
four symptoms of depression from a cluster of
symptoms (see Table 1), plus a depressed mood
for most of the day, nearly every day and a loss of
interest or pleasure (anhedonia), in almost all the
activities of the day, nearly every day.

Table 1:
Depressive symptoms

Depressive symptoms
1 Significant weight gain or loss when
not dieting and decreased appetite;
2 Insomnia or hypersomnia;

3 Abnormal restlessness or a drop in
physical activity;
4 Fatigue or loss of energy;

5 Feelings of worthlessness or excessive
or inappropriate guilt;

6	Diminished ability to think, concentrate
or make decisions;
7	Recurrent thoughts of death, or suicidal
thoughts.
Adapted from Beech, (2003)
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Depression in people aged 65 and over is
especially under-diagnosed (Iliffe, 1991),
with a prevalence in the elderly of 10 – 16%
(Audit Commission, 2000), depending on the
instrument and diagnostic criteria used. One
of the contributing factors to this could be that
the elderly will report their physical symptoms
to the doctor, but will seldom discuss feelings
of hopelessness or sadness believing it to be
inappropriate or difficult to mention non-physical
problems to their doctor. This may be related to
the fact that depression is still associated with
substantial social stigma (Priest, Vize, Roberts
et al, 1996). There are many life events that can
contribute to depression. However, the number
one risk factor for depression in later life is poor
physical health (Lenze, Rogers & Mortire 2001).
Of the third of older people with depression who
discuss it with their GP, only half are diagnosed
and receive treatment.

Depression and physical illness
Depressive symptoms are frequently experienced
with physical illness exacerbating symptoms
and illness recovery (Katon, 1996; Katon,
Von Korff & Lin, 2003) and are associated
with higher levels of functional disability and
pain. Several prospective studies have found
that physical disability is a risk factor for the
development of depression (Kennedy, Kelman
& Thomas, 1990; Prince, Harwood, Thomas et
al, 1998; Roberts, Kaplan, Shema et al, 1997;
Zeiss, Lewinsohn Rohde et al, 1996). Depressed
physically-ill patients require more investigations
and treatments than those that are non-depressed,
have worse function (Wells Rogers & Burnham,
1993), and are also less likely to concord with
treatment (Guiry, Conroy, Hickey et al, 1987).
The difficulty of recognising depression in the
context of medical illness is a topic that has
received a great deal of attention (Acharya, 2004;
Martin, 2001; Patten, 2005). The implications
of depressive co-morbidity can be a serious
consequence. Depression not only impacts on
physical, mental and social well-being but also
contributes to poor self care and adherence
to treatment, whilst ultimately diminishing a
person’s quality of life.

Psychological factors and wound
healing
A link has been established between
psychological factors and the endocrine

Symptoms of Depression, or
Symptoms of Ulceration?  (continued)

and immune systems in the area of psychoimmunology (Ader Cohen & Felton,1995). It
is postulated that psychological factors have a
role in the pathogenesis and recurrence of some
chronic wounds (Anderson, Marcia & Andberg,
1979; Olshansky, 1992). Stotts and Wipke-Trevis
(1996) refer to research showing how psychophysiological stress has been identified as a
cause of delayed healing. Psychological factors
can disrupt the activity of macrophages and
lymphocytes, both important immune system cells
of the inflammatory phase in the healing process.
This was demonstrated by Kiecolt-Glaser et al.
(1995), in acute wounds, when carers supporting a
relative with Alzheimer’s disease took up to nine
days longer to heal a 3.5mm punch biopsy than a
similarly matched carer group. They attributed the
healing time to the increased stresses incurred by
caring for a relative with dementia.
Palmer (1995) discusses how psychological
and psychosocial problems can affect wound
healing, suggesting that the psychosocial aspect
of community nursing is often the most vital
part of dealing with wounds that will not heal.
Indirect factors that might lead to delayed healing
in a depressed individual include self-neglect,
disturbed sleep and poor appetite (Cole-King &
Harding, 2001). Anxious patients were found
to report more severe pain and have higher
cortisol and blood pressure values, suffer greater
limitations of activity and mobility, increased
worries about their health and significantly lower
self-esteem (Augustin & Maier, 2003).
Cole-King and Harding (op cit), found a
statistically significant relationship between
psychological factors and the rate of wound
healing in 53 patients with chronic wounds,
using the Hospital Anxiety and Depression Scale
(HADS). They believed that delayed healing is
the result of psychological factors rather than the
reverse, a theory that is supported, as discussed
earlier, by other research into acute wounds
(Kiecolt-Glaser, 1995).
Franks, Moffatt et al, (1994), investigated
changes in the quality of life, interference in daily
activities and pain of patients with leg ulcers who
were treated in community leg ulcer clinics in
the UK, using the Symptom Rating Test (Kellner,
1986). They found a statistically significant mean
reduction in depression in patients whose leg
ulcers had healed, although the mean reduction
in anxiety was not significant. However, these

results must be interpreted with caution because
this was an uncontrolled study and thus the results
cannot be attributed to any particular aspect of the
treatment.

Living with a leg ulcer
Research on the experience of living with a
venous leg ulcer is somewhat limited for, I would
suggest, two reasons. The first is that for almost
ten years, research into leg ulcers has tended to
focus on aetiology and treatment. This has been
compounded by the retention in assessment
approaches of the biomedical model with a
firm focus on physical aspects. In a study by
Hollinworth and Hawkins, (2002), 50 qualified
nurses were asked how they provided holistic care
to patients with wounds. They identified patients’
feelings of isolation and misery; but actively
recognised they actually did nothing about it as
they felt they were too busy treating the clinical
manifestation and symptoms of the wound.
Chronic leg ulceration as a major cause of
morbidity has been identified in studies in the UK
(Charles, 1995; Walshe,1995; Hofman et al 1997;
Franks et al, 1998; Douglas 2001; Husband 2001;
Franks et al 2003; Hopkins, 2004; Hareendran
2005); USA (Phillips et al 1994; Chase et al 1997;
Chase et al 2000; Krasner, 1998); New Zealand
(Flett et al 1994; Bland 1995); Sweden (Lindhom
et al, 1993; Ebbeskog et al, 2001; Wissing et al
2002) and Australia (Hyde 1999). These studies
utilised a variety of methodologies, including
qualitative approaches which are inductive and
in-depth such as phenomenology and grounded
theory to inquire about life with a leg ulcer
from a patient’s perspective; and cross-sectional
measurements using generic and / or leg ulcerspecific health-related quality of life (HRQoL)
instruments, for example Short Form with 36
items (SF-36), Nottingham Health Profile (NHP).
The major findings of the studies, have provided
us with rich data identifying pain, mobility,
sleep, problems with activities of daily living,
restrictions of treatment and impact on social
life as some of the major factors associated
with having a leg ulcer. Whilst the literature has
identified studies that have recognised anxiety and
depression as factors in the lives of individuals
with ulceration, to date there has been a gap
in the literature as to the prevalence of anxiety
and depression in people with chronic venous
ulceration. What has been indicated by these
studies is that leg ulceration has a far-reaching
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impact on various aspects of an individual’s life.
It also emphasises the need for more than just lip
service to psychosocial factors in assessment and
an ongoing review of patients with leg ulceration.
The study by Jones (2007) aimed to provide an
answer as to the scale of the problem and the
burden of care it represents.
What appears to have been inadequately
identified in these studies is whether individuals
suffer depression as a result of leg ulceration.
Some studies have suggested that depression is
a likely outcome but have not explored which
particular aspect of ulceration is associated with
feelings of depression. There seems to have been
concern to ensure that people are made aware of
the symptoms of ulceration, as opposed to a great
focus on the impact of these symptoms.

Screening tools for depression
One of the issues facing clinicians wishing to
screen for high levels of anxiety and depression
among their patients is the choice of a screening
tool. Screening tools do not guarantee a diagnosis
of depression, but they can provide enough
information to decide whether further assessment
of the patient’s mental status is required.
In a clinic or home setting when the clinician can
give treatment for a wound such as a leg ulcer, the
tool needs to be quickly administered and have
good psychometric properties. While a number
of tools have been designed to assess depression
in populations, few have been specifically
designed for use in non-psychiatric settings, or in
patients who do not have a primary diagnosis of
depression (Beck, Ward, Mendelson et al, 1961;
Montgomery & Asberg, 1979; Zung, 1986).

Hospital Anxiety and Depression
Scale (HADS)
One of the tools considered for use as a
discriminative measure in the leg ulcer context
was the Hospital Anxiety and Depression Scale
(HADS) (Zigmond & Snaith, 1983). HADS has
been designed to detect the presence and severity
of relatively mild degrees of mood disorder in
general populations. It was designed to exclude
symptoms that may have both an emotional and
physical aetiology, for example dizziness or
sleep disturbance. The depression scale is based
on anhedonia – the complete loss of pleasure
or interest in life – that Snaith described as the
“exclusion from the pleasure dome”, considered
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by Klein (1974) to be the best guide to the type of
depressive mood disorder.
HADS is a 14 item, self-report scale assessing
current levels of anxiety (HADS-A) and
depression (HADS-D) independent of somatic
symptoms. It comprises seven questions relating
to depression alternating with seven anxiety
items: six are coded on a four point response scale
from zero, representing absence of symptoms, to
three representing maximum symptomatology.
Eight items are coded from three to zero, ie
reversed. Individuals are required to make a
response to each item, which is ordered in terms
of frequency or severity.
The completion of a depression questionnaire
is known as case finding. Zigmond and
Snaith (1994), recommend that raw scores of
between eight and ten identify mild cases, 11
– 15 moderate cases, and 16 or above severe
cases, for each dimension. Herrmann, in his
review of HADS literature, noted there is “no
single, generally accepted, cut off for HADS”
(Herrmann, 1997, p.21). In a literature review,
Bjelland et al (2002), report that the optimal
balance between sensitivity and specificity for
‘caseness’ is achieved with a cut off of 8+ on each
subscale.
If anxiety and depression cause delayed wound
healing then it is vital that, as practitioners
managing individuals with this chronic and
debilitating condition, we understand not only
the extent of the problem but also the emotional
impact. The conclusion of previous studies
notes that the level of disability and perceived
physical health are very important risk factors of
depressive symptoms in the elderly (Broe, Jorm,
Creasey et al, 1998).
To understand why the individual with chronic
ulceration is at risk of depression, physical
and mental stresses must be examined. The
individual’s physical capabilities can often be
limited by pain and decreased mobility, which
will affect their capabilities to perform common
daily activities. This will require them to
depend on others and, in return, create a loss of
independence and sometimes low self-esteem,
which can lead to depression in many individuals.
Other variables that must be considered are stress
caused by the inability to fulfil occupational roles
and / or financial stress.

Symptoms of Depression, or
Symptoms of Ulceration?  (continued)

Methods
This article draws on data from a wider study
(Jones, 2007), which explored depression in
190 people treated for chronic venous ulceration
across nine Trusts in the north west of England.
Multi-centre ethical approval was sought from
the northwest Multi-Centre Research Ethics
Committee, with data collected over a ten month
period (May 2003 – March 2004).

Data Collection Tools
Baseline questionnaire
Baseline data were obtained via a questionnaire
including demographic characteristics, aspects
of medical history, mobility, pain, odour and
exudate. The questionnaire also asked if the
patient had a medical history of depression.

Hospital anxiety and depression scale
People in each Trust who fitted the eligibility
criteria (active venous ulceration of minimum 3
months duration), and consented to take part were
given the Hospital Anxiety and Depression Scale
(HADS) (Zigmond and Snaith, 1983) to either
complete at the time of their leg ulcer treatment
(in the clinic or at home) or to take away and
complete when convenient.
When the HADS scale is used in research, the
cut-off point for a case may be either the upper or
lower end of the borderline range. In this study,
as in the study of chronic wounds by Cole-King
and Harding (2001), a cut-off of nine was used
for both subscales. This cut-off will provide a low
proportion of false-negative results: any choice
of a cut-off is a compromise between sensitivity
and specificity. Sensitivity refers to the number of
people scoring at the chosen threshold or above
who are actually true cases, whilst the specificity
refers to the number of people scoring below the
threshold who were true non-cases. Screening
tools should be sensitive, so that a high proportion
of those who may be depressed are identified
for further assessment, while having acceptable
specificity in order not to produce too many false
positives.

Data analysis
All data obtained from the questionnaire and
HADS were entered onto a database in SPSSTM
for Windows version 12, by the researcher (JJ).
The data was then cleaned and analysed using
descriptive statistics to describe demographic and

diagnostic data. Cross tabulations were performed
using the Chi-Square test to show the degree of
association between two or more non-continuous
variables (such as sex), or continuous variables,
which have been categorised (eg age in years
to age groups). Using data obtained from the
baseline questionnaire completed by the nurse,
the chi-square test was used to determine if there
were any associations between mobility, living
alone, pain, exudate, and odour.

Findings
Demographic characteristics
The sample consisted of a total of 101 (53%)
males, 89 (47%) females with a median age of 69
years (range 24 – 96). The majority (156; 82%)
were aged ≥65 years, with 34 (18%) aged ≤64
years (Table 2). These individuals came from nine
Trusts in the north west of England that are a mix
of rural, town centre and seaside areas. There
were a total of 67 (35%) who lived alone, 31
males (16%) and 36 females (19%).
Table 2:Baseline
demographic characteristics

Baseline demographic characteristics

Age (years)

0-59 Years

60-69 Years
70-79 years
80+ Years

Gender

Male

N

%

53

28%

44

23%

190

47
46

Median

25%
24%

101

53%

Single (never married)

27

14%

Widowed

55

29%

Female
Marital Status
Married

Divorced

Co-habiting

Living Alone
Male

Female

89

94
10
4

47%

50%
5%
2%

67

35%

36

19%

31

69

16%
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Figure 1: Prevalence of anxiety and depression

Anxiety
Depression

Gender

24%

Male

27%

Level of ulcer pain

29%

Female

28%
% of individuals

The sample consisted of 107 people who were
retired and stated their previous occupation (seven
retired people did not provide their previous
occupation), 63 people who were working
(six individuals in this group failed to provide
information), of the remaining 13 people, four
were on benefits with the remaining nine stating
they were housewives.

Anxiety and depression
A total of 52 people (27%) scored as depressed,
whilst 50 individuals (26%) scored as anxious;
this comprised of 24 of the total males (24%)
scoring as anxious and 26 of the total females

Pain level

Figure 2: Level of pain experienced by individuals

27.89%

No pain

35.26%

Mild pain

24.74%

Moderate pain

9.47%

Severe pain

2.63%

Overwhelming pain
% of individuals

40

(29%), whilst 27 males (27%) scored as depressed
and 25 females (28%) (Figure 1) (Jones, Barr,
Robinson et al, 2006). When scores for anxiety
and scores for depression were explored together
34 people (18%), who scored as depressed, also
scored as anxious. Features of anxiety often
coexist with depression and in practice many,
but not all, patients have both (Shorter & Tyrer,
2003).
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This section relates to pain associated with
leg ulceration; only 53 of sample members
(28%) said they had no pain at all, whilst 67
(35%) complained of mild pain. The remaining
70 people (37%) complained of moderate to
overwhelming pain (Figure 2) Therefore, a total
of 73% of individuals suffered some degree of
pain at some time of the day, of which 40 (57%)
complained of pain during dressing change, with
the remainder experiencing pain at nighttime and
/ or dependent on the position of the leg. For 46%
of people pain was intermittent, however, for 14%
it was something they had to live with constantly.
Using data obtained from the first questionnaire,
the Pearson chi-square test for independence
showed there was no association between anxiety
and living alone (p=0.574) or depression and
living alone (p=0.571), or between mobility
and anxiety (p=0.182) and depression and
mobility (p=0.056). However, there was a
significant association between anxiety and
odour (p=<0.001) and depression and odour
(p=0.002) and likewise between pain and anxiety
(p=<0.001) and depression and pain (p=0.002).
There was no association between exudate and
anxiety (p=0.194) or depression and exudate
(p=0.126).

Discussion
The results of this study revealed high levels of
anxiety and depression among individuals with
chronic venous ulceration. A total of 52 (27%)
scored as depressed whilst 50 (26%) scored as
anxious, compared with (15% – 30%) of the
general population (Hotopf et al, 1996). Affective
disorders such as depression have been reported
to occur in as many as 30% of elderly patients
with chronic illnesses (Katon and Sullivan, 1990),
with poor physical health cited as the number one
risk factor for depression in later life.
The mean score obtained on the depression
subscale of HADS (HADS-D) was higher than

Symptoms of Depression, or
Symptoms of Ulceration?  (continued)

Sample

HADS
Anxiety

HADS		
Depression

Current sample of leg ulcer patients

6.27

5.40

Musculoskeletal patients: Pallant and Bailey (2005)

8.14

9.26

Non clinical UK normative sample: Crawford (2001)
Coronary heart disease patients: Barth et al, (2005)
End-stage renal patients: Martin (1999)

Breast cancer patients: Rodgers et al, (2005)

6.14

6.14

6.90

7.43

Table 3: Comparison of HADS
anxiety and depression subscale
mean score with other samples

3.68

5.41

5.20

3.25

Chronic Obstructive Pulmonary disease rehab				
patients: Withers et al, (1999)
7.10
5.80
Psychiatric patients: Bedford et al, (1997)

other reported samples of patients with breast
cancer (Rodgers, Martin, Morse et al, 2005),
and renal disease (Martin, 1999), and similar to
coronary heart disease (Barth & Martin, 2005)
but lower than for psychiatric patients (Bedford,
Grant & de Pauw, 1997). Previous reviews of
prevalence rates (Herrmann, 1997) suggest that
patients with chronic pain (including fibromyalgia
and back pain) had a higher prevalence of anxiety
and depression than patients with oncology,
cardiac and neurological disorders. Comparisons
are summarised in Table 3.
The problem of patients living with pain, which
may not only be constant but also considerable,
pervades the quality of life literature on
leg ulceration. The Hofman study (1997),
indicated that pain in leg ulcer patients was
inadequately controlled – 69% cited that pain
was the worst thing about having a leg ulcer.
Studies consistently show that pain is the most
significant predictor of depression, interfering
with an individual’s ability to function and
causing inescapable stress (Blackburn-Munro
and Blackburn-Munro, 2001). The results of the
present study resonate with the literature on pain
in that 73% of individuals suffered some degree
of pain at some time of the day. It was therefore
no surprise to find that there was an association
between pain and depression (p=<0.05) and
anxiety (p=<0.05).
The changing demographics is likely to have
major implications for services managing
people with chronic ulceration, as we know the

13.90

9.90

prevalence of ulceration increases with age.
Likewise the risk of depression increases,
particularly in people with a physical illness.
The growth in the number of people potentially
developing chronic venous ulceration can be
convincingly linked to the growth of depression.
It is also estimated that depression will become
the second most important cause of disability
worldwide (after ischaemic heart disease)
by 2020. Depression not only impacts on an
individual’s mental health and quality of life,
but has major implications for physical health
since it is known that depression is also a risk
factor for hypertension (Davidson et al, 2000),
hyperlipidaemia (Gary et al, 2000) and heart
failure (Abramson et al, 2001; Wulsin and Singal,
2003). Therefore there is something of a double
edged sword with ulceration, not only is it a
long term, recurring and potentially disabling
condition, in other words a chronic illness, but
this study has found that people may also be at
risk of depression and therefore a concomitant
JJ
deterioration in physical health.
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The Cochrane
Wounds Group

I

n order to practice real evidencebased health care it is important
that all available resources are
considered in the decision making
process, this includes considering the
relevant research evidence alongside
clinical expertise and patient values. In
response to the demand for high quality
summaries of the effects of interventions
across health care, the Cochrane
Collaboration was established in 1992.

Cochrane systematic reviews are undertaken
by authors working with any of 51 Review
Groups and the Wounds Group aconducting
systematic reviews to establish the effectiveness
of interventions for the prevention and treatment
of wounds and their complications. The scope of
the group covers the prevention and treatment of
venous leg ulcers and new reviews are submitted
for publication in the Cochrane Library four times
a year.
Below are the abstracts of two recent systematic
reviews which have particular relevance to those
involved in the management of venous leg ulcers.

Antibiotics and antiseptics for venous
leg ulcers
O’Meara S, Al-Kurdi D, Ovington LG
Cochrane Database of Systematic Reviews
2008, Issue 1. Art. No.: CD003557. DOI:
10.1002/14651858.CD003557.pub2.

Background
Venous leg ulcers are a type of chronic wound
affecting up to 1% of adults in developed
countries at some point during their life. Many
of these wounds are colonised by bacteria or
show signs of clinical infection. The presence
of infection may delay ulcer healing. There are
two main strategies used to prevent and treat
clinical infection in venous leg ulcers: systemic
antibiotics and topical antibiotics or antiseptics.
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Objectives
The objective of the review is to determine
the effects of systemic antibiotics and topical
antibiotics and antiseptics on the healing of
venous ulcers.

Search strategy
The following databases were searched up to
October 2007: the Cochrane Wounds Group
Specialised Register; the Cochrane Central
Register of Controlled Trials; MEDLINE;
EMBASE; and CINAHL. In addition, the
reference lists of included studies and relevant
review articles were examined.

Selection criteria
Randomised controlled trials recruiting people
with venous leg ulceration that evaluated at
least one systemic antibiotic, topical antibiotic
or topical antiseptic and reported an objective
assessment of wound healing (eg time to
complete healing, frequency of complete healing,
change in ulcer surface area) were eligible for
inclusion. Selection decisions were made by three
authors working independently.

Data collection and analysis
Information on the characteristics of participants,
interventions and outcomes were recorded on a
standardised data extraction form. In addition,
aspects of trial methods were extracted, including
methods of randomisation and allocation
concealment, use of blinded outcome assessment,
intention-to-treat analysis, reporting of patient
follow-up and study group comparability at
baseline. Data extraction and validity assessment
were conducted by one author and checked by a
second.

Main results
22 trials were identified of different antibiotics
and antiseptics, including systemic antibiotics (5
trials). The remainder were topical preparations:
cadexomer iodine (10 trials); povidone iodine
(2 trials); peroxide-based preparations (3 trials);

ethacridine lactate (1 trial); and mupirocin (1
trial). For the systemic antibiotics, the only
comparison where a statistically significant
between-group difference was detected was that
in favour of the antihelminthic levamisole when
compared with placebo. This trial, in common
with the other evaluations of systemic antibiotics,
was small and so the observed effect could have
occurred by chance.

ethacridine lactate and mupirocin in healing
venous leg ulceration. In light of the increasing
problem of bacterial resistance to antibiotics,
current prescribing guidelines recommend that
antibacterial preparations should only be used in
cases of defined infection and not for bacterial
colonisation.

In terms of topical preparations, there is some
evidence to suggest that cadexomer iodine
generates higher healing rates than standard
care. One study showed a statistically significant
result in favour of cadexomer iodine when
compared with standard care (not involving
compression) in terms of frequency of complete
healing at six weeks (RR 2.29, 95% CI 1.10
to 4.74). The intervention regimen used was
intensive, involving daily dressing changes, and
so these findings may not be generalisable to
most everyday clinical settings. When cadexomer
iodine was compared with standard care with
all patients receiving compression, the pooled
estimate from two trials for frequency of complete
healing at 4 to 6 weeks indicated significantly
higher healing rates for cadexomer iodine (RR
6.72, 95% CI 1.56 to 28.95). Surrogate healing
outcomes such as change in ulcer surface area and
daily or weekly healing rate showed favourable
results for cadexomer iodine, peroxide-based
preparations and ethacridine lactate in some
studies. These surrogate outcomes may not be
valid proxies for complete healing of the wound.

Intermittent pneumatic compression
for treating venous leg ulcers

Most of the trials were small and many had
methodological problems such as poor baseline
comparability between groups, failure to use (or
report) true randomisation, adequate allocation
concealment, blinded outcome assessment and
analysis by intention-to-treat.

Authors’ conclusions
At present, there is no existing evidence to
support the routine use of systemic antibiotics to
promote healing in venous leg ulcers. However,
the lack of reliable evidence means that it is not
possible to recommend the discontinuation of
any of the agents reviewed. In terms of topical
preparations, there is some evidence to support
the use of cadexomer iodine. Further good quality
research is required before definitive conclusions
can be made about the effectiveness of systemic
antibiotics and topical preparations such as
povidone iodine, peroxide-based preparations,

Nelson EA, Mani R, Vowden K
Cochrane Database of Systematic Reviews
2008, Issue 2. Art. No.: CD001899. DOI:
10.1002/14651858.CD001899.pub2.

Background
Intermittent pneumatic compression (IPC) is a
mechanical method of delivering compression to
swollen limbs that can be used to treat venous leg
ulcers and limb swelling due to lymphoedema.
This review analyses the evidence for the
effectiveness of IPC as a treatment for venous leg
ulcers.

Objectives
To determine whether IPC increases the healing
of venous leg ulcers. To determine the effects of
IPC on health related quality of life of venous leg
ulcer patients.

Search strategy
We searched the Cochrane Wounds Group
Specialised Register (December 2007); the
Cochrane Central Register of Controlled Trials
(CENTRAL) - The Cochrane Library Issue 4,
2007; Ovid MEDLINE - 2006 to November Week
2 2007; Ovid EMBASE - 2006 to 2007 Week 49
and Ovid CINAHL - 2006 to December Week 1
2007.

Selection criteria
Randomised controlled studies either comparing
IPC with control (sham IPC or no IPC) or
comparisons between IPC treatment regimens, in
venous ulcer management were included.

Data collection and analysis
Data extraction and assessment of study quality
were undertaken by one author and checked by a
second.
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Main results
Seven randomised controlled trials (including 367
people in total) were identified. Only one trial
reported both allocation concealment and blinded
outcome assessment.
In one trial (80 people) more ulcers healed with
IPC than with dressings (62% vs 28%; p=0.002).
Four trials compared IPC with compression
against compression alone. The first of these trials
(45 people) found increased ulcer healing with
IPC plus compression than with compression
alone (relative risk for healing 11.4, 95%
Confidence Interval 1.6 to 82). The remaining
three trials (122 people) found no evidence of a
benefit for IPC plus compression compared with
compression alone. One small trial (16 people)
found no difference between IPC (without
additional compression) and compression
bandages alone. One trial compared different
ways of delivering IPC (104 people) and found
that rapid IPC healed more ulcers than slow IPC
(86% vs 61%; log rank p=0.003).

Authors’ conclusions
IPC may increase healing compared with no
compression, but it is not clear whether it
increases healing when added to treatment
with bandages, or if it can be used instead of
compression bandages. Rapid IPC was better than
slow IPC in one trial. Further trials are required
to determine whether IPC increases the healing of
venous leg ulcers when used in modern practice
where compression therapy is widely used.
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New authors welcome
The wider Cochrane Collaboration and the
Wounds Group specifically rely on the work
of interested volunteers who see the value of
systematically reviewing clinically relevant
research evidence and keeping it up to date. There
are many wounds relevant topics that have not yet
been reviewed and we would warmly welcome
new authors who would like to commit to the
endeavour. In order to conduct a review authors
need research training in a quantitative discipline.
Once completed you will have the satisfaction of
knowing that your review will be disseminated
around the world and will make a difference.

Contact
If interested please contact: Sally Bell-Syer,
Review Group Coordinator, Cochrane Wounds
Group, University of York, UK, YO10 5DD.
Email: sembs1@york.ac.uk
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Ask LUF
Q

I have a lady who has healed leg
ulceration and the main problems are
oedema. She had to have made-to-measure
hose due to her leg size. We have had four
pairs of stockings made but they still don’t
fit properly: they fit for a while then her
legs start to balloon. Where can we go
from here?

A

A

Q

Your question would suggest that you are
using circular knit made to measure hose
which is suitable if there are no oedema problems,
while your lady was in bandaging the oedema was
controlled and the limb shape good. There seems
to be a rebound of oedema, and the circular knit
hose is behaving a bit like a balloon filling with
water. Our advice would be to measure your lady
for Class 1 or class 2 European flat bed knit hose
– this is a stiffer fabric and will help maintain
the oedema. You may have to put bandages
back on for a week or two before re-measuring.
Please remember to use the manufacturers own
measuring chart.

Q

Historically, once a venous leg ulcer is
healed we always continue bandaging
for a number of weeks before commencing
a hosiery regime. Do you know of any
evidence for this?

A

As far as we know there has been no
research into this. There have been articles
written in the past that mention continuing to use
bandaging for a couple of weeks. However this is
probably based on the premise that hosiery when
ordered would take two weeks to arrive.
Any questions submitted to
the journal are answered
by the members of the
executive committee
unless stated otherwise.
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Q

When treating bariatric patients in
the community, is there any specialist
equipment such as seating or limb support
systems that would be of assistance?

LUF Journal Issue 22 – Autumn 2008

Many nurses still manage this patient
group with patients sat on larger chairs
and the nurses kneeling on the floor. We would
recommend that risk assessments be carried out
in the individual area. It is possible to purchase
specialist bariatric couches, for example the
Huntleigh Akron 225kgs.

Do I need to use anything on the skin
when washing the leg? If so what can
I use as a soap substitute?

A

A soap substitute should be used to minimise
the potential drying effects from washing, as
soaps remove natural skin lipids. Soap substitutes
cleanse the skin around any wounds of exudate
and dead skin without drying it, and may assist in
maintaining skin hydration. Simply apply over the
skin using hands or a wash cloth and then rinse
off. Many of the topical emollients can be used as
a soap substitute. The BNF 2008 suggests a few
products that can be used as a soap substitute.
Some of the thicker, greasier products work very
well when mixed with water for very dry skin. If
you are unsure then contact the companies for the
information on how to use the different products.

Q

Do I need to moisturise the leg before
applying compression, and what type
of moisturiser should I use?

A

Yes, the skin can become dry, flaky and
itchy under compression. Moisturising
the skin often helps in settling this dryness and
itch. Very dry skin can cause breaks in the skin,
increasing the risk of infection. Any moisturiser
can be used, but those products that can be bought
over the counter generally have preservatives and
are more likely to cause contact allergies. The
general rule of thumb is ‘the drier the skin, the
greasier the emollient should be’.

Q

How much moisturiser is needed to be
effective?

A

The British National Formulary (BNF) has
a table for suitable quantities of moisturiser
(emollient) to be used. It suggests that for both
legs 100-200g of creams and ointments and
200mls of lotions are suitable for an adult for
twice daily application for a week. The use
of inadequate quantities of emollient does not
provide an effective occlusive barrier to the skin.
(Best Practice in Emollient Therapy, 2007).

Q

How should the moisturiser be
applied to the skin?

A

The moisturiser should always be applied
in a downward motion following the line of
the hair. If it is applied vigorously or in a circular
motion there is an increased risk of developing
folliculitis and it also increases the heat in the
skin which leads to itchier skin.

Q

Do I prescribe a topical steroid as a
cream or ointment and how much do
I need to apply?

A

Generally, an ointment is prescribed if the
skin is dry and a cream if the skin is wet.
An ointment applied to a wet leg will slide off
the skin. In order to minimise side effects it is
important to apply it thinly to the affected areas
only.
The length of the cream or ointment expelled
from the tube may be used to specify the quantity
to be applied to a given area of skin. This length
can be measured in terms of a FINGER TIP
UNIT (the distance from the tip of the adult index
finger to the first crease). One finger tip unit
(approximately 500mg) is sufficient to cover an
area that is twice that of the flat adult palm. The
BNF 2008 gives a chart of suitable quantities of
topical steroid that can be prescribed for specific
areas of the body.

‘‘

Websites for further reading
http://www.dermatology-uk.com/downloads/
Emollient_Therapy_BP.pdf

Q

If a topical steroid is needed as well as
the moisturiser, does it matter which
is put on the skin first?

A

The Best Practice –Emollient Therapy
consensus is that although there is little
written evidence they recommend the moisturiser
should be applied before the steroid. Moisturising
the skin has a steroid-sparing effect. It is
documented in the BNF that 30 minutes should
be left after putting on the moisturiser before
applying the topical steroid.
There are occasions, especially when there is
exudate seeping from the leg, when it is easier to
put the steroid on first.

Generally, an
ointment is
prescribed if the
skin is dry and a
cream if the skin
is wet
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Courses

University of Hertfordshire

Faculty of Health and Human Sciences

Applications

School of Nursing and Midwifery

For an application pack please contact:

BSc (Hons) Tissue Viability

Carol Taylor, Admissions Officer, University of
Hertfordshire, School of Nursing and Midwifery,
College Lane, Hatfield, Hertfordshire AL10 9AB.
01707 284956 c.r.taylor@herts.ac.uk

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

Stand alone courses for continuing
professional development
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.

Further information
For further information please contact:

Irene Anderson
01707 285233

i.1.anderson@herts.ac.uk

01707 285266

j.fletcher@herts.ac.uk

01707 284417

j.c.vuolo@herts.ac.uk

Jacqui Fletcher
Julie Vuolo

Post Qualifying Courses

http://perseus.herts.ac.uk/courses/nursing-andmidwifery/bsc-&-bsc-hons-tissue-viability.cfm

Course

Description

Level and
Credits

Complexities in Leg
Ulcer Management

For experienced leg ulcer practitioners: encompassing advanced
assessment and strategic planning for leg ulcer service delivery.

L3 or M
30 credits

A (block format)

Leg Ulcer Theory
and Practice

Aetiology, epidemiology, assessment and management of leg ulceration.
Competency based training for Doppler and bandaging skills

L2/3
15 credits

A or B

Wound Assessment

Explores key concepts of wound assessment including tools,
measurement, pressure ulcer risk assessment etc.

L2/3
15 credits

A or B
(distance learning
option in B)

Wound Management

Contemporary practice with exploration of; wound cleansing,
debridement, skin care, dressing selection, infection, and pressure ulcer
equipment selection, decision making .

L2/3
15 credits

A or B
(distance learning
option in B)

Problem Wound
Management

Aetiology, assessment and management of non healing wounds. Factors
that prolong healing

L2/3

A

Tissue Viability
Modalities

Reviews advanced tissue viability treatment modalities and wound
assessment techniques to raise the students’ awareness of contemporary
developments in wound management and to explore how these may
impact on tissue viability services in the future.

L3
30 credits

B (block format)

Psychological
Impact of Wounds

To assist practitioners working in tissue viability to appreciate the
psychosocial impact of wounding and to explore the concept of
therapeutic relationships as a method of providing support.

L3/M
15 credits

B (block format)
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Semester

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

This should be approximately 30 words in
length. It should introduce the reader to the
areas covered in the article.

• Headings

Headings are useful to break up the text;
they also help to organize the main points of
the article.

• Conclusion

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

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

• Introduction

addressed, colour photographs and tables can be
included to complement the text (the client must
give written permission before publication of
photographs).

Please reference the manuscripts using the
Harvard system. If you need further details of
this, contact the editors.
Articles should be sent to:

Susan Knight
Editor
The Leg Ulcer Forum
PO Box 337
Huntingdon PE28 2WH

‘‘

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 CD-Rom, saved in ‘Text Only’ format.
Please send any charts, diagrams and photos 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

