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Editorial
Welcome to Issue 24 of the Leg Ulcer Forum Journal

I

write this from the teashop at Waterperry Gardens; it is
the apple weekend and therefore quite busy. As I look
out of the window the trees are already beginning to
change into their autumnal hues and I reflect how it is odd
that we accept the cycle of change from nature without
much difficulty – but we struggle with any other changes.
I think of our patients when they have to adjust their locus
of control and have concerns over what we expect them to
do and what we tell them. We have made such advances
in treatment but do we sometimes fail to carry out
comprehensive assessments that include the patient? I hope
that the contents of the Journal this year will inspire you to
continue questioning and improving patient outcomes by
identifying the priorities for the future.
As usual while I sit hear drinking my cup of tea, I cannot
resist looking at the legs of the people passing by, is this a
bit of an obsession? This makes me reflect on the activities
in the world of tissue viability. Once again pressure
ulceration is in the forefront and I am sure that many
of us feel the frustration of having to deal with all the
serious incident reports that have been generated. Many
of us may also feel that this possibly takes us away from
dealing with our leg ulcer patients. However could this
interest in pressure ulceration open the possibility of other
chronic wounds (including leg ulceration) being taken
more seriously and given the prominence and investment
it deserves. So we need to work together to highlight the
plight of our patients. Let us make 2011 the year of the
patient with a leg ulcer.
As a member of the Executive Committee I share a passion
for leg ulceration with the other committee members.
The wealth of experience they all have is staggering,
but I know that you all have knowledge that could be
shared with other members of the forum; so please tell
us of your experiences. We are also happy to share our
knowledge with you, but you have to make the first move
– contact us via email legulcerforum@btinternet.com
with your questions and queries, or your ideas for moving
the plight of our patients forward. You can also come
to our educational events and join in the lively clinical
discussions that take place.
In the Journal this time we reflect on the past, present and
future, we also have our usual features and conference
reports from England, Scotland and Ireland. Articles from
the conferences this year are diverse; Alyson Bryden
gave a very interesting presentation on Micro Grafting
at the Leg Ulcer Forum Scotland conference. Could this
be another approach that could make the difference to
our patients? Richard Shorney has once again tackled a
difficult subject based on Government policy, this time he
explains how CQUINS can help us!

The disease focus this time is on Sickle Cell Disease with
a patient contribution from a very brave young lady. I am
sure that when you read this you will have a greater insight
into the problems faced by patients with this disease. I have
also had pleasure in interviewing Hildegard Charles and
reprinting the results of her Phd study into Quality of Life.
Following on from our very cold winter Julie Day presents
a case of frostbite, something we may be seeing more of
in the future. Nicola Whayman has marked her joining of
the Executive Committee with an article looking at district
nursing visits to patients with leg ulceration in her area.
Some of the senior members of community services will
remember the title of Queens Nurse. Alison Blackman
has put together an interesting article briefly retelling the
foundation of district nursing and the Queens Nursing
Institute; she also explains the role of the institute today.
This is supported by several delightful photographs that
will really bring a smile to your face.
As promised in the last edition I am pleased to include a
picture of Brenda King in her ‘posh frock’ having collected
her MBE. I also take this opportunity to thank Deborah
Glover for her work as temporary administrator; this role
has now been taken over by Hazel Morley. This is really a
welcome back as Hazel has worked in this capacity for us
in the past. I expect many of your will remember her or will
have met her recently at the Gloucester conference.
As you have picked up the journal I hope that you will
notice that we have changed our logo. This is in many
ways similar to the one that you are familiar with, but
I hope that you will notice its fresh appearance. I have
also moved the logos from our many sponsors to the
back of the journal, I have had great fun over the summer
requesting, checking and returning the company outlines
– it is surprising how many found it difficult to stick to
the word limit, something I am sure many of us have had
difficulties with. I hope you find this information helpful –
if not let me know on legulcerforum@btinternet.com. This
is your journal – please help us to provide the information
you require.
Please note the change of contact details printed in the
notice section and on the back of the journal. I once again
take this opportunity to thank the authors for all their hard
work, and the Executive Committee members for their
patience and support in the production of this journal. The
Executive would like to join me in thanking our sponsors
for their continuing generosity and support.

Susan Knight (Editor)
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Looking back and
moving forward –
LUF Conferences 2010
Irene Anderson

W

hat a difference a century
makes. Venous leg ulcer care
hinges on effective compression
bandaging and it is easy to think that
nothing much has changed. However
there has been a plethora of research
over the past 20 years which has
increased our understanding of chronic
inflammatory conditions, the experience
of people being treated for leg ulceration
and the challenge of service deficits for
people who have a non-venous aetiology.
It was in light of these developments
that the Leg Ulcer Forum Executive
discussed the theme for the 2010
conferences. As we approach completion
of the first decade of the 21st century we
thought it timely to consider the span of
centuries, looking back, taking stock and
identifying the priorities of the future.

The LUF conferences took place on the 21st April
and 17th September. The first event was at the
Holiday Inn, Gloucester in April. The keynote
speaker was Professor Christine Moffatt CBE
who highlighted the genesis of modern leg
ulcer services, beginning with the publication of
epidemiology studies and the difficulties of poor
identification of aetiologies, fragmented care and
centring of care in hospitals with considerable
costs and in-patient stays. All of these, coupled
with an inadequate evidence base, ineffective
bandaging and little recognition of the need for
specialist leg ulcer services led to protracted,
expensive and inadequate care for patients.

Irene Anderson

Chair, Principal Lecturer
and Programme Leader
for the BSc Hons, Tissue
Viability, University of
Hertfordshire
i.1.anderson@herts.ac.uk
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However since the early 1990’s things began
to change as visionaries (including Professor
Moffatt) pushed leg ulcer management onto the
health agenda and in combination with Doppler
assessment skills and improved compression
therapy materials, things began to change.
The publication in 1998 of national leg ulcer
guidelines took us to the end of the century
with a focus of purpose and clearer guidance
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on what evidence we have (and do not have)
for practice. Welcome though the advances are,
Professor Moffatt highlighted areas that still need
to be addressed such as mixed aetiology and
lymphoedema. For this reason the issue of quality
becomes very important and the development
of quality metrics seeks to ensure services are
effective and deliver good outcomes which are
cognisant of patient need and are cost effective.
The quality agenda was taken up by Richard
Shorney who took delegates through the quality
domains of safety, assessment and patient
experience required by the Department of Health.
There was an undercurrent of discussion from
some potential delegates before the conference,
wondering whether the quality agenda affected
them directly as they “were junior” and did not
generally make decisions about patient services
and care. Richard very ably convinced all of
us that indeed this affected all of us no matter
how junior, senior or what health discipline we
align to. The challenge is to construct a way of
identifying quality service that lends itself to
objective measurement. Richard flagged up key
documents guiding this policy and elsewhere
in this journal you can find an excellent article
outlining the policy requirements and the required
reading to understand our responsibilities. What
struck me particularly about this presentation
was the ‘new’ language; QUIPP (quality,
innovation, productivity and prevention), CQUIN
(commissioning for quality and innovation) and
Quality Metrics. Richard explained the meaning,
opportunities and challenges presented by
these acronyms and discussion with delegates
afterwards made it clear that there is much work
to be done in practice and education to ensure we
understand and differentiate volume of activity
and patient focused, cost effective outcomes.
Delegates commented:
“Good overview of quality agenda with
relevance to TV and how to monitor,
implement and influence this locally.”
“Very interesting – could have a whole day
on it!”

Linda Watterson from the RCN presented
preliminary results from an e-survey (n=578), two
focus groups and extended telephone interviews
(n=13) with community nurses which aimed to
find out more about leg ulcer related activities.
Linda conducted this session using the questions
that were asked of participants as a framework for
the session and it was interesting to see alignment
between the experiences in the room and the
survey outcomes. I hope the survey outcomes will
be published soon, interesting highlights included
the age demographic of community nurses and
the effect this might have on future services and
skills, the means by which nurses had engaged
with leg ulcer related education, with some
concerns about the source and currency of some
of this and significant delays for patient care
when nurses working without specific leg ulcer
management skills and support are involved in
caring for affected patients.
The project came about following discussions
about practitioners’ reservations about limitations
of the NAMVLU data collection project.
Although this provides valuable information
about leg ulcer care provision there is scope to
re-purpose the NAMVLU audit and the Leg Ulcer
Forum is keen to support this and encourage more
practitioners to contribute to this project. The Leg
Ulcer Forum was closely involved in the project,
helping to develop the survey tool.
The final session of the morning was from
Brenda King, Nurse Consultant, Tissue Viability
in Sheffield PCT. This was both amusing and
poignant as Brenda related the beginnings of
her leg ulcer services in 1992. She related her
experiences in finding equipment and premises
and the considerable challenges posed by
complex co-morbidities among her patients.
This complexity has made the need for highly
specialist skills very important and not least in
the field of lymphoedema. Brenda also raised
risk assessment issues, for instance in infection
prevention and control when expensive equipment
becomes damaged. The recurring theme of the
morning returned as the consequences for patients
of poor assessment, referral and bandaging
techniques were highlighted as Brenda argued
strongly for the opportunities afforded by the
quality agenda and the multifaceted challenges
informing care from equality and diversity,
infection control and prevention and practice
commissioning.

“Just reflects the problem with training as
stated in RCN bulletin last week, staffing
shortages, cost of training – less innovation
– leg ulcer clinics poor funding, Cinderella
service remains still.”
“Brilliant – reflected problems,
environmental, equipment provision,
‘battles’, frustrations.”
“Very interesting, humorous visual
presentation that clearly illustrated
successes and challenges very well.”
The final plenary session was taken by Jane
Harding, Macmillan Lymphoedema specialist
physiotherapist in Sheffield. She presented
research she carried out where she asked young
people to relate their experience of living with
lymphoedema. This session raised all sorts of
issues about communication, the impact of bad
news delivered badly and the life consequences
when patients are not referred to specialist
services. Jane demonstrated great empathy with
her patients and many delegates commented
what an inspiration she was; things you might
not think of immediately such as wearing
fashionable clothes especially in combination
with compression garments and finding shoes
when your feet are hugely different sizes. Jane’s
innovative approach to problem solving and her
efforts to present the voice of people living with
lymphoedema, whatever the cause.
“Interesting insight into patient feelings.”
“Developed very enthusiastically which
brought to life what it is like to live with
lymphoedema as a young person.”
“Excellent, enjoyed this lecture very much,
very inspirational work.”
The afternoon was focused on workshops run by
leg ulcer specialist nurse Julie Day (Worcester
Acute Trust) and Tissue Viability nurse
consultants Judy Harker from Pennine Acute
Trust and Brenda King from Sheffield PCT.
The workshops enabled small groups to consider
patient case studies highlighting differential
diagnosis, complex cases and recognising and
managing infection. Sharing practice in this way
is very important to developing clinical decision
making and the quality of care for patients and the
enthusiasm of the delegates will surely translate
into practice.
“well delivered, encouraged participation

LUF Journal Issue 24 – Autumn 2010

5

‘‘

Really enjoyed
the day – a great
chance to speak to
and share ideas with
others who also feel
passionate about leg
ulcer care

’’

from audience... helpful looking at a patient
holistically”
“Infection and differential diagnosis,
stimulated debate about what is available
across trusts- dressings/steroids.”
“Excellent experience to discuss difficult
indolent wounds and other ideas.”

The impact of a conference can often be measured
in content and volume of discussion – ‘the buzz’
– and there was no doubt that the delegates had
heard things in the presentations that resonated
with their experience and practice. Delegates
had many questions for the speakers and the
discussion continued over breaks and lunch.
“Wonderful, challenging...Excellent and
food for thought”
“The enthusiasm of the speakers was
wonderful and inspiring, thank you.”
“Although respiratory care my specialism
(Practice Nurse) – expanded knowledge
base and very helpful. So glad I attended –
as was unsure! Am now a member!”
“Really enjoyed the day, great chance to
speak to and share ideas with others who
also feel passionate about leg ulcer care.”

6
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“I want to do more research to be able to
develop my service and this day has given
me many ideas of places to start.”
“Very exciting forum and very informative
thank you. A fantastic day, can’t wait to go
back to practice tomorrow.”
“An excellent study day. Makes you realise
you are not alone when coping day to day
with the frustrations within a leg ulcer
service and the NHS. Pitched at the right
level rather than being simplistic or way
above my head.”
“My first leg ulcer forum conference, well
done, well run, informative – have joined.”
The second event this year was held in the
Village Hotel, Ashton under Lyne, Manchester
on 17th September. As is our custom we try to
mirror the north and south events to ensure parity
for all our members (and potential members)
and to ensure that the expertise of our speakers
and their important messages receive as wide
dissemination as possible. There were some
changes in Manchester as speakers fulfilled other
commitments. We were delighted to welcome
Nurse Consultant Judy Harker from Pennine
Acute Trust as the keynote speaker to review the
conference theme of service across the centuries.
Judy used a timeline of leg ulcer seminal
publications to illustrate key developments in
leg ulcer services ranging from publication of
early epidemiology studies, national guidelines in
1998 followed by the RCN implementation guide
and international work form the International
Advisory Board. This was followed by updated
RCN and SIGN guidelines and the welcome
NICE project that has recently commenced
looking at peripheral arterial disease. Judy
posed the question about how these initiatives
have translated to practice. She highlighted the
improvements in practice that came with vascular
scanning techniques and improved bandaging
skills but this was balanced against remaining
challenges in assessment, standardisation of care
especially across primary and secondary care
settings as well as issues in accessing specialist
services. This keynote session gave much food
for anyone looking for a research project, there is
certainly a lot to be done to build on the progress
we have made into this century.

LUF Conferences 2010 reports
(continued)

The keynote speaker in the afternoon was
Tim Devey, Specialist Primary Care Outreach
Nurse in Sheffield who considered the needs
of people involved in substance misuse and in
particular the serious damage caused to their legs
by the injection of drugs. Tim presented video
testimony from his clients about their experiences
of drug use, especially of injecting substances into
their femoral veins. They described the value they
put on having a wound care services from people
who understood their needs and chaotic lifestyles.
Tim aligned video footage with key implications
and lessons for service delivery. As ever Tim was
modest about the impact he and his team have had
in managing large and complex wounds, pointing
out that he is not a tissue viability specialist.
However the key messages were about delivering
services specific and flexible to the needs of
patients, illustrating the effect of consistent leg
ulcer therapy on wound healing. This session
challenged the structure of existing leg ulcer
service models and enabled delegates involved
in managing a similar client group discuss how
service adaptations could be made.
“Excellent presentation, my service has
seen a rise in IVD user referrals”
“This is a whole new perspective for me
and I can see why my appointment system is
not working.”
Gail Powell ran the afternoon case study
workshop. For several years we have run
small groups (skills forum) workshops in the
middle of the day. Clinical nurse specialists
worked with delegates on a range of activities
such as toe bandaging, multilayer and short
stretch bandaging, pulse oximetry and Doppler
assessment.

Events such as these would not be possible
without the support of the manufacturers who
sponsor us and other societies. We encourage
our delegates to talk to the exhibitors; finding
out about products helps to ensure effective use
and sharing challenges presented by patients
with leg ulcers and related conditions ensure
that companies remain focused on product
development that meets the needs of patients.
Leg Ulcer Forum delegates are an eclectic mix
of general and specialist nurses from hospital,
district, practice and nursing home nurses and
other disciplines such as podiatry and medicine.
We aim to present evidence based care in such
a way that health care staff involved in leg ulcer
care will always leave our events with something
to think about and something to implement in
practice.
So, what difference across a century? Leg
ulceration has been with us for many, many
centuries but the modern approach to management
underpinned by research really began in the late
20th century and in the 21st century we end a
decade with significant challenges for service
delivery. We need to improve assessment and
compression therapy skills, address the risks to
patients posed by delayed referrals, understand
much more about managing ulceration in the
presence of complex co-morbidities and ensure
that we fully embrace the drive for quality and
continue to strive for leg ulceration to be firmly
IA
on the health agenda.

DATES FOR YOUR DIARY
7 April 2011

AGM and Spring Conference

15 September 2011

Leg Ulcer Forum Conference
watch the LUF website for details: www.legulcerforum.org
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Scotland

Conference report
Janice Bianchi

T

his year The Leg Ulcer Forum
(Scotland) had their annual
conference and AGM at the Dewar
Centre in Perth. This proved to be a
popular choice of location and venue
with a good turnout of delegates. The
numbers were encouraging, especially
when so many nurses find it difficult
to attend conferences due to time and
financial constrictions. A big thank you
to all who attended and hopefully we
will see you or your colleagues next year.

The conference asked the question Are We Patient
Focused? To help address the question we were
privileged to have speakers with a long-standing
and current interest in the treatments of patients
with leg ulceration. The first morning speaker was
Hildegard Charles Tissue Viability Specialist/
Consultant in London. Throughout her career
Hildegard has devoted much of her research to
exploring the qualities of short stretch bandage
systems. She presented on the static stiffness
index of short stretch and its importance in
encouraging venous return.
Alyson Brydon, Consultant Dermatologist,
followed with an interesting alternative and
innovative method of skin grafting which is less
traumatic for the patient and also doesn’t involve
the healing of a large donor site. Irene Anderson,
Chair of LUF, came back to her roots in Scotland
and elaborated on the challenges of treating
patients with leg ulcers of mixed aetiology.
Susan Knight Clinical Co-ordinator, Tissue
Viability Services, Buckinghamshire made us
sit up and notice when she talked about patient
concordance and sex, drugs and rock’n’roll.
This proved to be a thought-provoking topic and
again illustrated the need to look and listen to the
patient and how best to meet their needs.

Janice Bianchi

Chair, LUF (Scotland)

8

The afternoon session was interactive which
was a move away from the usual lecture format.
This was facilitated by Margaret Armitage, and
Glynis Billimore. Case studies of assessment,
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diagnosis, treatment and follow up of leg ulcer
patients were presented. The audience were asked
to feed back their thoughts on how this compared
to their own practice and if they would do
anything differently.
Unfortunately our patient representative,
Mr. Ken MacDonald was unable to attend this
year but as always, he is happy to be put in touch
with anyone who would like to make contact
regarding his experiences of leg ulceration. The
anticipated SIGN guidelines on leg ulcers had
not been published by the time of the conference
which proved to be a disappointment for some,
however this will hopefully be rectified in the
near future.
For those interested, the speaker’s presentations
will be displayed on the LUF website. The
future of the Leg Ulcer Forum Scotland remains
strong thanks to the support of the members
and sponsors, and will be stronger if we can
encourage more people to join this worthwhile
organisation.
Our next conference will be in March 2011, venue
and date to be confirmed.
Finally, as I take over as chair of Leg Ulcer
Forum Scotland I would like to take the time
to thank Gerry Young for all her hard work,
dedication and enthusiasm as chair over the past
JB
two years.

Footnote Sept 2010
The SIGN guideline is now available from the
SIGN website:
Guideline number 120 – Management of
chronic venous leg ulcers: a national clinical
guideline

All Ireland

Conference report
Roisin McSwiggan

I

‘‘

t has been a challenging year for
the All Ireland Leg Ulcer Forum.
A combination of extreme weather
snow and frost, and increased demands
on Tissue Viability Services left the
forum meetings difficult to organise at
times.

The Northern sector of the group had an
extremely productive 2009/10 in terms of
education, starting with a Specialist Nursing
Expert Workshop on Vascular and Doppler
Assessment. This was attended by all the
Northern Ireland Tissue Viability Nurses and
other interested specialists. Belfast City Hospital
Vascular Consultant Bernard Lee and Royal
Victoria Hospital Vascular technician Paul
Brannnigan provided the presentations. The
stimulating presentations were professionally
videoed, in order to disseminate the content to the
group for teaching purposes.
Later in the year, we organised two practical
workshops for the General Nurse, on the
Management of Leg Oedema. The workshops
were attended by approximately 250 nurses; from
the feedback received they were a great success
in terms of supporting nurses in their day to day
practice. The Southern sector of the group aim
to replicate both of these events in the South
of Ireland, the initial plan for this work is in
progress.
As a first, the Chairperson, Roisin McSwiggan
and Treasurer Heather Ogle attended the
National Leg Ulcer Forum Group Meeting
in London, this was an enjoyable and thought
provoking experience. It was a fantastic
opportunity to meet the English, Welsh and
Scottish Leg Ulcer Forum Groups; this provided
an opportunity to spend time with like-minded
people, who are interested in disseminating good
practice on leg ulcer management. As an all
Ireland group we hope to attend future national
meetings. We see this as an opportunity to build
stronger networks with the potential for future
integrated working.

As a group we are currently planning our All
Ireland Leg Ulcer Conference on 14th of April
2011, in The Seagoe Hotel Portadown Northern
Ireland. We are in the early stages of bringing
together the conference details and organisation,
so watch this space!

an opportunity to spend
time with like-minded
people, who are interested
in disseminating good
practice on leg ulcer
management

’’

The Northern sector of the All Ireland Leg
Ulcer Forum has commenced early work
with the Northern Ireland Tissue Viability
Network, on future joined up working on leg
ulcer management. Work has already begun on
reviewing the various models of care delivery for
those clients with leg ulcers in Northern Ireland.
Each trust has different structures, and different
ways of working. It is hoped this work will be
on-going, with a view to sharing good practice;
exploring a possible Management Strategy for the
entire province in the future.
All Ireland Leg Ulcer Forum are looking forward
to a busy and exciting year and would encourage
existing and future members to help us make it a
RM
great success.

Roisin McSwiggan

Tissue Viability Nurse
Specialist Coordinator
Northern Health and Social
Care Trust, Northern Ireland
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Notices

PLEASE NOTE
The contact details of the leg ulcer forum have changed:
ADDRESS
The Leg Ulcer Forum
PO Box 641

Huntingdon
PE29 9GU

TELEPHONE/FAX
(01480) 412381
EMAIL
legulcerforum@googlemail.com
WEBSITE
www.legulcerforum.com
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Picture Gallery

Brenda King at the Palace with her MBE 2009

Susan Knight and Gail Powell at the Lansdowne Club in London

Sharon Gresham receiving her prize from Irene
Anderson at the Gloucester Conference

Julia Grinstead receiving her prize from Susan Knight
at the Gloucester Conference
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Signing in before the conference

Looking at the sponsors stands

Coffee Time!!

Richard Shorney presenting at the Gloucester Conference
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Zeadla Bruce receiving her prize from Irene Anderson
at the September Conference

Chronic leg ulcer:

a sickled patient’s personal nightmare
Chinwe Maureen Ojogwu

I

grew up in the South Western part
of Nigeria (Benin-City in Edo State
to be exact), with the importance
of good health care emphasized
everywhere in our house from as far
back as I can remember, as my Dad is
a medical doctor – a nephrologist to be
precise.

I can’t actually remember when I knew I
had sickle cell anaemia as it was not really
talked about in my house or maybe I just can’t
remember it. But as a child, when you are treated
extra special even though I was the last child
of an all girl household, you just know that
there is something different about you. I had all
the typical characteristics of a ‘Sickler’ as we
are known back home. The extreme slimness,
extreme frontal upper teeth, yellowish tinted
eyes always looking pale, claw-like finger nails
and malaria every month, year in year out even
in Nigeria though I never thought I had it bad,
crowned with being very spoilt and getting away
with almost everything I did in the house. My
Mum and Dad never took kindly with me being
made sad, upset or annoyed at home or in school
and I took advantage of it whenever I could. I was
in heaven and being the youngest of all my sisters
and the frailest, they too also made sure I was
happy and never even thought twice about the
extra attention I got at.
My actual sickle crisis started happening when
my menstrual periods started seriously at around
the age of 13-14. At first it seemed like I was one
of those girls who had horrible menstrual cramps
but as time went on, it became evident to my
Dad that I was having stomach occlusions. They
started happening almost every month or every
other month, precipitated by the onset of my
periods and the subsequent loss of blood from my
body. They were always so horrible and always
seemed to last so very long. It helped though
that my house was always like a graveyard when
I had these crises because my parents and my
sisters did everything they could to make sure
I was comfortable and as happy as I could be,

from when they started till when they eased up. I
was always taken care of at home and was never
ever hospitalized because of my Dad and this
happened all through high school.
Despite my health issues, I was undeniably the
best student in my class at school and I was
admitted to study a Bachelors’ degree in Banking
and Finance at a 1st generation university in
Nigeria by the time I turned 18. At that time,
March 2000 to be precise, I felt very happy and
extremely grateful to God that He had not dealt
me too bad a hand. I felt that despite the stigma
associated with sickle cell anemia in Nigeria
and the excruciating pain that also went with it,
I didn’t have it too bad; after all majority of my
classmates in high school who were all termed
‘well’ by a myopic society had not finished with
the results I had, and couldn’t enter the university
like I had. Also, with the bad record of over
hundreds of hospitalization incidents of Sicklers,
I had finished high school with not even a case
of ever being hospitalized. I felt that the sky was
my limit if I tried not to over stress myself, which
I knew very well how to do because it had been
made easy for me to do so at home and since I
was going to go to university from home, I didn’t
have a problem.
By the end of January 2006, I was just 24 years
and 2 weeks old almost to the day, and at the start
of the rest of my life. I had gotten my Bachelor’s
degree with a 1st class honors, had been the
valedictorian at my convocation ceremony,
had gotten a lot of prizes and unconditional job
offers for my result and had also started working
already. I think that this was the happiest time
of my life and my parents and sisters were all so
proud of me. It had not been the easiest journey
believe me – I had almost outgrown my stomach
pains but had also started having severe bone
pains which I thought sometimes occurred in
places I didn’t think bones even existed. I had
been admitted to the hospital about 6 or 7 times;
I had also grown up (or so I thought) but the
most important thing was that I was happy at the
time and thought that my crises were almost over
because everyone knew that once you were over
21, your crises would stop. It was also the time

Chinwe Maureen Ojogwu
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that my life turned into a nightmare and I haven’t
woken up since then, even after four years.
I started having horrible pains in my lower left
leg around early April that year and just couldn’t
understand why and neither did my Dad. Within
a week I was itching just above my ankle and
I scratched my leg thinking it was a normal
mosquito bite that I have almost every day and
my leg was an open wound the next week and it
got bigger and more painful by the day. I could
not understand why a little wound that I couldn’t
remember what had caused it was so painful
but as usual, my Dad knew and didn’t want to
frighten me by telling me why.
By the time I realized what a Chronic Leg Ulcer
was, I was too upset with the pain and growing
size that I couldn’t even be angry that for 24 years
of living and breathing sickle cell, nobody had
ever told me about it, that I was even susceptible
to it and I hadn’t been told what to do to prevent
it ever happening with me. For the next three
months, the pain had become unbearable, I had
to stop working even though it was being dressed
very often and I was very frustrated. It didn’t help
though that in Nigeria the basic dressings for a
cut are not even available in the most modern of
hospitals so no dressings for chronic leg ulcers. It
isn’t even known to vascular and plastic surgeons
the basic modern dressings for a leg ulcer and
some of these consultants are Professors.
My Dad works in one of the best hospitals in
Nigeria and we had to take our own dressings
to the hospital every day I had a dressing to be
done. It was draining and had practically turned
white and the pain was not easing up at all.
Every surgeon my parents knew advised that I
have a skin graft even though my hematologist
advised against it but his alternative was to keep
on dressing it which hadn’t really helped it. He
didn’t reassure me it would heal eventually, in
years to come but I didn’t have any hope it would
and we didn’t know any better. My Dad decided I
should have the graft which I was eager to do and
till this minute, I regret that decision every single
day of my life. My leg started healing finally with
6 weeks in the hospital, countless pints of blood
and a scar on my thigh where my donor site was
but I thought it was a small price to pay to get
back on with my life. Things got back with my
life again, I changed my job and started a job as a
Graduate Assistant Lecturer in my Department of
my University where I got my degree and I was
the youngest Lecturer in the whole school and
loved every minute of it. I had known early on in

14
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university that the least stressful job I could get
in life was one that involved academics because
I never stressed myself when it came to reading
and studying so I had just landed my dream job.
My graft had also taken for over four months by
then and life was getting back to how it had been
before the ulcer developed, that was being great
again or so I thought.
Exactly six months after my skin graft and
enjoying my new job, my right leg started aching
just like the left had done before, but I was
very careful not to touch it so nothing could go
wrong. Boy was I wrong. By the fourth day it
was swollen, tender and more painful than I could
remember. This time my Dad wasted no time and
I was back to my surgeon again and he had to
open it up slightly to aspirate it as it was filled up
with pus which he said was the reason for the pain
and I was put on intravenous antibiotics for five
days. This didn’t work because the leg became an
open wound as fast as the other one had done. We
decided not to waste any time with this one and
I was back in theatre again having another skin
graft. This ulcer was not as big as the 1st was and
certainly not as infected so within three weeks
and the same care plan of hyper-transfusion, I
was home. However, the graft did not take at all
and the one on the left leg had started breaking
down too. We didn’t know what had gone wrong
but the doctors didn’t know what to do either and
walking was already becoming a nightmare.
Within months, both my legs were on fire and my
left ulcer had become circumferential and had
opened up three-quarter way up the leg. The right
ulcer had also increased in size and they were
not sure if they were vascular or venous ulcers
anymore as the pain had become excruciating.
By May 2008, my life as I once knew it had been
practically over for two years; I could barely get
up from bed in the mornings and frankly most
days I didn’t want to. I hardly could go to work
at all and I just wanted my life over but was too
cowardly to take it myself. My family decided
that I had to leave Nigeria and come out here
to England to school to have something to look
forward to and to get the right care for my ulcers.
At that time I knew they were right and I wanted
to leave home too but I didn’t know or think life
had anything to offer me again but I just had to
leave home.
On January 13 next year, I turn 29 and I still
don’t know if life has anything more to offer
me now just as I wasn’t sure it did when I came
to England. In my two years here, my leg has

Chronic leg ulcer: a sickled patient’s
personal nightmare (continued)

gradually gotten better and is still getting better,
but at what price? My ulcers look the best
they have ever done since they started but my
emotional state is wrecked and I don’t know
if it can ever be okay again or what to even do
to make it better and how to do it. I have lost
confidence in myself and my abilities and the
only thing that I could always count on to help
me in life, my brain power! I am struggling with
a one year Masters’ degree program that the
old me could and would have excelled at. On
my best days now I am too drowsy because of
my drugs to study and on my worst days I am
in pain or I am at the hospital, seeing a doctor.
The other days I am in limbo. The worst part is
that I have gone to therapy and counseling and
I am on antidepressants but I am getting worse
emotionally by the day. My sisters have their own
lives and I don’t blame them for being tired of my
problems and my parents don’t understand, can’t
understand or frankly just won’t understand.
I really don’t know what to think anymore.
Who do I blame, doctors back in Nigeria for not
making me aware that I could develop problems
like leg ulcers when I could and did, myself for
thinking that I had a better and more privileged
life than most sickle cell patients in Nigeria
actually do and couldn’t have had it any worse,
my parents for not supporting me enough and
understanding what I am going through? After all
I didn’t ask to be born with sickle cell anemia or
above all God, for allowing me suffer like this?
WHO?
My life makes no meaning to me anymore but
I owe it to myself to hang on, if not for me then
for all my nurses and doctors here who have
fought for me and with me to help my ulcers heal
completely. But as I write this I shed tears for
what I could have achieved or what I will achieve
and who I was before my ulcers developed, who
I am now and who I will be when they heal. Only
time will tell.
CMO

I owe it to myself to
hang on, if not for
me then for all my
nurses and doctors
here who have fought
for me and with me
to help my ulcers heal
completely
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Sickle Cell Disease
– a brief description
Susan Knight

S

ickle cell disease is an inherited
blood disorder, this is an
autosomal recessive inherited
disease where sickle haemoglobin (Hbs)
replaces some or all of the normal
haemoglobin in red blood cells.

Editors Note
For more information on the
pathophysiology and international
classification of Sickle Cell disease,
please access Debra Docherty’s article
printed in the LUF Journal (summer
1999) available on our web site at
www.legulcerforum.org

Sickle Cell disease affects more than 100,000
babies a year (Columbia University Medical
Centre, 2010). This condition is commonly found
in people whose families originate from Africa,
Caribbean, Eastern Mediterranean, Middle East
and Asia. In the UK (United Kingdom) the most
common group presenting the SCD (Sickle
Cell Disorders) are of African and Caribbean
background.

Susan Knight

QN
Tissue Viability
Specialist Nurse
Milton Keynes
Community Health

Leg ulceration is just one of the many secondary
systemic complications (Table 1). The cause of leg
ulceration is thought to be due to tissue ischaemia,
venous hypertension and lymphoedema (Bergquist
et al, 1999). Normally haemoglobin found in red
blood cells releases oxygen into the tissues without
affecting the flexibility of the blood cell. In patients
with sickle cell as the oxygen is released from
the Hbs it forms long rods inside the blood cell
making them rigid and sickle shaped; therefore
less flexible. This can lead to repeated ‘sickling’1
in the microcirculation. Olujohingbe and Anionwu
(2007) state that the repeated ‘sickling’ and
combined interaction with white cells, platelets and
1
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the endothelium will ultimately cause occlusion
of blood within the microcirculation, as well as
haemolytic anaemia and multiple organ failure.
Serjeant and Serjeant (2001) suggest that a large
number of leg ulcers occurring in SCD patients
occur following skin changes, induration and
necrosis in the dermis under an intact epidermis.
These localised areas are very painful and finally
result in tissue destruction; this type although
painful remains small and tends to heal rapidly.
Other types of ulceration will follow on from
trauma and tend to become infected and increase
in size. As with more usual types of venous leg
ulcers these ulcers can heal then recur repeatedly
over many years. Serjeant and Serjeant (2001)
also describe a rare type of ulceration which starts
with the formation of a blister which then breaks
down to form an ulcer.
Sickle cell ulcers are usually found on the lower
third of the leg (around the medial or lateral
malleolus). As with most types of leg ulcer they
can also occur in the pre-tibial area and on the
dorsum of the foot. In most cases the patients also
state that the ulcer occurred following a trauma
but it should be noted that ulcers can occur
spontaneously. These ulcers are usually small,
elevated, and may have a ‘crusty’ appearance.
They can occur as single or as multiple ulcers
either unilaterally or bilaterally. In many ways
how the ulceration occurs is unimportant as
prompt treatment is essential.
There is a high risk in areas where SCD is
relatively unknown that patients presenting with
leg ulcers may be treated for venous ulceration, as
many symptoms ascribed to venous leg ulcers are
present. However treating these patients as having
simple venous ulceration could be detrimental
therefore the author would recommend that
patients belonging to one of the risk groups
presenting with leg ulceration should be screened
to exclude SCD. Assessment of patients with
leg ulceration and SCD will include the normal
leg ulcer assessment (including Doppler
assessment and full medical history) and further

investigations (Table 2). Treatment may include
graduated compression bandaging or stockings
for those patients presenting with venous
symptoms. As these types of ulcers are usually
highly exudating and the patients skin is generally
vulnerable, the choice of dressing materials is
crucial. Usually absorbent non adhesive dressings
are the products of choice. Pain is another
problem for patients with SCD and Ballas (2002)
reported the use of topical opiods to relieve ulcer
SK
pain.
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Table 2: Investigations (adapted from
Olujohungbe and Anionwu, 2007)
Full blood count
Haemoglobin electrophoresis and
quantification of other variant
haemoglobin(s)
α-globin genotype
Regular wound swabs
Xray to exclude osteomyelitis
Yearly Doppler assessment

Table 1: Secondary Systemic Complications (Columbia University Medical Centre, 2010)
Affected Organ

Pathogenesis

Spleen

Sickled cells produce vaso-occlusion

Acute Chest Syndrome

Abnormal nitric oxide metabolism occurs

Lung

Lung lesions decrease arterial pressure, causing micro-infarction or occlusion of small vessels

Kidneys

Local production and secretion of vasodilatory prostaglandins occurs in response to
microvascular obstruction

Brain

Sickled cells alter blood flow, producing occlusion of the large and small vessels, red cell
sludging, and distal field insufficiency

Musculoskeletal

Increased destruction of sickled red cells produces haemolysis, increased erythroblastic activity,
and expansion of the bone marrow cavity

Liver

Ischaemia, transfusion-related viral hepatitis, iron overload, or gallstones may occur

Gastrointestinal

Helicobactor pylori infection occurs due to pre-existing anaemia, increase non-steroidal antiinflammatory drug use, and alloimmunization

Hypertension

Salt-losing state may occur, as may defect in vascular tone. Marginal blood supply to the skin,
local oedema, and minor trauma may occur.

Leg ulcers

Chronic damage to the microcirculation caused by sickling, capillary wall injury and
proliferation, and abnormal permeability to macromolecules may occur.
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Interview

Hildegard Charles
Susan Knight

about the people, their life and culture in the UK.
Community nursing seemed an ideal place to
satisfy this interest.

Can you remember your first leg ulcer
patient?

Did you always want to be a nurse?
Yes, as a child I dreamt of becoming a nurse or
doctor. I enjoyed reading stories that related to
health and medicine.

You originally did your training in
Germany, then the USA and the UK.
Did you notice any differences?
When I was working in the USA and the UK I
was surprised how much autonomy and influence
the nurses had on the service they provided to
patients. It also seemed that there were more
professional opportunities for nurses in the UK.
However, this was some years ago and there are
now more opportunities in Germany.

How did you start in the community?

Susan Knight

LUF Journal Editor
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Before I came to the UK I worked in hospitals
rather than in the community. When I first started
working in the UK it was also in the hospital
setting. However, community nursing in the
UK seemed challenging, exciting and dare I say
romantic. I was also very keen to learn more
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Yes, I remember her very well. When I first
started as a district nurse in London many of my
patients suffered from leg ulceration. It seemed as
if there was no hope for these poor patients; it was
a horrible frightening introduction to community
nursing. For my patients it was a never ending
agony. Patients were seen by their district nurses
who tried their best with what they had to offer
for treatment. Patients were sent for hospital
appointments and communication between the
hospital and the community was poor. It affected
me so badly that I thought I either have to leave
community nursing or do something to improve
the care for leg ulcer sufferers.

Is your use of short stretch bandages
based on your experience in
Germany?
No, in Germany I was working as a paediatric
nurse and didn’t see any leg ulcerations.
When I was confronted with so many leg ulcer
sufferers in the community, I researched the
subject and contacted nurses and doctors in the
field such as Julia Cornwall, Christine Moffatt,
Paula Ertl, Mary Eagle, Irene Eileen, Chambers,
Dr. Stanley Allen and Prof. Partsch who like me,
were interested in the treatment of leg ulceration.
Christine Moffatt introduced me to the 4-layer
bandage system and I presented a proposal to
introduce this compression system to my Trust;
however this was rejected because of the high cost
and I was told to find something as effective but
less costly. As a result of further searching I found
short-stretch bandages and carried out a study
on venous ulcer healing with the short-stretch
compression systems. The results showed a healing

rate in venous leg ulceration in three months of
over 70% and as a result short-stretch compression
bandages were introduced in the Trust.

We now have a number of different
bandage systems for patients and
staff to choose from. Why do you
think that many areas seem to choose
just one system?
Over the last 20 years there has been a revolution
in leg ulcer management. The industry is
continually promoting new products. There is an
increase in education through courses/degrees,
conferences, study days, professional journals,
research and the development of nurse specialists.
With these resource avenues now available
nurses are well equipped to evaluate the different
bandage systems and assess them critically. This
should give them confidence to make the best
decision for the most effective treatment for their
patients.

How did the St. Charles Bandaging
technique come about?
The St. Charles technique was developed by my
team at St. Charles Hospital in London and is
just a coincidence with my name. When we first
used short-stretch bandages we used only the
spiral technique because it was the most common
way to apply a bandage and it was easy to teach.
It is well known that when there is oedema the
bandage has to be re-applied because of slippage
due to oedema reduction. However, we found that
with large calf muscles (champagne bottle shaped
legs) the bandage slipped. We used common
sense and bandaged up and down the leg. The
bandage/s stayed in place and the patients found
it very comfortable. Of course we were concerned
about the graduated sub-bandage pressure and
carried out sub-bandage pressure measurements
with the Oxford monitor and to our satisfaction
graduated pressures were achieved.

Why did you join the Leg Ulcer
Forum?
The Leg Ulcer Forum provided a national
platform and exposure for professional input.
Furthermore, it offered the opportunity to network
with other leg ulcer/tissue viability specialists and
to share good practice and new ideas.

Did being a member of the Leg Ulcer
Forum give you the opportunity to do
something that you otherwise might
not have been able to do?
When I joined the LUF the gold standard for
compression was the 4-layer bandaging system. I
think and hope that with my input and experience
with a different compression system it helped
to focus and raise the debate on the use of
short-stretch bandages being a viable treatment
option for venous leg ulceration on a national/
international level.

Having been on the executive
committee do you have any views on
the direction we should be taking?
The Leg Ulcer Forum should continue providing
up-to-date educational information for nurses who
are working in leg ulcer management, also be
involved in new developments and be an advocate
for these on a national front.
The Leg Ulcer Forum can be the leading
organization for the national audit in leg ulcer
management. This could be in co-operation with
other organizations i.e. RCN and government
initiatives.

What are you most proud of in your
professional career?
The greatest satisfaction was when we could
stop and prevent the misery of patients who were
suffering from leg ulceration and when patients
told me that they had their life back and were
pain free. At the beginning it seemed almost
impossible that it was so easy with the use of
short-stretch compression bandages. Teaching and
passing on knowledge/skills to other professionals
leaves one with a sense of personal achievement
knowing that your efforts leave a legacy of care
and caring.
My professional and academic achievements
culminated with a PhD has given me the
satisfaction to combine clinical practice and
academic knowledge for the improvement of
patients’ quality of life and to fulfil a lifelong
SK
ambition.
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Does leg ulcer treatment
improve patients’ quality of life?
Hildegard Charles

Objective
To investigate the impact of ‘disease’ and the treatment on quality of life in patients with venous leg ulceration.

Method
65 patients with venous leg ulcers were recruited and treated. At study entry and exit or following complete wound closure,
whichever occurred first, each patient was assessed using the SF-36 quality-of-life questionnaire. Data analysis included an
investigation of the study population as whole, differences between patients whose ulcers did and did not heal and between
gender and age. Health domain means for all patients were compared with age equivalent norms (AENs) at both entry and exit.

Results
There was a significant improvement in the SF-36 domains of bodily pain, health transition, mental health and social function
for all 65 patients. Patients whose ulcers healed also showed a statistically significant improvement in the vitality domain.
Patients whose ulcers did not heal had statistically significant improved scores for bodily pain and health transition. At entry
all SF-36 values, except for general health, were lower than the AENs. On exit, scores for bodily pain, general health and
mental health were comparable with the AEN; values for the remaining five domains increased at exit.

Conclusion
The results highlight that good wound management and effective compression therapy can improve quality of life in patients
with venous leg ulceration, whether or not the patient’s leg ulcer healed following treatment.

Declaration of interest
None

W

Hildegard Charles

PhD, MSc, BSc, RC,
NDN, RSCN
Clinical Nurse Specialist
St Charles Hospital
Exmoor Street
London W10 6DZ
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ound management therapies are
invariably assessed in terms of
cost-effectiveness and healing,
rather than quality of life. But patients
have described living with a venous leg
ulcer as ‘a forever healing process’, with
pain being a constant irritation and their
ability to lead a normal life affected by
numerous and significant restrictions.
Some authors have suggested that leg
ulcers have a wide-ranging impact
on patients’ lives, while others have
emphasised the effects on specific aspects,
such as their ability to work or interact
with others (Chase et al, 1997).
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Hagberg (1990) stated that quality of life includes
satisfaction with life and social well-being.
Naess and Hvaer (1988) from a psychological
perspective, suggested that an individual with
a good quality of life has ‘an appetite for life,
realises their personality, has good relations with
other people, is capable of friendship and loyalty,
and has good self-esteem and self-acceptance.’
Young and Longman (1983 and 1987) defined
quality of life as the degree to which the
individual can accept their current life situation.
Quality of life is influenced by sickness, treatment
and the underlying disease (Lindholm et al,
1993). Any attempts to measure quality of life
must involve the patient (Price, 1996).

Impact of leg ulceration on patients’ quality of life
has been investigated using various methods of
assessment:
•
•
•
•
•
•

Standardised personal interviews (Phillips
et al, 1994)

•

Symptom Rating Test (Franks et al, 1994)

Semi-structured interviews (Hamer et al,
1994)
Questionnaires based on focus group
discussion (Hyland et al, 1994)

SF-36 quality-of-life questionnaire. (Price
and Harding, 1996)

Ulcer-associated pain

•

Social isolation

Restricted mobility
Powerlessness

This study evaluated the impact of venous leg
ulceration and its treatment on quality of life. The
SF-36, a self-reported, generic, quality-of-life
questionnaire adapted for the UK (Brazier et al
1992, Garrat et al 1993, Jenkinson et al 1993),
was used. It has 36 questions measuring health
across eight domains:
•

Physical functioning

•

Role physical (role limitation because of
physical health problems)

•

•
•
•
•

Social functioning

Bodily pain

Mental health
Vitality

General health.

Finally, a general health question compares
current health with that experienced one year ago
(health transition).

Method
Inclusion criteria
•
•
•

Patients must be able and willing to provide
informed consent.

Exclusion criteria

•

•

•

Patients must be aged over 18

Nottingham Heal Profile (Fallowfield 1990,
O’Hare 1994, Stevens J 1994)

General themes have emerged:
•

•

A venous leg ulcer greater than 2cm and
less than 12cm at its widest perpendicular
diameter

A resting ankle brachial pressure index of ≥
0.8
Patients must be ambulatory

•

•

•
•

Use of corticosteroid treatment within two
months of enrolment
Insulin-dependent diabetes

Allergies to any product being tested;
history of radiation or cytotoxic treatment
near the ulcer site; primary arterial
occlusive disease; HIV positive
Registered alcoholics

Patient in unlikely, for psychological or
physical reasons, to be concordant with the
treatment or follow-up regimen.

Assessment and analysis
Ethical approval was obtained from the trust’s
ethics committee. 65 patients were recruited from
the trust’s district and practice nurses’ caseloads.
The average age was 72 years; 57% were female
and 43% male. Average ulcer areas was 860mm_
and the average duration was 131 weeks.
Short-stretch compression bandages (Comprilan,
BSN Medical, UK) were used on all patients.
Each patient was assessed with the SF-36 when
they entered the trial and then on exit at 12 weeks
or when the leg ulcer healed, whichever occurred
first. These entry and exit data were compared
with data from an age-equivalent normal (AEN)
population derived from the literature (Price and
Harding, 1996).
Unfortunately, AEN raw data were not available
to undertake statistical comparisons between
the AEN entry and exit data and those produced
in the present study. Therefore, a descriptive
comparative analysis of the means was
undertaken to highlight differences between the
AEN data and data produced in the present study.
To measure the impact of standardised treatment
on the study populations quality of life, entry
SF-36 data were compared with exit date (nonparametric Wilcoxon matched pair). To assess
the immediate impact of ulcer healing on quality
of life, exit data from patients whose wounds
healed was compared with exit data from patients
who ulcers did not heal within the 12-week study
period (non-parametric Mann-Whitney). Entry
and exit data were also analysed to investigate the
impact of gender and age on quality of life (nonparametric Mann-Whitney).
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Fig 1. Comparison of health domains of all patients (n=65)
at entry and exit with age-equivalent norms

The SPSS 6.1 computer programme (Statistical
Products and Service Solutions) was used for the
statistical analysis on the SF-36 data. In the eight
SF-36 domains a high transformed SFG-36 score
represents a good quality of life. A low score for
the health-transition item (the additional questions
on health transition) represents an improvement in
health status – a score of one is assigned the value
of ‘Much better now than one year ago’, whereas
five is ‘Much worse now than one year ago’.

Results
Comparison of entry data (whole
population) with age-equivalent norms
Mean values for each of the SF-36 health domains
were calculated from the entry data.

Fig 2. Comparison of healed patients (n=42)
at entry and exit with age-equivalent norms

Seven of the eight health domains means were
lower than previously published AENs (Price and
Harding, 1996).
Our study general-health domain score was
marginally higher than that for the AEN
population (mean: 61.9 versus 58.0 respectively).
Mean scores for five domains – physical
functioning, role physical, bodily pain, vitality
and social functioning – were 15 or more points
lower than the AEN mean scores.
Mean scores for role emotional and mental health
were also lower than for the AEN: 28.0 points and
5.5 points respectively.
Entry and exit values for all patients are in Table
1.

Comparison of exit data (whole
population) with age-equivalent norms
Fig 3. Comparison of unhealed patients’ (n=23)
means at entry and exit with age-equivalent norms

Mean values from the exit data were compared
with the AEN data (Price and Harding, 1996).
The improvements between entry and exit data
resulted in a closer approximation between our
study and the AEN values, most obviously in the
bodily pain and mental-health domains, which
improved to a level virtually indistinguishable
from the AEN data (Fig 1 and Table 1).
The age range of the population used to generate
the AEN data (70-74 years) and the average age
of our study population (72 years) suggests a
degree of equivalence between the data sources.
But there was a large variance in standard
deviation (SD) between this study and the AEN
in several of the health related quality-of-life
domains studied, which may reflect variations
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Does Leg Ulcer treatment improve
patients’ quality of life? (continued)

Table 1. Comparison of the nine SF-36 health-related qualityof-life items
with age-equivalent norms (AEN)
Entry mean (SD)

Exit mean (SD)

Statistical
significance (p)

AEN* (SD)

Physical functioning

44.3 (29.6)

45.1 (32.4)

0.799

59 (29)

Role physical

35.4 (43.3)

38.5 (42.6)

0.564

54 (45)

Bodily pain

45.0 (24.4)

61.8 (24.1)

<0.001**

60 (14)

General health

61.9 (20.1)

61.4 (20.6)

0.807

58 (22)

Vitality

44.8 (23.1)

49.4 (21.7)

0.071

60 (14)

Social functioning

49.7 (29.1)

59.8 (31.4)

0.005**

76 (27)

Role emotional

44.6 (45.3)

52.3 (45.3)

0.189

73 (39)

Mental health

62.5 (22.6)

68.1 (19.2)

0.011**

68 (25)

3.3

2.7

<0.001**

—

Domain (n=65)

Health transition

*Previously established UK age-equivalent norms (AENs), based on a healthy
population aged 70–74 years. Average age of the patients in this study was 72.
**Statistically significant values
in disease severity or be linked to differences in
individuals’ ability to ‘deal’ with the problems
and restrictions of living with a leg ulcer. For
example, the variation in role physical was 122%
(SD/mean x 100 = %) for our study patients and
83% for the AEN.

Comparison of SF-36 data from the
whole study population at entry and at
exit
On exit from the study, means for seven of
the eight SR-36 health domains showed an
improvement when compared with entry,
indicative of an overall improvement in quality
of life. However, there was very little change
in the general health domain. There were minor
improvements in physical functioning, role
physical, vitality and role emotional.
Two-tailed non-parametric analysis (Wilcoxon
matched paired t-test) indicated statistically
significant improvements in bodily pain, social
functioning and mental health.
There was also a statistically significant increase
in the health transition item (Table 1).
Comparison of entry with exit data for all patients
whose ulcers healed (n=42)
42 patients’ leg ulcers healed within the 12
week study period, a healing rate of 65%.
Values for four domains (bodily pain, vitality,

social functioning and mental health) improved
significantly from entry to exit. There was a
statistically significant reduction in the mean
health transition score.
Role physical and role emotional scores
improved, but did not quite reach statistical
significance (0.055). Physical functioning and
general health were largely unchanged.
Figure 2 compares entry and exit values for the
eight domains for this patient subgroup and the
AEN.

Comparison of entry with exit data for
patients whose ulcers did not heal (n=23)
23 patients (35%) did not heal after twelve weeks
of treatment. There was an improvement in six of
the main SF-36 domains (physical functioning,
bodily pain, vitality, social functioning, role
emotional and mental health), although only
bodily pain was statistically significant.
There was a statistically significant reduction in
the mean health transition score.
Values for two domains (role physical and general
health) decreased from study entry to exit, but
neither was statistically significant.
Interestingly, the exit mean for bodily pain of
the unhealed patients increased to a level that
surpassed both the bodily data pain exit mean
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recorded for the healed patient subgroup and the
AEN population.
Figure 3 compared data for patients whose ulcers
did not heal during the study period with the AEN.

•
•

Summary

Bodily pain and health transition showed
a statistical significant improvement in all
three groups

Mental health and social functioning
showed a statistically significant
improvement in the ‘whole population’ and
in the subgroup of patients whose ulcers
healed

In summary, these data suggest that quality of life
improved in all patients, regardless of whether
or not their ulcers healed during the study
period. More domains improved to a statistically
significant level in patients whose ulcers healed
than in patients whose ulcers remained unhealed.

•

Domains and statistically significant
improvements

SF-36 health-related quality-of-life
domains compared by gender and age

Changes in entry and exit values in the nine
health-related quality-of-life domains were
considered for:
•
•
•

The entire study population

Patients whose ulcers healed during the
study

Patients whose ulcers did not heal during
the study

Of the nine health-related quality-of-life domains:
•

Bodily pain, health transition, mental
health, social functioning and vitality
demonstrated a statistically significant
improvement in two or more of the above

Table 2. Statistical differences between
gender and age (SF-36)
ENTRY
All ages

Male (n=28)
Female (n=37)
Under 65 years
Male (n=7)
Female (n=7)

65 years and older
Male (n=21)
Female (n=30)

Male patients had higher
scores than females for
the physical functioning
domain (p=0.010).

Male patients had higher
scores than females for
the general health domain
(p=0.019)
Male patients had higher
scores than females for
physical functioning
domain (p=0.044)

EXIT
65 years and older
Male (n=21)
Female (n=30)
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three data set comparisons.
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Male patients had higher
scores than females for
the physical functioning
domain (p=0.050)

A statistically significant improvement
in the vitality domain was recorded only
in the subgroup of patients whose ulcers
healed.

The study population was divided into male
and female subgroups to investigate any gender
differences. Data were also studied in relation
to patient age: patients aged under 65 years, and
aged ≥65.
Four statistically significant differences were
found: three at entry and one at exit (Table 2).
These suggest that male patients aged ≥65 years
had higher physical functioning values than
female patients at entry and exit. There was a
statistically significant difference in the under65s, although this comprised only 14 patients
(seven males and seven females).

Discussion
When comparing domain-score means for the
study population with an AEN population,
patients with venous leg ulcers scored noticeably
lower scores in six of the eight SF-36 quality-oflife questionnaire after the treatment program (or
at healing ) showed measurable improvements in
all domains. Of the nine SF-36 domains studied,
statistically significant improvements were noted
in four – bodily pain, social functioning, mental
health and health transition – suggesting quality
of life can be measurably ameliorated by good
wound management.
In the subgroup of patients whose ulcers did
not heal, two SF-36 domains (bodily pain and
health transition) improved significantly after
12 weeks of treatment. However, in patients
whose leg ulcers did heal, scores for five SF-36
domains (bodily pain, health transition, mental
health, social functioning and vitality) improved
significantly, highlighting the importance of ulcer
resolution to quality of life.

Does Leg Ulcer treatment improve
patients’ quality of life? (continued)

Table 2. Statistical differences between
gender and age (SF-36)

The SF-36 health transition item measures how
Entry compares their health with the way it
a patient
was● All
oneages
year or more ago. On average, the ulcer
Male (n=28)
had higher
duration
of patients inMale
thispatients
study was
at least
Female (n=37)
scores than females for the
one year. Statisticallyphysical
significant
improvements
functioning domain
were found between entry
and exit in the total
(p=0.010).
population, in the subgroup of patients whose
● Under 65 years
ulcers
subgroup
whose
ulcers
Malehealed
(n=7) and in the
Male
patients had
higher
n=7)
scores than females for the
didFemale
not heal.
general health domain

The healed subgroup (p=0.019)
not only produced
statistically
significant
improvements in the same
● 65 years and older
four
domains
study
population
Male
(n=21 as did the
Male
patients
had higheras a
Female
than
females(defined
for physical
whole,
but(n=30)
also in thescores
vitality
domain
as
functioning domain (p=0.044)
‘feels full of pep and energy
all of the time’).

Fig 4. SF-36 domains and statistical improvements
Fig 4. SF-36 domains and statistical improvements

12 months rather than at three months as here.

SF-36 Quality-of-life questionnaire

Domains measured
Physical functioning; role physical; bodily pain; general health;
vitality; social functioning; role emotional;
mental health; health transition
All patients
(n=65)

pain, emotion, sleep, social isolation and physical
Franks and
used
Nottingham
Health
mobility),
toMoffatt
examine
thethe
effect
of 12 weeks
of high
Profile, whichon
hasquality
six dimensions
bodily
compression
of life (energy,
in patients
with
19
venous
leg ulcers.
Significant
improvements
were
pain, emotion,
sleep,
social isolation
and physical
found
in alltodimensions
population
mobility),
examine thewhen
effectthe
of study
12 weeks
of
was
as on
a whole.
The
of improvehighconsidered
compression
quality of
lifelevel
in patients
ment in bodily pain was statistically greater in
with venous leg ulcers (Franks and Moffatt,
patients whose ulcers healed, but no other statisti2001).
Significant
improvements
werewere
foundnoted.
in
cally
significant
dimensional
changes
all
whenFranks
the study
population
was
Indimensions
another study
et al.,
using the
SF-36 to
considered
as a whole.
The level
of in
improvement
assess
health-related
quality
of life
patients with
chronic
ulcers,
reported that,
when
the whole
in bodilyleg
pain
was statistically
greater
in patients
study
(118
was considered,
whosepopulation
ulcers healed,
but patients)
no other statistically
domain
scores
barely changed
between
significant
dimensional
changes were
noted.baseline
and the 12-week assessment point,20 an observation
In another
et alresults
(2003),
using thehere.
that
clearly study
differsFranks
from the
presented
The differing
levels of statistical
in
SF-36
to assess health-related
qualitysignificance
of life in
these
twowith
studies
mayleg
be ulcers,
explained
by the
different
patients
chronic
reported
that,
levels
effectiveness
ofpopulation
the wound(118
management
whenofthe
whole study
patients) procedures used. This is supported by the fact that Franks
was considered, domain scores barely changed
et al. reported a healing rate of 26% in 12 weeks,
betweenwe
baseline
andone
theof12-week
assessment
whereas
achieved
65% in the
same period.

point, an observation that clearly differs from the
results presented here.
Limitations

Morrell et al.’s21 study suggested that the SF-36
The differing levels of statistical significance
should be used to identify differences at 12 months
in thesethan
two studies
may
be explained
by the
rather
at three
months
as here.
However,
different
levels
of
effectiveness
of
the
wound
maintaining access to patients for 12 months can
management
used.12-month
This is supported
be
difficult. procedures
Nevertheless,
follow-up
could
important
insight
into long-term
by theprovide
fact thatanFranks
et al (2003)
reported
a
health-related
issues.
healing rate ofquality-of-life
26% in 12 weeks,
whereas we

achieved one of 65% in the same period.

Conclusion

This study has demonstrated that the SF-36 can be
Limitations
used to measure the impact of leg ulceration on

Morrell et al (1998) study suggested that the

JO
U R N Ashould
L O F Wbe
O Uused
N D Cto
AR
E V O L 1differences
3 , N O 6 , J U Nat
E 2004
SF-36
identify

Healed
(n=42)

Unhealed
(n=23)

Statistically significant improvements
produced from the study

Exit

At entry male patients, regardless of age
65 years and older
had● significantly
higher scores for physical
Male (n=21)(p=0.01) Male
hadThis
higher
scores
functioning
then patients
females.
suggests
Female (n=30)
than females for the physicalmale patients with legfunctioning
ulcers aredomain
not as(p=0.050)
adversely
affected in the physical functioning domain as
female patients.

research

Bodily pain

Bodily pain

Bodily pain

Health
transition

Health
transition

Health
transition

Mental health

Mental health

Social
functioning

Social
functioning
Vitality

Number of statistically significant improvements
in domains from entry to exit
All patients
(n=65)

Healed
(n=42)

Unhealed
(n=23)

4

5

2

health-related quality of life. Comparisons with an
AEN
population
clearly
show
that the
negative
However,
maintaining
access
to patients
for 12
effect
of
leg
ulceration
on
quality
of
life
is
signifimonths can be difficult. Nevertheless, 12 month
cant and wide-ranging. Good wound management
follow-up could provide an important insight into
practices that consider both the patient and the
long-term
health-related
quality-of-life
issues. of life.
wound
can
significantly
improve quality
While the quality-of-life enhancing effects of ulcer
Conclusion
healing
are very clear, the benefits of effective
wound
management
without
healing
should
This study
has demonstrated
that
the SF-36
cannot be
overlooked. ■

be used to measure the impact of leg ulceration
on health-related quality of life. Comparisons
● This paper won the original research category of
withJournal
an AENofpopulation
clearly show
that the 2004
the
Wound Care/Tendra
(Mölnlycke)
negative and
effect
of leg ulceration on quality of
Honours
Scholarships
life is significant and wide-ranging. Good wound
management practices that consider both the
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patient and the wound can significantly improve
quality of life. While the quality-of-life enhancing
effects of ulcer healing are very clear, the benefits
of effective wound management without healing
should not be overlooked.
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Frostbite in an elderly
patient following a fall
Julie Day

M

rs C was admitted to the
acute trust as an emergency
following a fall at home. The
neighbours had called an ambulance
when they noticed that her curtains had
not been opened for some time. This
lady lived alone and was a very solitary
character. The neighbours reported
that it was not unusual for her curtains
to remain closed for days on end; as a
consequence they had not been unduly
concerned about her whereabouts. On
arrival at A&E it was impossible to
establish how long she had remained
on her floor before admission due to
her general poor medical condition and
confused mental state.

diagnosis of gangrene. She requested a referral
to the vascular team and Mrs C was seen in the
multi-disciplinary vascular out-patient clinic
when her medical condition was stable.

She had fallen during one of the longest cold
winters for many years. The ambulance crew
informed the A&E department that the flooring at
her home comprised quarry tiles and there was no
central heating. On admission she was clothed in a
thin summer dress and without socks or footwear.

Base line observations including BMI,
BP, pulse, respiratory rate, oxygen
saturation levels, urinalysis

On admission to hospital Mrs C received
emergency treatment for hypothermia and
dehydration. She was also confused and
malnourished; she was seen by the dietician
regarding her dietary requirements. The results of
blood tests identified that she had hypothyroidism,
anaemia and mild renal impairment. During the
physical examination it was noted that she had
extensive lesions to both feet (photographs 1-3),
and a provisional diagnosis of pressure lesions
or gangrene was made. Mrs C also had similar
lesions to some of her fingers.
A referral was made to the Tissue Viability
service and Mrs C was assessed by a newly
appointed tissue viability staff nurse. Despite her
relative inexperience the tissue viability nurse
recognised that these lesions were not typical
pressure lesions and she felt that they were more
likely to be vascular in nature with a possible

In the out-patient clinic a full holistic assessment
was undertaken (Box 1). Although all aspects of
the holistic assessment are important the history
taking process is considered essential as it is the
biggest step towards making a correct diagnosis
(Longmore et al 2007). A thorough history taking
is required in order to identify abnormal findings,
develop a hypothesis and progress to a diagnosis
(Bates 2007). It is important to establish a clinical
diagnosis to ensure an appropriate treatment plan
is implemented.

Box 1: Holistic assessment

Presenting condition
Exploration and history of the presenting
condition
Current and past medical history
Medication
Allergies and sensitivities
Clinical examination/physical assessment
Clinical investigations
Social history
Family history

Details of her medical history, the presenting
complaint, medication, and social history were
recorded from the medical notes as Mrs C was
unable to provide the information herself due to
her confusion. She did not remember falling at
home and was unaware that she had any lesions
to her feet.

Julie Day

CNS Leg Ulcers,
Worcestershire Acute
Hospitals NHS Trust
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On examination both feet were warm, well
perfused and did not blanche on elevation. She
did not recall any previous history of intermittent
claudication and she reported that she was not
experiencing any pain at all from the lesions to
her feet. The lesions were photographed with
the patient’s verbal consent as per trust policy
(photographs 1, 2, and 3). She had palpable lower
limb pulses including the femoral, popliteal,
anterior and posterior tibial pulses. Her Ankle
Brachial Pressure Index (ABPI) was greater than
1 bilaterally. Clinically she did not present with
clinical signs of arterial insufficiency (Box 2),
and a diagnosis of peripheral arterial disease was
excluded.

Box 2: Clinical Signs of arterial
insufficiency (Morison and Moffatt
1994)
Dusky colour on foot
Cool or cold foot
Atrophic, shiny skin on shin
A history of intermittent claudication
Thickened toe nails
Reduced or absent pedal pulses
Reduced Ankle Brachial Pressure ratio
Ulcers on toes / heel / foot which tend to
be deep
Necrotic tissue or gangrene
Severe pain in the foot when it is raised
which is relieved by keeping the foot
lowered
Delayed capillary refill-greater than 3
seconds
Blanching on elevation
Rubor dependency- the foot is a red colour
when lowered and becomes white when
elevated
Loss of hair to the limb
The key to the diagnosis was the fall and the fact
that this patient had spent a considerable time
lying on a cold floor. After considering all the
findings of the holistic assessment in conjunction
with the clinical presentations of these lesions a
diagnosis of frostbite was made. The victims of
frostbite often have a diagnosis of hypothermia
and dehydration (A’Court et al 1995). Mrs C also
had hypothyroidism and malnutrition which are
recognised as underlying illnesses in relation to
frostbite (Mechem 2010)
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Frostbite in an elderly patient following a fall
(continued)

Frostbite
Frostbite is not a common condition, however
during the winter of 2009/2010 the vascular team
noticed an increase in patients presenting with this
medical condition. This particular winter was very
cold with long periods of sub zero temperatures.
Frostbite occurs when the body is exposed to
temperatures below the freezing point of skin and
the tissues freeze (emedicine.com). Due to the
presence of salt in the body the temperature needs
to fall below minus 2˚ centigrade for the tissues
to freeze (Curtis 2010). Hypotherrmia occurs
when the body temperature falls below 37˚ C and
during prolonged exposure to the cold the body
restricts the blood supply to the extremities to
preserve the core body temperature and maintain
the blood supply to the vital organs. As the body
temperature falls the body permanently constricts
the peripheral blood vessels to prevent cold blood
entering the circulation (emedicine.com).
Exposure to the cold leads to ice crystal formation
in the tissues and dehydration of the cells
(Mechem 2010). Frostbite affects the peripheries
and the tissues become hard, white or mottled
with reduced sensation (Lloyd 1994). There
are varying degrees of frostbite injury (Box 3)
and Mrs C. had third degree injuries with skin
necrosis and gangrene.

Treatment
The first line treatment is to stabilise the patient’s
medical condition which had been undertaken
prior to her clinic attendance. She was receiving
medication for her hypothyroidism and anaemia,
and her poor nutritional status was being
addressed.

Wound management
It is advised that such lesions are kept dry as the
affected area generally heals or mummifies without
surgery (Mechem 2010). A low adherent dressing
impregnated with 10% povidone iodine (Inadine)
was used to protect the lesions, with a secondary
dressing of gauze and tubular gauze (Stockinette).
Regular inspection of the lesions was advised as
infection can be a complication. Elevation of the
feet was advised to reduce the tissue oedema.
Pressure relief is also important as further damage
to the susceptible tissues can occur.
The vascular team podiatrist reviewed this lady
regularly on the ward and reported that the lesions
had remained dry and free from infection.

Box 3: Degree of injury (Mecham 2010)
First-degree injury – Erythema, oedema, waxy appearance, hard white
plaques, and sensory deficit
Second-degree injury – Erythema, oedema, and formation of blisters
filled with clear or milky fluid which form within 24 hours of injury
Third-degree injury – Presence of blood-filled blisters, which progress
to a black eschar over a matter of weeks
Fourth-degree injury – Full-thickness damage affecting muscles,
tendons, and bone, with resultant tissue loss

Other signs include:

Excessive sweating, Joint pain, Pallor or blue discoloration,
Hyperaemia, Skin necrosis, Gangrene

The Tissue Viability Nurse (TVN) who had
initially assessed the patient was contacted and
informed of the aetiology of the lesions. She
found this to be useful information and important
to her development as a TVN.
Although Frostbite is a disease of morbidity, not
mortality, when combined with hypothermia or
wound-related sepsis death is possible (Mechem
2010). Sadly Mrs C. died of complications of
her fall; she developed pneumonia which did not
respond to treatment.

Conclusion
This case study highlights the importance of
undertaking a thorough medical history in
order to establish a diagnosis and exclude other
JD
potential clinical causes.
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A review of District Nurses’
visits to patients with lower
leg wounds in the community
Nicola Whayman

T

he author works as a Leg Ulcer
Specialist Nurse within an outer
London borough which has a
population of around 190,000. There
has been a leg ulcer clinic run by
district nurses for patients under their
care for a number of years within the
community trust. In 2007 the clinic
was established on a full time basis
with dedicated staff to care for patients
under the care of the district nursing
teams. The clinic delivers specialist
care by staff competent to deliver leg
ulcer management. The success of the
service and the competence within can
be demonstrated through audit and the
healing rates that are achieved.

In November 2008 a ‘general wound’ audit
across the district nurses was undertaken and
this highlighted that there was still a number of
visits by the district nurses for leg ulcers and skin
tears. To review the delivery of care for these
housebound patients an audit was completed in
July 2009 of all lower leg wounds seen by the
district nurses. The term ‘lower leg’ was used
instead of ‘leg ulcers’ to capture the whole picture
of what wounds on the lower leg were being
managed by the district nurses.

The Audit Aim

Nicola Whayman

Leg Ulcer Specialist Nurse
Your Healthcare (providing
services for the NHS)
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The aim of the audit was to gain a better
understanding and to review the leg ulcer care
that patients received whilst under the care of
the district nurses. Additionally it highlighted
the number of patients/visits seen in a week, the
wound types and whether non-healing lower leg
wounds of over 6 week’s duration were being
assessed to diagnose/identify the underlying
cause. The RCN (2006) recommend that all
patients with a leg ulcer have a full assessment
which includes their Ankle Brachial Pressure
Index (ABPI) being recorded by a person trained
to undertake this procedure. A leg ulcer has been
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defined as an ‘open wound below the knee on
the leg which takes more than 6 weeks to heal’
(Dale et al 1983). The local organisation and the
RCN leg ulcer guidelines class a wound as a leg
ulcer after 6 weeks of non-healing. Moffatt et al
(2007) saw the importance of completing a leg
ulcer assessment and starting treatment promptly
therefore in their care pathway a patient was
assessed within 4 weeks. Within the author’s
field of work if a patient has a past history of leg
ulceration the new leg wound is deemed a leg
ulcer, and an assessment is completed as soon
as possible. If the patient has never had a non
healing lower leg wound before then it would be
assessed after 6 weeks of non-healing.
A quantitative audit form (see fig.1) was
developed by the author in consultation with the
tissue viability nurse and clinical governance
group, to collect specific information on the care
delivered to patients with lower leg wounds.
The forms were collated and analysed by the
author and Excel was used to present the data.
Through the tissue viability link meetings, which
are held every other month, the author involved
the link nurses from each district nurse base.
Feedback on the forms was essential and support
was required to encourage them to participate
in the audit. Our link nurses were a vital link to
enhance communication between the author and
the district nursing teams who were participating
in the audit. The author also held sessions within
each district nurse base, in addition letters to the
nurses explaining the aims of the audit and how
to complete the form were sent out. An audit
form was completed at each visit for patients with
lower leg wounds by the district nurse within
the week. After the audit week (which ran from
Monday morning to Sunday evening) the forms
where collected from each district nurse team
(mainly by the link nurses) and returned to the
author.

Audit results
It was impossible to know if all district nurses had
completed forms, therefore the response rate is

Fig 1: Lower Leg Wound Audit Tool

Lower Leg Wound Audit Tool
District Nurse Base
Name of surgery and
GP
Nursing Band (please
circle)

HCSW Band 5

Band 6 Band 7

Other:

Week Commencing

Date of onset of
Wound
Is the wound a
recurrence?

Yes/No

(please circle)

Are they under the care of the vascular team?
Are they under the care of the dermatology team?

Has a full leg ulcer assessment been
completed?

Yes/No

Date of
assessment?

What is the date of the most recent ABPI (doppler) assessment?

Wound Type

Clinical Infection
Y/N

Type of
banadging

Primary
dressing

Venous Leg Ulcer
Arterial Leg Ulcer
Mixed Leg Ulcer
Weeping oedema
Cellulitis
Skin tear
Traumatic Wound

Healed Patients
Only
Healed Ulcer Patients/Skin Care Only: If yes frequency of visits?
Is this patient having 3 monthly dopplers? If yes give date of the last ABPI?
Is this patient in compression hosiery?

Can this patient be mobilised to attend the LU clinic? Yes/No
Any other
information?
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Fig 2: Total number of patients with lower leg wounds

9%

2%
11
%%
2%3%
3%

28%

9%

10%

20%
11%

unknown; however all three district nurse bases
returned forms. 97 patients were identified as
being seen over the week audit and the visits for
these patients came to 168. Patients were seen
within a range of weekly visits to daily visits.
The audit highlighted a wide range of lower leg
wounds seen within the community; (see figure
2). 42% of these wounds had been classed as a
type of leg ulcer, 37% were traumatic or skin
tear wounds, the remaining 21% were a range of
other wounds. Figure 3 shows the main types of
wounds, whether they were non-healing wounds
of over two months old (this gave two weeks for
the assessment to be completed once the wound
reached six weeks) and if so whether they had a
formal leg ulcer assessment including a Doppler
assessment. Figure 2 shows that there were a
large number of traumatic wounds being treated
within the community. However figure 3 shows

Fig 3: Leg ulcer assessment performed in relation to
the age of the lower leg wound
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that just over half of these were non-healing
wounds of more than two months duration, which
should if following local and national guidelines
be assessed, diagnosed and managed as a leg
ulcer (RCN 2006).
44% of patients under the care of district nurses
had not received a leg ulcer assessment at the
appropriate time (this can been seen in fig. 3 by
adding all the patients together whose wounds
were over two months but no assessment carried
out). These results are similar to Srinvasaiah et
al (2007) who found 46% of patients with lower
limb wounds did not have a Doppler assessment.
However the author’s results are higher than other
studies, Clarke-Moloney et al (2006) had 16.2%
of cases with no aetiology and Vowden and
Vowden (2009) found only 14.3% of patients with
undiagnosed leg ulcers. These results show that
there are big differences in leg ulcer assessment
within individual organisations across the UK.
Clarke-Moloney et al (2008) and Stevens et al
(1997) found that with staff trained within the
area of leg ulcer management, an improvement in
the number of patients assessed and provided with
appropriate treatment had occurred. White (1999)
identified that the quality of care, was directly
related to the skill of the nurse in assessing the
patient and providing treatment. Kjaer et al (2005)
evaluated the quality of diagnosis, treatment and
care given to patients with chronic venous leg
ulcers from a specialist centre. Diagnosis was
satisfactory in more than 80% of patients which
seems to support the fact that trained; competent
nurses within the area of leg ulcer management
do deliver appropriate assessment however even
within a specialist centre there were still patients
without satisfactory assessment.

Change within practice
The leg ulcer clinic was set up to see patients
under the care of district nurses who with the
provision of transport could be brought into the
clinic setting. However the audit identified that
there was still a large number of patients being
seen at home and 64% of these patients even
with hospital transport provided could not leave
their home to attend clinic. The patient’s ability
to attend clinic was assessed by the District
Nurses and patients were encouraged to attend
clinic if at all possible. Therefore consideration
was required regarding further support for the
district nurses who are managing patients that are
truly housebound. Following the development

A review of District Nurses’ visits to patients
with lower leg wounds in the community (continued)

of a business case a leg ulcer specialist nurse has
been appointed to develop and lead the leg ulcer
service across both the clinic setting and into the
district nursing caseload, as well as supporting
those who are community in-patients at the local
rehabilitation community hospital.
It has been recognised that it is important
to continue delivering the two-day leg ulcer
course which runs within the organisation,
and to develop this further into a competency
programme.
The author has given feedback to all the district
nurse bases with the audit results, and has
started to meet with the district nurses to talk
through the patients on their caseload with lower
leg wounds to identify those needing support
from the specialist nurse. A new competency
framework agreed by the organisation has now
been implemented. Following the leg ulcer course
the competency framework will be signed off
by the Leg Ulcer Specialist Nurse or the Leg
Ulcer Clinic Sister. Annually thereafter there is
a reflective checklist for the nurses to compete
themselves. This gives all nurses who assess
and treat patients with leg ulcers a tool to reflect
on their knowledge and skills and will work to
ensure practice is evidence based and reflects
local/national guidance. This reflection should
highlight if they are lacking in any knowledge and
skills within leg ulcer management and further
training can be undertaken. The audit identified
the lack of a full leg ulcer assessment being
completed for patients with non healing wounds.
A comprehensive leg ulcer assessment has been
developed and agreed by the organisation to be
the recommended tool for assessing patients
with lower leg wounds. This is now being used
by district nurses who are competent to do so
and those needing support have been given this
through the leg ulcer specialist nurse.

have affected the care for patients with lower leg
wounds and to keep identifying additional ways
NW
to improve the service we deliver.
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The audit has been a useful tool to identify a need
for change within practice and the organisation
has been very supportive in agreeing to
improvements within practice. Whilst driving up
the quality of care being delivered to our patients,
the district nurses are benefitting from a service
that can reach out to them and their house-bound
community patients. The entire leg ulcer service
(which includes the leg ulcer clinic and the
district nurse caseload of patients with lower leg
wounds) will be re-audited by August 2011 to
review how the developments within the service
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On the edge
Susan Knight

T

he phrase ‘holistic assessment’ is
one that is used on a daily basis.
This article looks at three things
that for some reason are frequently
left out of the initial assessment, and
for many patients never quite make it
into any reassessments. They literally
remain on the edge, acknowledged but
not included. These items are sexuality,
mobility and complementary and
alternative remedies (CAM). Roper
et al (1980) introduced a ‘model for
nursing’ which included assessment of
the patients ‘activities of daily living’
(ADL). These ADLs cover 12 areas;
‘expressing sexuality’ and ‘mobilising’
are two of them. You may ask what this
has to do with managing patients with
leg ulceration. I would suggest that
for many reasons we need to expand
our assessment in order to manage the
increasing numbers of our patients
including those with chronic wounds,
whatever the cause, that fail to progress.

Sexuality

Susan Knight

QN
Tissue Viability
Specialist Nurse
Milton Keynes
Community Health
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Cooper and Guillebaud (1999) acknowledge
that as part of society we are responsible for
our attitudes toward others. For some reason we
accept the media image of sex being the right
of the young, beautiful and athletic; so where
does that leave the ill, mentally or physically
disabled, those over 50, and the elderly? In our
determination to improve a patient’s health and in
the pretext of maintaining their independence we
are sometimes guilty of only acknowledging their
physical wellbeing and set in motion care plans
and care packages that will aid improvement in
physical health and prevent deterioration. There
are times when we expect partners to carry out
elements of care which can influence relationships
in a negative way. In 1991 Kate Cooney wrote
an article in the Guardian newspaper (box 1);
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Box 1

Maria’s pale green eyes sparkle in the
candlelight, ablaze with wine and desire.
Slowly, carefully, she unzips the front
of her dress. The black silk slips from
her shoulders, caressing the lengths of
her naked body as it rustles to the floor.
Dropping to the bed, she slithers out of
her shiny, thigh-high boots as a snake
sheds its skin. She leans back, beckons
to him and he obeys, stumbling and with
shaking hands. At last, he is beside her,
paralysed with anticipation. Turning
boldly towards him, she whispers, “Will
you take my socks off, please?”
Taken from ‘Carers may be angels but
does that make their dependants devils?’
The Guardian, 2 January 1991 by Kate
Cooney
Kate has had rheumatoid arthritis since she was
eighteen. As time has passed she has had to rely
more heavily on her partner and has found this
changed her relationship. She describes her lack
of privacy and the fact that her partner knows
every part of her and how this in turn changes
their intimacy to the point that she feels there is
no mystery. This example may help to explain
why some patients do not concord to treatment.
The patients may feel that the consequences of
treatment are intolerable or incompatible with
their way of life.
From our perspective, initiating compression
therapy is the gold standard for those patients
with venous leg ulceration, but let us be honest
would you want to be intimate with someone who
wears the same bandage and foot wear for a week,
especially when the strike through has a strong
odour? And how often do female comedians
outline how British men always leave their socks
on during sex and how ‘un-sexy’ that is. I am
not suggesting that we stop using compression
therapy but perhaps we need to acknowledge

that some patients will not accept this form of
treatment. The reasons are varied and not always
of a sexual nature but we should realise that for
some patients this may be a reason, and we are
already aware from other studies that compression
bandaging does influence how patients feel about
themselves (Rich and McLachlan 2003, Ebbeskog
and Ekman 2001).

Mobility
How mobile is mobile? The current
recommendation from the DOH (Department of
Health) is 10,000 steps a day. Do you manage
that? And how would ‘Mabel’ fare with her
zimmer frame in a one-bedroom flat?
Most patients are confused; they are told to
elevate their legs and may consequently assume
that walking is ‘not good’. Let’s be more
explicit in our recommendations, encouraging
as much mobility as possible within the patients’
capabilities, including ankle rotation while sat
in a chair. For those younger more able patients
I recommend purchasing a cheap pedometer
as most believe they are walking at least the
recommended 10,000 steps. The reality is that
most are standing but not walking, therefore
encouraging a slow increase in steps per day does
help them with weight loss and general well being.
For some reason the myth still persists that short
stretch bandaging should only be used on mobile
patients. However studies by Garner and Fox
(1983) and White et al (1996) have demonstrated
that stretching the arch of the foot through
standing or during transferring from bed to chair
can promote some venous return. Determining
mobility can be a problem as today restricted
mobility is not purely related to age; physical
and environmental elements can influence
outcomes. Lindsay et al (2003) suggest holistic
assessment of the leg ulcer patient requires good
observational skills as well as knowledge and
time, and went on to describe an ambulatory
assessment tool (table 1) to aid in determining
the patients mobility. The authors suggest that
patients with a score of 1 would have full foot
pump and calf pump action. Scores between 2
and 6 would have full foot pump and partial calf
pump action. Only those patients with highest
score of 7 would be considered to have no foot
pump action. Although the tool by Lindsay et
al (2003) would not appear to mention ankle
mobility it should also be considered when
assessing the patient.

Table 1: Ambulatory assessment chart (Lindsay et al, 2003)
Level of mobility

Score

Immobile: Unable to move unaided, either in bed
or in a chair. Cannot support own weight, even with
assistance

7

Assisted mobility: needs physical assistance from
another person(s) to walk or move. Can transfer
with assistance

6

Restricted/limited mobility: able to transfer
with assistance. Can walk a few steps but limited
by physical or psychological problems such as
shortness of breath, pain, failing sight, fear of
falling, agoraphobia

5

Poor mobility: poor walking pattern, shuffling
gait, decreased stride length, poor posture. Muscle
weakness, deformity

4

Independent with aid of equipment: able to
achieve independence with specific (daily living)
equipment

3

Independent with supervision: physically able
to support own weight but needs supervision and/
or prompting to ensure correct use of equipment,
walking pattern or orientation

2

Independent mobility: able to walk, transfer
and lie down/get up. Able to exercise within their
limitations

1

Over-the-counter CAM
In most assessment templates (Paper or
electronic) medication is assumed to mean that
which is prescribed, however over the counter
(OTC) medication and topical creams/lotions
are often not included by the health professional.
In most cases this may not be a problem, but
you should be aware that some patients are self
medicating/treating with a variety of CAM. Many
may have seen appropriately trained practitioners
but unfortunately this field of treatments, in
the main is unregulated. Patients now access
the internet for information regarding their
health problems and in the process may find
information on products that purport to help. I am
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Table 2: summary of evidence for herbal remedies used in chronic
venous insufficiency (adapted from Ernest et al 2001)
Treatment

Weight of
evidence

Direction of
outcome

Serious safety
concerns

Buckwheat

ο

Some promise

Yes

Butcher’s broom

οο

Some promise

Yes

Ginkgo

ο

Weak

Yes

Gotu kola

οο

Worth consideration

Yes

Horse chestnut

οοο

Worth consideration

Yes

ο

Worth consideration

Yes

Red vine leaf

not suggesting the CAM should be abandoned
but we should be aware that certain substances
do influence the efficacy of allopathic medicine
(conventional medicine).
Herbal remedies that might be used by patients
with chronic venous insufficiency and leg
ulceration are Buck Wheat, Butchers Broom,
Ginkgo, Gotu Kola, Horse Chestnut, Red Vine
Leaf, Goldseal, Aloe Vera. Evidence for these is
poor, as randomised controlled trials are difficult
to achieve and any studies that have been carried
out are flawed for various reasons. Ernst et al
(2001) reviewed the available clinical evidence
for these remedies (Table 2) and concluded that
the effectiveness of chestnut seed extract was
worth consideration.

Key: o=low; oo=moderate; ooo=high

Table 3: safety concerns for herbal remedies used in wound healing and chronic
venous insufficiency (adapted from Ernest et al 2001)
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Name

Description

Pharmacologic
action

Conditions frequently
treated

Safety concerns

Butchers
broom (Ruscus
aculeatus)

Shrub native to the
Mediterranean. The
rhizome is used
medicinally

Diuretic,
anti-inflammatory

Chronic venous
insufficiency

Gastrointestinal discomfort,
nausea

Ginkgo (Ginkgo
biloba L)

Native to China, Korea
and Japan. The leaves
are used medicinally

Increase
microcirculatory
blood flow.

Intermittent
claudication, dementia,
memory impairment,
tinnitus

Gastrointestinal disturbances,
diarrhoea, vomiting allergic
reactions, pruritus, headache,
dizziness, nose bleeding.

Goldseal
(Hydrastis
Canadensis)

Plant native to North
America. The rhizome
is used medicinally

Oxytocic, laxative,
anti-inflammatory,
vasoconstrictive
(improving vascular
tone).

Wound healing, herpes
labialis

Digestive problems,
hypertension, hallucinations.

Gotu Kola
(centella
asiatica)

Slender herb native to
the warmer regions of
both hemispheres

Stimulation of
collagen synthesis,
anti-inflammatory

Wound healing (topical
application), leprosy

Allergic reactions

Horse Chestnut
(Aesculus
hippocastanum
L)

The horse chestnut
tree was originally
native to south-east
Europe only. Seeds
used medicinally

Anti-exudative, antiinflammatory and
immunomodulatory
activity

Symptoms of pain,
fatigue, pruritis, oedema
or trophic changes
associated with chronic
venous insufficiency,
haematomas.

Pruritis, nausea, stomach
complaints, bleeding
nephropathy, allergic reactions
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On the edge (continued)

The safety of herbal remedies is difficult to
ascertain from available evidence and Ernest
et al (2001) concluded that all therapies have
an element of concern as there was insufficient
evidence to prove otherwise (Table 3). Patients
may also take other remedies which may have
a direct influence on medication and require
monitoring (Table 4 and 5).
Safety is an important component of any
treatment. The tables below appear contradictory;
the main reason for this is the lack of evidence.
So in the original recommendation Ernest
et al (2001) approached this by applying
‘precautionary principles’ so all treatments are
considered to carry an element of risk, unless
evidence is found to the contrary. In table 2
several of the remedies are deemed as having
‘some promise’ or ‘worth consideration’, however
the possibility of side effects/safety concerns
SK
cannot be ignored.
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Name

Recommended test

Bee pollen

Blood glucose

Blue cohosh

Blood glucose

Cascara

Renal function,
electrolytes

Dandelion

Blood glucose

Dong quai

Coagulation studies

Gingko

Coagulation studies

Ginseng

Blood glucose

Gotu kola

Blood glucose

Horse chestnut

Coagulation studies

Valerian

Liver function tests

Table 4: common products
requiring therapeutic
monitoring (adapted from
Ernst et al 2001)

Table 5: herbal products that may interact with prescribed
medication (adapted from Ernest et al 2001)
Name

Direction of
effect

Concomitant medication

Aloe Vera

Increases

Cardiac glycosides,
antiarrhythmic and
antidiabetic medication

Black cohosh

Increases

antihypertensives

Dandelion

increases

Antihypertensives and
antidiabetic medication

Ginseng

Increases

Antihypertensives , cardiac
glycosides, anticoagulants and
antidiabetic medication

Goldenseal

1. Increases

2. Decreases

1. Antihypertensives
2. Anticoagulants

Gotu kola

Decreases

Antidiabetic medication

Horse chestnut

Increases

Anticoagulants
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Skin grafting in chronic leg
ulcers – a novel approach
Dr Alyson M Bryden

A

utologous skin grafts have been
used for many years in the
treatment of chronic leg ulcers.
These normally take the form of split
thickness grafts or pinch grafting. A new
technique has recently been described
which we have used in our department,
and which appears to have advantages
over the current standard methods.

Background
The practice of skin grafting wounds is wellestablished, although its use in the treatment of
chronic leg ulcers is controversial. Due mainly
to the paucity of randomised controlled trials in
the leg ulcer literature, there is currently no firm
evidence that the use of autologous skin grafting
is beneficial in healing these chronic wounds
(Jones and Nelson, 2007). There are, however,
a number of non-randomised prospective and
retrospective studies indicating that autologous
skin grafts may be of help in accelerating healing.
There is also some evidence that using skin as
a biological dressing may reduce pain levels
in patients with leg ulcers (Hjerppe et al 2010,
Schmeller and Gaber 2000).
Despite good clinical care including the use of
appropriate compression bandaging, dressings
and general lifestyle changes, there are some leg
ulcers which prove very difficult to heal. In these
patients, skin grafting is occasionally considered.
Also if the ulcer is extremely large and would
take a long time to heal naturally, then skin
grafting may be used.

Current methods
Dr Alyson M Bryden

MbChB, MRCP
Consultant Dermatologist,
Ninewells Hospital and
Medical School, Dundee
alysonbryden@nhs.net
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Split skin grafting is when a thin layer of skin
(epidermis and some dermis) is taken from
elsewhere on the patient’s skin, normally the
anterior thigh. This is then laid over the leg ulcer.
The graft can be meshed to cover a larger area and
to prevent build up of exudate underneath. This
has been the standard method of grafting leg ulcers
for many years. The draw-backs of this method
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relate to the fairly large donor site required on the
thigh, pain in this area after grafting, and the risk of
infection in the donor site as the area is left to heal
by secondary intention. Also many patients are left
with visible scarring on the thigh.
Pinch grafts have commonly been used by
dermatologists and were first described in
1914. An area of skin, usually on the thigh, is
anaesthetised and multiple small skin grafts
consisting of epidermis and dermis are taken by
inserting a needle into the skin at an angle of 30
degrees, forming a cone, and the base is then cut
through with a scalpel. These small pinch grafts
are then placed directly on to the ulcer. The use
of pinch grafting is limited by the size of the
ulcer as only small areas can be covered. Another
disadvantage is that a collection of atrophic scars
is visible on the donor site which some patients
find cosmetically unacceptable.
Autologous suction blister grafting has been
described in the treatment of leg ulcers, but needs
specialist equipment and again can only be used
to cover small ulcer sites (Constanzo et al, 2008).

Is there an easier way?
An Italian group in 2008 published a paper in the
Journal of European Academy of Dermatology
and Venereology on the subject of using minced
micrografts in the treatment of leg ulcers (Boggio
et al, 2008). This approach consists of taking
a full thickness specimen of skin from a donor
site (clavicular or inguinal area), mincing the
specimen and applying to the leg ulcer. The
purported benefits of this method of skin grafting
are that only a small donor site is required; the
resulting donor defect can be closed by stitching,
leaving a very neat linear scar; and a small
amount of donor skin is made into a suspension
with a water based gel which can be used to cover
a large area of ulcer (see methods below). Other
benefits over standard skin grafting include the
fact that no special equipment other than a biopsy
set is needed and it can be performed in the outpatient clinic by anybody trained in performing
minor skin surgery.

Fig 1

Minced micrografts – method
The process begins by ensuring that the wound
bed is as healthy and clean as possible (figure 1).
This may take weeks of preparation but healthy
granulation tissue is essential to maximise the
chances of success. I also like to take a wound
swab a few days before the graft to ensure that
there is no significant bacterial growth.
A small (e.g. 3 by 1 cm) area of skin at the donor
site is infiltrated with local anaesthetic. We have
used the abdomen in our patients as it is a low
tension site and tends to heal very well (figure 2).
Once the anaesthetic has taken effect a full
thickness biopsy of elliptical skin is taken (akin
to a standard diagnostic biopsy – figure 3). The
donor site is then closed with stitches in a linear
fashion.
The sub-cutaneous fat is removed from the
sample with scissors, leaving dermis and
epidermis (figure 4).
The remaining sample is then ‘minced’, either
using 2 scalpel blades as described in the original
paper, or scissors which we have found to be
more practical (figure 5).

Fig 2

Once the entire graft has been minced, the small
fragments of skin are mixed with a hydrogel to
form a suspension of skin fragments (amount of
hydrogel dependant on area of ulcer to be covered
– figure 6).
The minced micrograft gel is then smoothed onto
the ulcer bed using either a spatula or flat edge of
a scalpel (figures 7,8). Once the graft is in place a
non-adherent, semi-permeable dressing is placed
over it and the patient’s standard compression
bandages are applied. The primary dressing, and
therefore the micrografts are left in place for one
week before the dressing is removed, cleansed
with water and then re-dressed. Bandages can be
removed down to the primary dressing before one
week if needed, but the primary dressing should
be left intact. Dressings and bandages can then
revert to standard timings i.e. changed weekly in
a standard venous leg ulcer.

Fig 3

The final illustrations (figures 9 and 10) show
both donor site and leg ulcer four weeks after
grafting.
How these grafts induce re-epithelialisation is
not entirely clear, but is in all likelihood due to
release of inflammatory and angiogenic factors
which encourage wound healing.
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Fig 4

Fig 7

Fig 5

Fig 8

Fig 6

Our experience with minced
micrografts
We first performed minced micrografts within
the Dermatology department in Dundee in early
2009. One of our first patients healed very quickly
following grafting and his photographs are used
in this article to illustrate this technique. We
have tended to use minced micrografts on very
stubborn, difficult to heal ulcers and therefore
our healing rates following grafting have been
mixed. Our impression is that if the wound bed
is well-prepared i.e. no slough, good granulation
tissue, and no significant bacterial growth, then
the minced micrografts have the best chance of
working. In addition to using this method on
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Skin grafting in chronic leg ulcers –
a novel approach (continued)

venous ulcers, we have also used it on mixed
arterio-venous ulcers and arterial ulcers with
some success (not published material, personal
observation). We have also observed that pain
levels appear to reduce following grafting in a
number of our patients.

Perceived advantages of minced
micrografts over standard grafting
techniques
•
•

•
•
•
•

patients with 169 ulcers. Journal of Wound Care, 19(1) 37-40
Schmeller, W. and Gaber, Y. (2000) Surgical removal of ulcer and
lipodermatosclerosis followed by split-skin grafting (shave therapy)
yields good long-term results in “non-healing” venous leg ulcers.
Acta Derm Venereol, 80(4) 267-271
Costanzo, U. Streit, M. and Braathen, L.R. (2008) Autologous
suction blister grafting for chronic leg ulcers. Journal Eur Acad
Dermatol Venereol, 22(1) 7-10
Boggio, P. Tiberio, R. Gattoni, M. Colombo, E. and Leigheb, G. (2008)
Is there an easier way to autograft skin in chronic leg ulcers?
“Minced Micrografts”, a new technique. J Eur Acad Dermatol
Venereol. 22(10)1168-1172

No special equipment or training required

The entire procedure takes approximately
40 minutes to perform and can be
undertaken within the out-patient
department
Inexpensive

Small donor site which heals to leave a
very neat scar

Offers the possibility of repairing very
large ulcers with only small amounts of
donor skin
Simple, one-step process.

Conclusion
Although there is currently not enough evidence
to determine whether or not skin grafting
increases the healing of venous ulcers, there will
always be patients whose ulcers do not respond
to standard therapies and other options are
needed. There are a number of non-randomised,
prospective studies indicating that skin grafting
can be of benefit. This new method of minced
micrografting appeals for the reasons stated
above. Until further evidence is available, skin
grafting of a venous leg ulcer should only be
considered if the patient has not responded to
standard compression therapy and appropriate
dressings, or perhaps if the ulcer is very large and
would take a long time to reepithelialise naturally.
The topic of skin grafting in chronic leg ulcers
needs to be more comprehensively explored with
large randomised trials to finally determine if our
patients benefit or not from this procedure. Until
that time, if skin grafting is to be used, then any
method which minimises pain, scarring, infection
risk and is relatively easy and inexpensive to
AB
perform should be explored.

Fig 9
Fig 10
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The history of the
Queen’s Nursing Institute
and District Nursing
Alison Blackman

Soon, district nursing associations were being set
up in Manchester, Derby, London, Glasgow and
Leicester.
In 1887 the Queens Nursing Institute began with
the grant of £70,000 by Queen Victoria from the
Womens’ Jubilee Fund. The QNI was originally
known as Queens Victoria’s Jubilee Institute for
Nurses and its purpose was to ‘train, maintain,
support and supply’ nurses to the sick poor as
well as setting up training homes and supervisory
centres. Nurses who were trained at the Institute
were triple-trained in district nursing, health
visiting and midwifery, and were known as
‘Queen’s Nurses’.

D

istrict nursing began in the mid
1800’s when William Rathbone,
merchant and philanthropist
and later MP decided to hire Mary
Robinson, a nurse, to look after his
terminally ill wife. In 1859, upon his
wife’s death, William felt that the
experience of having a nurse care for his
sick relative at home was something that
should be available to all – including
the poor – so with the help of Mary he
decided to extend the service.

However he soon found that not only were there
not enough trained nurses to care for the people of
Liverpool, but the quality of nurse training varied
greatly.

Alison Blackman

Professional Officer
The Queens Nursing Institute

42

In 1860 William approached Florence Nightingale
to inform her of his findings and she suggested
that William set up a nurse training school and
home attached to the Royal Liverpool infirmary
which opened in 1863. Liverpool was then
divided up in to 18 ‘districts’ with a nursing
superintendent employed to manage their own
district – hence how district nursing got its name.
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In 1904 the welfare function was set up to provide
Queen’s Nurses with financial assistance. This
financial assistance still continues today at the
QNI and is available to all community nurses in
England, Wales and Northern Ireland.
In 1909 national standards for district nurse
training were set.
In 1926 a trustee of the Institute opened up her
garden at a charge of one shilling to help raise
money. This became very popular with more
people opening up their gardens with all proceeds
going to the Institute. In 1927 the National
Gardens Scheme was set up and is now a charity
within its own right that continues to give money
every year to charity including the QNI.
In 1928 the Queens Victoria’s
Jubilee Institute for Nurses
changed its name to the Queen’s
Institute of District Nursing.
In 1967 the training of district
nurses was taken over by the
local universities and in 1968
the Institute ceased all training
and continued to run providing
other forms of professional
support.
In 1973 the Queen’s Institute of
District Nursing became known
as the Queen’s Nursing Institute.

In 2007 the QNI reinstated the Queen’s Nurse
after a 40 year absence. The Queen’s Nurse title
is open to individuals who want to demonstrate
their commitment to high quality patient-centered
care within a community setting. The QNI believe
in supporting innovation and best practice in
nursing. With the Queen’s Nurse title comes the
opportunity to network with other like-minded
nurses, opportunities to take part in policy work
and to be part of a well established charity whose
vision is excellent nursing care within the home.
As part of this the QNI are also committed
to providing QNs with the development
opportunities they require to provide this high
standard of care. Queen’s Nurses have their
own development programme with a variety of
specialised workshops that help them to enhance
their skills in areas that are not traditionally
associated with nursing such as business and
finance.
To apply for the title you need to be currently
registered with the Nursing and Midwifery
Council, have a minimum of three years
community nursing or health visiting experience
and be currently working in England, Wales or
Northern Ireland with people in their own homes
or other community-based settings.
We now have well over 100 QNs with word

spreading fast. The
following is what the
nurses think about being
QNs:
“I feel by networking
and sharing knowledge
we can really make a
difference to the nursing
care provided to people
at home and in the
community.”
“Being a Queen’s
Nurse gives me a new
opportunity to reflect on
my practice and to learn
from other community
nurses. I can then bring
new and innovative ideas
back to my team and help
to develop our service.”
“A huge benefit of
becoming a Queen’s
Nurse is that you link with like-minded nurses
across all aspects of community nursing, giving
you a real opportunity to influence change and
promote the value of community nursing.”
AB

District nurse Jeal on home visit
(tonsillitis) 1949

W

e are immensely proud of our Leg Ulcer Forum Executive and our members who have many
fine achievements and accolades for the work they have done to improve patient care. The
procedure for the Queen’s Nursing Institute requires applicants to give detail of their role, profile and
achievements. They also have to nominate referees comprising peers and patients who are contacted by
the QNI for references. Susan Knight and Gail Powell are both very experienced specialist nurses on the
LUF Executive who were appointed as Queen’s Nurses this year. They have both made a tremendous
difference to patient care. Susan was instrumental in setting up a tissue viability service in a small PCT
and led on a merger with a larger PCT where she guided a dedicated tissue viability team to establish leg
ulcer and tissue viability services. Susan was also responsible for the introduction of total stock purchase
in her PCT.
Gail was a community practice teacher for many years and a leg ulcer specialist nurse. She developed
this role when she collaborated with a tissue viability colleague in another part of the city to merge
two services in order to improve the quality of care for their patients. In addition Gail has worked
collaboratively with the homeless health services; upskilling nurses and volunteers as a harm reduction
initiative for homeless people.

District Nurse Jenny Wolfe,
Gotherington, Gloucestershire, 1895

Susan and Gail have also led on education initiatives in their areas
to ensure nurses involved in leg ulcer care are well educated and
skilled as they work with patients. Both are active members of the
Leg Ulcer Forum Executive, in particular Gail has been helping
the website and Susan produces our marvelous journal.
The procedure for QNI status is rigorous and is a real tribute
to both these practitioners and their colleagues, managers
and patients were very happy to support their appointment.
Congratulations to both of them and we look forward to a
continuing successful career which improves quality of life and
outcomes for our patients.

Irene Anderson

Chair, Leg Ulcer Forum
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Metrics of Quality
in Wound Care
Richard H Shorney

This article originally
appeared in the Nursing Times

Abstract
Aligning to the domains of quality
– patient safety, effectiveness
and patient experience – as set by
the Department of Health, tissue
viability and its associated services
can raise the awareness of the care
provided.
In addition, by giving true and
accurate metrics to the domains
of quality, tissue viability would
be better positioned to be able
to ensure future resources and
funding for their service. This
article investigates the metrics
of quality in wound care and the
national Quality Agenda in light of
the new NHS White Paper Equity
and Excellence. Liberating the
NHS (DH 2010).

T

Richard H Shorney

Director, Real
Healthcare Solutions
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he NHS vision for the next five
years, as stated in the most recent
Government positioning paper,
is to achieve ‘Equity and Excellence’ in
healthcare (DH, 2010). The undeniable
focus of this White Paper is that of
the patients’ experience of care and
of the service provided. The area of
interest then in applying this ideal to
care should be that of the true and
accurate measurements of quality
care. The assumption that good quality
service is offered should not be seen as
justification for any service (Vowden &
Vowden 2010).
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Patients will be put at the heart of the National
Health Service (NHS) through having greater
choice and more control of the service provided
to them. The key term that has been coined
here is centred on the fact that shared decision
making will become the norm, no decision about
me without me (DH, 2010). The Government
will enable patients to rate hospitals and clinical
departments according to the quality of care
they receive. In addition there will be a focus on
personalised care that reflects individuals’ health
and care needs, supports carers and encourages
strong local partnerships. Patients will be in
charge of making decisions about their care.
They will have choice of any provider, choice
of consultant-led team, choice of GP practice
and choice of direct treatment (DH 2010).
Empowering patients to be involved in the choice
of treatment through integrated care can be seen
to aid the patient to achieve greater control and
self-efficacy over their environment (Wilson,
2010).
Although not new as an NHS ideal, what will be
introduced to focus on this patient led approach to
care is a new consumer body, called HealthWatch
England
England. This body will strengthen the collective
voice of the patient through initiatives led
both by local authority and at a national level.
HealthWatch England will be part of the currently
existing Care Quality Commission (CQC). Local
Involvement Networks (LINks) will become
the local HealthWatch, creating a strong local
infrastructure, and will enhance the role of local
authorities in promoting choice and complaints
advocacy, through the HealthWatch arrangements
they commission.
It is interesting to note the timelines on the
introduction of this ‘new consumer champion’.
As stated by the government, HealthWatch
England will be established and fully operational
by April 2012. That may feel some way off now,
but certainly offers the opportunity for clinicians
to be proactive and collect, collate and publish
their findings on patient experience of the service
provided.

The annual budget for the National Health
Service (NHS) has more than doubled over the
last decade to over £102 billion, £1 of every £13
produced by the United Kingdom economy is
spent on healthcare (DH, 2010). The DH (2010)
stated that the NHS needs to concentrate on
improving productivity and eliminating waste
while focussing on quality and needs to make
cost efficiency savings of £15–£20 billion
by the end of 2013/14 that can be reinvested
in the service to deliver year on year quality
improvements (DH, 2010).
In order to shift decision-making as close
as possible to individual patients, the DH
will devolve power and responsibility for
commissioning services to local consortia of GP
practices. This change will build on the pivotal
and trusted role that primary care professionals
already play in coordinating patient care, through
the system of registered patient lists. The GP
consortia will look after an £80 billion budget
and by 2012 take on increased responsibility from
PCTs, including increased responsibility for the
leadership of the existing Quality, Innovation,
Productivity and Prevention (QIPP) initiative.

Quality in Healthcare
The existing Quality, Innovation, Productivity
and Prevention (QIPP) initiative will continue
with even greater urgency, but with a stronger
focus on general practice leadership. The QIPP
initiative is identifying how efficiencies can be
driven and services redesigned to achieve the
twin aims of improved quality and efficiency
(Farrar 2009). Work has started on implementing
what is required, for example by improving
care for stroke patients, the “productive ward
programme”, increased self-care and the use
of new technologies for people with long-term
conditions. SHAs and PCTs have a current role in
supporting QIPP. In discharging this, and to pave
the way for the new arrangements, they should
seek to devolve leadership of QIPP to emerging
GP consortia and local authorities as rapidly as
possible, wherever they are willing and able to
take this on.
As part of the incentives for quality improvement
there will be a to link quality measures in
national clinical audits to payment arrangements.
The DH will extend the scope and value of the
Commissioning for Quality and Innovation
(CQUIN) payment framework, to support
local quality improvement goals. Payment will

depend on quality of care and outcomes, not just
volume. Penalties for poor quality will encourage
providers to get care right first time.
The introduction of nursing metrics – indicators
that measure performance on a range of aspects
of care – aims to generate meaningful information
to enable and motivate nurses to change their
practice to improve patient outcomes.
All those working for, or on behalf of the NHS
are required to quantify the quality of the service
they provide, as part of the Department of
Health’s Quality Agenda. The quality accounts,
or reports, will be expanded to all providers of
NHS care by April 2011. In addition nationally
comparable information on the quality accounts
will need to be published by June of that same
year. The domains of quality that appear in Equity
and Excellence, Liberating the NHS (DH 2010)
are:
•

Safety

•

Experience

•

Effectiveness

Safety: for example, about levels of healthcareassociated infections, adverse events and
avoidable deaths, broken down by providers and
clinical teams.
Effectiveness: for example, mortality rates
(this could include mortality from heart disease,
and one year and five year cancer survival),
emergency re-admission rates; and patientreported outcome measures.
Experience: including information on average
and maximum waiting times; opening hours
and clinic times; cancelled operations; and
diverse measures of patient experience, based on
feedback from patients, families and carers.
(DH 2010)
Surely all healthcare professionals (HCP) pride
themselves on attaining to these domains of
quality, but now the challenge faced is to identify
the metrics and provide the actual figures that
prove this is to be the case.
These ideals are mirrored in the last NHS paper
from the Labour Government entitled From Good
To Great (DH 2009) and are the corner stone of
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the patient centred approach to healthcare. Even
further back and looking at the High Quality Care
for All (DH, 2008) document there was a strong
emphasis on the need to put quality of care at the
heart of what is done in the NHS.
It could be argued that quality of care, in the
context of the NHS, should be a constant in the
mindset of both the HCP and of the patient (Fox
2010). What has been identified more recently
though, especially in the latest DH papers, is that
quality of care and service is taking a leading
position/role in determining what is deemed to
be acceptable and non-acceptable practice. It is
evident that the new government is committed to
maintaining, or even enhancing the emphasis on
quality service delivery.
Despite the fact that much of what has been
published recently addresses and focuses
on quality from a strategic perspective, it is
important to be able to put these theoretical
models into practice and make them fit for
purpose. In real terms what does this mean then
for nurses? How are these theoretical, national
ambitions and ideals from the DH transferred
into everyday practice and importantly who is
accountable for the delivery on the metrics of
quality care? The new white paper Equity and
Excellence, Liberating the NHS (DH 2010)
goes someway to address this, but areas of best
practice and actual case studies need to be sought
that identify how ‘the quality’ can and should be
measured.
With respect to patient experience there are
many areas of the country that already collect
valuable data in the form of patient experience
data, real-time feedback data, patient experience
surveys and Patient Reported Outcome Measures
(PROMs). It is the DH’s ambition to expand the
use of these tools and identify the validity and
reliability of the tools currently in use (DH 2010).
It is essential that all HCPs involved with direct
patient contact maintain their skills and ensure
that the care given is not evidence based and
auditable, but also is concentrated on an improved
experience of the care provided (Ousey, 2010).

Quality in Wound Care
It is fair to say that tissue viability is currently a
nurse-led speciality with a relatively low profile
– both publicly and within the healthcare system.
The problem lies with the indistinct perception
of what tissue viability entails, and the cost of
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typical disorders such as pressure ulcer treatment
and prevention, leg ulceration, aspects of skin
care and protection of ‘at-risk’ skin to the NHS
(Ousey & White 2009).
While no consensus currently exists on what
constitutes tissue viability, the areas of care
covered would include the management of acute
and chronic wounds, pressure ulcer prevention
and management, infection control with respect
to wounds and the protection of skin at risk from
trauma (White, 2008). The cost of wound care
to the NHS has been estimated to be £2.3bn and
£3.1bn per year (based on 2005–2006 costs)
(Posnett and Franks, 2007). The key determinants
of wound care costs need to be assessed
and understood by wound care specialists.
These variables are often stated as to include
hospitalisation rates, number of procedures, mean
length of stay, time to heal, frequency of dressing
change and the cost of all dressing materials per
change (White 2009)
The Framework for Quality Accounts (DH 2009)
suggests that HCPs should look to implement
tools that continually monitor quality care
and directed outcome measures. So what then
are the metrics of quality for wound care and
tissue viability services? The use of audit and
comparisons of data collated over a period of
time can be useful to demonstrate how service
provision can improve patient outcomes (Vowden
& Vowden, 2010). In addition there are a number
of nurse-related quality indicators, one being the
pressure ulcer indicator (Dowsett, 2010).
The emphasis on quality needs to be seen in the
context of finite NHS resources, as stated above,
and the national burden of wound care costs must
also be an ongoing consideration (Ousey and
Shorney 2009)
The DH (2009) set out an ambition to eliminate
all avoidable pressure ulcers in NHS-provided
care and to significantly reduce the amount
an average district general hospital spends on
treating pressure ulcers, currently estimated at
£600,000 to £3 million each year (DH, 2009).
The DH (2009) states they will focus on “never
events” that will in the future include pressure
ulcer development. It was hinted in the DH
documents of 2009 that a penalty and incentive
system would be included to cover the number of
grade 3 & 4 pressure ulcers that a hospital has at
any one time. This in itself does add a number of
challenges and variables not only with the care

Metrics of Quality in Wound Care
(continued)

provided, but also for the corrected assessment
and diagnosis of the grade of pressure ulcers.
The launch of the High Impact Actions (HIA)
initiative for nursing and midwifery in 2009 is
an example of where the awareness of tissue
viability services have been raised (Dowsett,
2010). The initiative initially requested examples
of best practice from the nursing and midwifery
community that could demonstrate a true and
clear response to the Quality and Productivity
Challenge, as set out by Dame Beasley. In
particular the Your Skin Matters HIA has
highlighted where some nurses have embraced
this challenge.
The Your Skin Matters response has been led
by NHS Newham and looks, in part, at the
prevention and corrected management of pressure
ulcers. They identified how the tissue viability
team from that area was able to reduce the
number of pressure ulcers admitted to hospital
through their high quality service of care. By
doing so there was a reduction on the number of
patients admitted to hospital with pressure ulcers
and an improvement in both patient safety and
patient experience due to the care offered. In
2008 there were 25 to 45 admissions. In 2009 this
reduced to between 0 and 12 admissions. Based
on admission costs of £199 per night (in itself
a cautious estimate), with average stays of nine
nights, the cost saving is £59,100 based on the
highest number of admissions. Impact costs were
identified in terms of reductions in the number of
patients being admitted to hospital for pressure
ulcer care which, extrapolated over one year
totalled 348. An average cost figure for treating
pressure ulcers across the NHS at year 2000
prices was used to calculate cost savings. For
every £1 spent Newham PCT generated £51.56
of benefits over a year. This calculation does not
take into account the additional quality benefits
that have not been monetised, nor any additional
costs incurred by the nursing homes. So by its
own reckoning can be seen as an underestimation
of costings (NHS institute, 2010)

need to be done so amongst all the challenges
faced in a busy work schedule and the current
financial constraints. The measurements of
quality in wound care should be aligned to the
national ideals of quality that centre on patient
safety, effectiveness and patient experience.
National tools of collection and collation of this
information needs to be sought to ensure that
the quality of service can be assessed nationally.
RS
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Conclusion
The challenge for HCPs is to ensure that every
day practice aligns itself to the domains of
the Quality Agenda and true measurements
of this care to be recorded. The degree of this
challenge cannot be underestimated, especially
as it may be seen as a change of mindset. In
addition the metrics that need to be recorded
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Do you see patients with
pyoderma gangrenosum?
If so, consider referral to
the STOP GAP Trial
What is pyoderma gangrenosum?
The STOP GAP Trial (Study of Treatments for
Pyoderma Gangrenosum patients) is currently
recruiting patients around the UK who have been
diagnosed with pyoderma gangrenosum (PG).
PG is a rare, painful ulcerating skin condition
that often affects people with an underlying
systemic disease (such as inflammatory bowel
disease, rheumatoid arthritis and haematological
malignancies). It starts as a reddish purple papule
or blister in the skin that develops into a large,
deep, spreading ulcer in a matter of days.

What is the STOP GAP trial?
There has been very little research into the
management of PG. The STOP GAP trial

is comparing the two most commonly used
treatments – prednisolone and ciclosporin
(Neoral®). STOP GAP will be the largest
ever randomised controlled trial investigating
treatments for PG.
The trial is being managed through the
Nottingham Clinical Trials Unit and the UK
Dermatology Clinical Trials Network (www.
ukdctn.org), which is a collaborative network of
dermatologists, dermatology nurses, researchers
and patients with an interest in skin disease
The trial is recruiting patients from around fifty
hospitals in the UK and Ireland. 140 patients
are needed by April 2012. Currently (October
2010) 48 patients have been recruited into the
trial. In order to reach our recruitment target on
time, it is essential that as many patients with
PG as possible are referred to an investigator and
considered for entry into the trial. We rely upon
both secondary and community teams who see PG
patients (such as tissue viability nurses), to refer
to a recruiting investigator as soon as possible. It
is really important that patients are not prescribed
either of the trial drugs before being referred;
since this would exclude them from the trial (they
cannot have taken prednisolone or ciclosporin in
the previous month). However, topical therapy
such as Dermovate® or Protopic®, as an interim
measure, is permitted.

What should I do if I see a
patient that may have pyoderma
gangrenosum?
Eleanor Mitchell

STOP GAP Trial Manager
Nottingham Clinical Trials
Unit
Office B39, Medical School
Queen’s Medical Centre
Nottingham
Derby Road
NG7 2UH
Eleanor.mitchell@
nottingham.ac.uk
Tel: 0115 8230489
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If you see a patient that you suspect may have
PG, please consider referring them to one of
the following recruiting teams in Dermatology
Departments around the UK (see next two
pages). Alternatively, you can refer directly to
the co-ordinating centre; Eleanor Mitchell,
(contact details on the left). Further information,
for patients and healthcare professionals, can be
found at www.stopgaptrial.co.uk

Region

North East /
Yorkshire

North West

Midlands

(East & West)

East Anglia

Secondary care Trust

Principal Investigator
(Dermatologist)

Bradford Teaching Hospitals NHS fTrust

Dr Andrew Wright

01274 734744

City Hospitals Sunderland NHS fTrust

Dr Catherine Blasdale

0191 565 6256

County Durham & Darlington NHS fTrust

Dr Mary Carr

0191 333 2333

Harrogate & District NHS fTrust

Dr Alison Layton

01423 885959

Hull & East Yorkshire Hospitals NHS Trust

Dr Shernaz Walton

01444 441881

The Newcastle Hospitlas NHS fTrust

Dr Simon Meggitt

0191 233 6161

York Teaching Hospital NHS fTrust

Dr Calum Lyon

01904 631313

Aintree University Hospitals NHS fTrust

Dr Gavin Wong

0151 525 5980

Blackpool, Fylde & Wyre Hospitals NHS fTrust

Dr Walter Bottomley

01253 300000

Countess of Chester Hospital NHS fTrust

Dr Asad Salim

01244 365000

North Cumbria University Hospitals NHS Trust

Dr Marinela Nik

01228 523444

Royal Liverpool & Broadgreen University Hospitals NHS Trust

Dr Hazel Bell

0151 282 6000

University Hospitals Birmingham NHS fTrust

Dr Agustin Martin-Clavijo

0121 627 1627

Cambridge University Hospitals NHS fTrust

Dr Jane Sterling

01223 245151

Chesterfield Royal Hospital NHS fTrust

Dr Francisca Ezugagh

01246 277271

Derby Hospitals NHS fTrust

Dr Adam Ferguson

01332 265500

Nottingham University Hospitals NHS Trust

Dr John English

0115 924 9924

Oxford Radcliffe Hospitals NHS Trust

Dr Graham Ogg

01865 741841

Sandwell & West Birmingham Hospitals NHS Trust

Dr Shireen Velangi

0121 554 3801

Sherwood Forest Hospitals NHS fTrust

Dr Jane Ravenscroft

01623 622515

South Warwickshire NHS fTrust

Dr Frances Humphries

01926 495321

University Hospitals of Leicester NHS Trust

Dr Graham Johnston

0116 254 1414

Basildon & Thurrock University Hospitals NHS fTrust

Dr Gosia Skibinska

01268 533911

The Ipswich Hospital NHS Trust

Dr Deepak Rallan

01473 712233

James Paget University Hospitals NHS fTrust

Dr Robert Graham

01493 452452

Norfolk & Norwich University Hospitals NHS fTrust

Dr Nick Levell

01603 286286

Telephone
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Northern Devon Healthcare NHS Trust

Dr Karen Davies

01271 322577

Royal Cornwall Hospitals NHS Trust

Dr Tom Lucke

01872 250000

Royal Devon & Exeter NHS fTrust

Dr Chris Bower

01392 411611

South Devon Healthcare NHS fTrust

Dr Alison Clegg

01803 614567

Great Western Hospitals NHS fTrust

Dr Deirdre Buckley

01793 604020

University Hospitals Bristol NHS fTrust

Dr Giles Dunnill

0117 923 0000

Weston Area Health NHS Trust

Dr Margaret Kirkup

01934 636363

Brighton & Sussex University Hospitals NHS Trust

Dr Claudia DeGiovanni

01273 696011

East Kent Hospitals University NHS fTrust

Dr Susannah Baron

01227 766877

East Sussex Hospitals NHS Trust

Dr Mahmud Ali

01323 417400

Frimley Park Hospital NHS fTrust

Dr Fiona Antony

01276 604604

Barts & The London NHS Trust

Dr Frances Lawlor

0207 377 7000

Guys’ & St Thomas’ NHS fTrust

Dr Catherine Smith

0207 188 7188

South London Healthcare NHS Trust

Dr Anna Chapman

0208 836 6000

Whipps Cross University Hospital NHS Trust

Dr Anthony Bewley

0208 539 5522

Betsi Cadwaladr University Health Board

Dr Diane Williamson

01745 583910

Hywel Dda Health Board

Dr Debbie Shipley

01267 235151

Aneurin Bevan Health Board

Dr Alex Anstey

01633 234234

Cardiff & Vale University Health Board

Dr Girish Patel

029 2074 7747

NHS Grampian: Aberdeen Royal Infirmary

Dr Tony Ormerod

01224 681818

NHS Lanarkshire: Monklands Hospital

Dr Chris Evans

01236 748748

NHS Highland: Raigmore Hospital

Dr James Vestey

01463 704000

Northern Ireland

Craigavon Area Hospital Health & Social Care Trust

Dr Rosemary Black

028 383 3444

Ireland

Cork University Hospitals

Dr Johnny Bourke

021 492 6100

South West

South East

London

Wales

Scotland

By referring patients for possible inclusion into the trial you are contributing to the world literature on PG and helping
patients with this rare disease in the future. Further information about the trial (including patient information leaflets)
can be found at www.stopgaptrial.co.uk.
This article presents independent research commissioned by the National Institute for Health Research (NIHR) under
its Programme Grants for Applied Research funding scheme (RP-PG-0407-10177). The views expressed in this
publication are those of the author(s) and not necessarily those of the NHS, the NIHR or the Department of Health.
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Book review
Jane Harding

Lymphoedema
Edited by Robert Twycross, Karen Jenns and
Jacquelyne Todd, Radcliffe Medical Press
£94.64 (on Amazon)
This book is aimed at all Health Care
Professionals who have an interest in, or work
within, the field of lymphoedema. A multiprofessional approach is taken throughout the
book with each chapter written by a different
individual including a person with lymphoedema,
Medical, Nursing and Allied Health Care
Professionals. The three editors are all renowned
lymphoedema professionals.
The book is well laid-out and the index guides
the reader expertly through the chapters. The
theme of the book is set by someone who
has lymphoedema. They give a clear report
of the impact of living with lymphoedema,
the relationship between patient and health
care professional and the available support
mechanisms for lymphoedema patients.
After the patient’s perspective, there is a chapter
dealing with the mechanism of tissue swelling,
which is followed by clear explanation of the
classification of lymphoedema in words and
pictures. Signs, symptoms and clinical features
are described in depth in the next few chapters
including a whole chapter dedicated to pain
in lymphoedema – this leaves the reader in no
doubt that contrary to many people’s belief
lymphoedema can be painful.
The psychosocial implications of a lymphoedema
diagnosis are dealt with – an area often ignored
by some health professionals, the impact of
the diagnosis should always be considered at
assessment and during subsequent treatment in
order to manage the patient holistically.
Management strategies are clearly explained
– skin care (followed by a chapter dedicated
to acute inflammatory episodes or cellulitis
a common complication of lymphoedema),
exercise, containment – multi-layer compression
bandaging, compression hosiery, the Leduc

method of
manual lymphatic
drainage, simple
lymphatic drainage
and pneumatic
compression therapy
are explained and
where appropriate
with the use of
clear diagrams.
Drug therapy, not
commonly used
in this country
but widely used
elsewhere is also
discussed and
explained.
The remaining
chapters cover
innovative treatments,
lymphoedema in
children, surgery for
lymphoedema and
truncal oedema –
head and neck, breast
and male genital
lymphoedema. The
penultimate chapter
discusses oedema in advanced malignancy
which by the sheer nature of the topic indicates
management strategies may need to be adapted.
The ultimate chapter provides the reader with
an interesting insight into the management of
lymphoedema in India – although this may not
seem relevant it is always important to remember
that some countries have to deal with this problem
with far less resources that we enjoy.
My copy is threadbare and a friend who is a tissue
viability nurse consultant describes hers as ‘her
bible’ – a book well worth buying if you work
in a field of health care where you come across
JH
lympohedema on a regular basis.

Jane Harding

Macmillan Lymphoedema
Specialist Physiotherapist
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Cochrane systematic
reviews and searching for
the evidence
Sally Bell-Syer, Ruth Foxlee

C

ochrane systematic reviews are
undertaken by authors who are
usually working on a voluntary
basis and are supported by one of the
52 Review Groups which make up part
of the Cochrane Collaboration. The
Wounds Group is one of these review
groups and has a typical editorial
structure with a Coordinating Editor,
Managing Editor and Trial Search
Coordinator. The task of completing
a systematic review is challenging and
authors have to pay increasingly more
attention to the methods which are
aimed at improving both the internal
and external validity. One of these
methods is that of constructing and
executing a search for all the available
evidence.

Cochrane systematic reviews are based on a
thorough and reproducible search of a range of
information sources. A rigorous literature search
is a major factor in distinguishing systematic
reviews from traditional narrative reviews and
is the foundation upon which the review is built.
A thorough literature search is a key means of
helping to minimize bias and authors of Cochrane
reviews are supported in this activity by the Trial
Search Coordinator.

Sally Bell-Syer
Ruth Foxlee

Cochrane Wounds Group

52

Electronic biomedical databases are the starting
point for the vast majority of Cochrane reviews
because they are generally the least timeconsuming way to identify relevant references.
Most researchers and clinicians are familiar with
databases such as MEDLINE and CINAHL;
however a search of any of either of these on
their own is not adequate for a Cochrane review.
At the Wounds Group, searches of the Group’s
Specialized Register, the Cochrane Central
Register of Controlled Trials, MEDLINE,
EMBASE and CINAHL are undertaken routinely,
with other subject-specific databases being
searched where the questions warrants it. Careful

LUF Journal Issue 24 – Autumn 2010

thought must be given to which keywords
and subject headings will be used, as these
should properly describe the condition and the
interventions of interest. In addition it is often
necessary to use trial filters which are designed
to retrieve reports of randomised and quasirandomised controlled trials.
In some cases it is useful to undertake some
handsearching, when the review authors have
identified a journal title that is not indexed in the
major biomedical databases. It may also be useful
to handsearch abstracts of conference proceedings
or to contact device or drugs manufacturers
and other experts in the field to request details
of further studies which may not be published
or in the public domain. In short a high degree
of planning is required when undertaking a
Cochrane literature search. The Wounds Group
Trial Search Coordinator helps review authors to
develop and run all of their electronic searches,
advises on when and which other sources to use
and gives guidance on the reporting of literature
search methods. This support ensures that
Wounds Group reviews are based on a rigorous
and transparent literature searches.
Below are the abstracts of two recent systematic
review updates which have particular relevance
to those involved in the management of venous
leg ulcers, there have been new searches and new
trials added to the reviews.

Following the publication of any
Cochrane review there always
follows a debate on the outcome
of their findings. Please not that
the following articles are not
necessarily the views of the LUF,
but we would be interested in
your thoughts. Please email us at
legulcerforurm@btinternet.com

Therapeutic ultrasound for
venous leg ulcers
Nicky A Cullum, Deyaa Al-Kurdi,
Sally EM Bell-Syer.
Citation: Cullum NA, Al-Kurdi D, Bell-Syer
SEM. Therapeutic ultrasound for venous leg
ulcers. Cochrane Database of Systematic Reviews
2010, Issue 6. Art. No.: CD001180. DOI:
10.1002/14651858.CD001180.pub3.
Copyright © 2010 The Cochrane Collaboration.
Published by John Wiley & Sons, Ltd.

but later assessments at 12 weeks showed the
increased risk of healing with US was no longer
statistically significant (pooled RR 1.47, 95% CI
0.99 to 2.20). One poor-quality study of highfrequency US found no evidence of an effect on
healing after three weeks’ treatment.
Two trials evaluated low frequency US and
reported healing at different time points. Both
trials reported no evidence of a difference
in the proportion of ulcers healed with US
compared with no US: both were significantly
underpowered.

Authors’ conclusions

Abstract
Background
Venous leg ulcers pose a significant burden for
patients and healthcare systems. Ultrasound (US)
may be a useful treatment for these ulcers.

Objectives
To determine whether US increases the healing of
venous leg ulcers.

Search strategy
We searched the Cochrane Wounds Group
Specialised Register (searched 24 February
2010); The Cochrane Central Register of
Controlled Trials (CENTRAL) (The Cochrane
Library Issue 1, 2010); Ovid MEDLINE (1950 to
February Week 2 2010); In-Process & Other NonIndexed Citations (searched 24 February 2010);
Ovid EMBASE 1980 to 2010 Week 07; EBSCO
CINAHL 1982 to 24 February 2010.

Selection criteria
Randomised controlled trials (RCTs) comparing
US with no US.

Data collection and analysis
Two authors independently assessed the search
results and selected eligible studies. Details from
included studies were summarised using a data
extraction sheet, and double-checked. We tried to
contact trial authors for missing data.

Main results
Eight trials were included; all had unclear, or
high, risks of bias, with differences in duration of
follow-up, and US regimens. Six trials evaluated
high frequency US and five of these reported
healing at 7 to 8 weeks. Significantly more
patients healed with US than without it at 7 to
8 weeks (pooled RR 1.4, 95% CI 1.0 to 1.96),

The trials evaluating US for venous leg ulcers
are small, poor-quality and heterogeneous. There
is no reliable evidence that US hastens healing
of venous ulcers. There is a small amount of
weak evidence of increased healing with US, but
this requires confirmation in larger, high-quality
RCTs. There is no evidence of a benefit associated
with low frequency US.

Plain language summary
Ultrasound therapy used for healing
venous (varicose) leg ulcers and to
improve symptoms

Venous leg ulcers are common, especially in the
elderly. They are caused by damage or blockages
in the veins of the legs, which in turn lead to
pooling of blood and increased pressure in these
veins. Eventually, these changes can damage the
skin and lead to ulcer formation.
Compression with stockings or bandages is the
most widely used, and acceptable, treatment for
venous leg ulcers. Ultrasound has been used
as an additional intervention, especially for
difficult, long-standing ulcers. The mechanisms
by which ultrasound waves interact with healing
tissues are not fully understood. We conducted
a review to establish whether ultrasound speeds
the healing and improve symptoms of venous leg
ulcers, and examined all the available evidence
from medical trials. This showed that there is
no strong evidence that ultrasound hastens ulcer
healing. There is, however, some weak evidence
from poor-quality research that high-frequency
ultrasound may increase the healing of venous
leg ulcers. This finding, however, requires
confirmation in larger and rigorously conducted
medical trials before we can be certain that it is
true and can be trusted. There is no evidence that
low frequency ultrasound improves the healing of
venous leg ulcers.
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Topical agents or dressings for pain
in venous leg ulcers
Michelle Briggs, E Andrea Nelson.
Citation: Briggs M, Nelson EA. Topical agents or
dressings for pain in venous leg ulcers. Cochrane
Database of Systematic Reviews 2010, Issue 4.
Art. No.: CD001177. DOI: 10.1002/14651858.
CD001177.pub2.
Copyright © 2009 The Cochrane Collaboration.
Published by John Wiley & Sons, Ltd.

Abstract
Background
Venous leg ulcers affect up to one per cent of
people at some time in their lives. The main
treatments are compression bandages and
dressings. As these ulcers are often painful some
clinicians choose particular dressings and topical
treatments (analgesia/ local anaesthetic) to
reduce the pain both during and between dressing
changes.

Objectives
To assess the effectiveness of dressings, local
anaesthetics or topical analgesia for pain relief in
venous leg ulceration.

Search strategy
For this update the search strings were revised
and the following databases were searched: The
Cochrane Wounds Group Specialised Register
(Searched 16/12/09) The Cochrane Central
Register of Controlled Trials (CENTRAL)
- The Cochrane Library Issue 4 2009; Ovid
MEDLINE - 1950 to November Week 3 2009;
Ovid EMBASE - 1980 to 2009 Week 50; EBSCO
CINAHL - 1982 to December 16 2009. No date
or language restrictions were applied.

Selection criteria
Randomised controlled trials which evaluated
local interventions used to relieve venous leg
ulcer pain were considered. Pain was defined as
either persistent pain or pain at dressing changes
or debridement. Ulcer healing and adverse events
are reported in addition to pain as outcome.

Data collection and analysis
Eligibility for inclusion was confirmed by two
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review authors who independently assessed the
potential trials.

Main results
Two trials evaluating interventions for persistent
venous leg ulcer pain were identified for this
review update. Both studies evaluated ibuprofen
slow release foam dressings; one comparing it
with local best practice and the other with an
identical foam comparator. The primary end point
for both studies was ‘pain relief achieved’. When
compared with a foam dressing alone, there was
no evidence of a statistically significant effect of
the ibuprofen foam dressing in terms of achieving
some pain relief the first evening after treatment:
74% in the ibuprofen group (46/62) had pain
relief compared with 58% (35/60) in the foam
group (no significant difference: RR 1.27, 95% CI
0.98 to 1.65). In the second study 100% (32/32)
of people with venous ulcers achieved some pain
relief with the ibuprofen dressing on the first
evening of treatment compared with 93% (26/28)
in the local best practice group (no significant
difference: RR 1.08, 95% CI 0.96 to 1.21).
Pooling these studies in a meta-analysis (using a
random effects model as significant heterogeneity
present (p=0.1), I² = 64%) there is no evidence
that ibuprofen dressings increase the pain relief
experienced by the first evening of use (RR 1.15,
95% CI 0.91 to 1.44). We were not able to extract
sufficient data to combine other pain outcomes
from these trials. There was no difference in
healing rates but slightly more adverse events
with ibuprofen dressings than with a similar foam
dressing without ibuprofen.
Six trials evaluated interventions for the pain
associated with debridement and were considered
sufficiently similar to pool. There was a
statistically significant reduction in debridement
pain scores with 5% Eutectic Mixture of Local
Anaesthetics (EMLA): lidocaine-prilocaine
cream; the difference in means (measured on a
100 mm scale) was 20.6 mm (95% CI 12.19 to
29.11 mm). Of these six trials, only one small trial
measured healing as an outcome and found no
difference in the numbers of ulcers healed at the
end of the study.

Authors’ conclusions
There is no evidence that ibuprofen dressings
offer pain relief, as measured at the first evening
of use, to people with painful venous leg ulcers
compared with foam dressings or best practice.

Cochrane systematic reviews and
searching for the evidence (continued)

EMLA appears to provide effective pain relief
for venous leg ulcer debridement but the effect
(if any) of EMLA on ulcer healing remains
unknown.

Plain language summary
Topical agents or dressings for reducing
pain in venous leg ulcers

Venous leg ulcers are often painful, both during
and between dressing changes, and during
surgical removal of dead tissue (debridement).
Dressings, topical creams and lotions have been
promoted to reduce the pain of ulcers. Two trials
tested a dressing containing ibuprofen and found
no significant difference in the chance of pain
relief measured on the first night of treatment,
for ibuprofen dressings compared with foam or
best practice. However these studies were small
and patients were only followed for a few weeks
which may not be long enough to assess whether
the dressing affects healing. There was good
evidence from 6 trials that a local anaesthetic
cream (EMLA) reduces the pain of debriding
leg ulcers but there was insufficient evidence of
the impact of this cream on side effects and on
SBS/RF
healing.

Further information
For further information on the Cochrane Wounds
Group please contact:
Sally Bell-Syer,

Managing Editor,

Cochrane Wounds Group,
University of York,
UK, YO10 5DD.

Email: sembs1@york.ac.uk
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Ask LUF
Q

I have three questions regarding
Doppler assessment:

1. What do you currently teach re upper
acceptability of normal in terms of an
ABPI – the literature appears to be
somewhat up in the air?
2. Is there a professional standard re
time to re Doppler? I know that patients
whose leg ulcers are not healing should
be retested every 12 weeks. But what
if legs are healing? I have just done a
huge audit looking at over 250 leg ulcer
patients and very few patients had had a
Doppler carried out within the previous
6 months.
3. With regards to patients with
Lymphoedema, do you try to Doppler?
If no, would you expect staff to take
waveforms? As lead TVN I need to know
that my team are providing the best care
that they can.

A

1. The literature often suggests 1.2 or 1.3
but the evidence to support these figures
is somewhat lacking. Vowden and Vowden
(2001) debate the use of numbers in Doppler
assessment and explore the reasons for cut off
points, particularly 0.8 as the lower limit of
“normal” in terms of having high compression
therapy. They state the upper limit of ‘normal’
as greater than or equal to 1 without a specific
number being specified although a diagram in
the article uses 1.2. Ruff (2003) indicates 1.3
and that above this level indicates calcification,
others simply state >1. Male et al, (2007) agree
that the numbers are variable in the literature
and highlight the view that above 1.3 indicates
calcification. Vowden and Vowden (2001) and
Male et al (2007) emphasise that the focus should
be on the clinical assessment. In reality if an
ABPI reading is low or high then the rest of the
assessment should already indicate a problem and
if this is not the case then the whole assessment

should be revisited. Ono et al (2003) explored
ABPI as an indicator of cardiovascular mortality
and found the risk increased when the ABPI was
equal to or greater than 1.3 but this study was in
haemodialysis patients. There are some anecdotal
reports of younger people having higher ABPIs.
Male et al measured the ABPI in 24 healthy
volunteers aged between 20-40years and found
a range between 1.05 and 1.25. It would be a
concern if compression therapy was withheld
on the basis of a number rather than patient
assessment.

References
Male S. Coull A. and Murphy-Black (2007) Preliminary study to
investigate the normal range of Ankle Brachial Index in young
adults. Journal of Clinical Nursing. 16: 1878-1885
Ono K. et al (2003) Ankle-Brachial blood pressure index predicts
all-cause and cardiovascular mortality in haemodialysis patients.
Journal of the American Society of Nephrology. 14: 1591-1598
Vowden P. and Vowden K. (2001) Doppler assessment and ABPI:
interpretation in the management of leg ulceration. World Wide
Wounds. http://worldwidewounds.com

2. The guidelines are not particularly helpful
here. The RCN (2006) guidelines state 3 months
or “according to local protocol”. Many trusts are
just not able to manage this and a quick straw
pole of at least 20 trusts/PCTs indicate that some
do 3 months and if that is OK tail off and stop
after a year, only bringing back those who have a
reducing ABPI, or they reassess every 6 months
to tie in with hosiery renewal. It is very variable
and talking to staff indicates a mismatch between
what is supposed to happen in their area and what
actually happens. It would be very useful to have
a validated risk algorithm for this as we waste a
lot of resources trying to cover everyone rather
than focus on high risk patients.
3. This is a tricky one. Until recently
lymphoedema nurses were very resistant to
Doppler and we in the leg ulcer world were
very adamant that it was essential. The practical
reality is that it is very difficult to do in many
patients with a grossly swollen limb. Williams
and Mortimer discuss these challenges and
recommend a 5mmHz probe is used but this may
be insufficient. Pulse oximetry may be helpful
and if there is any doubt about underlying disease

Any questions submitted to
the journal are answered
by the members of the
executive committee
unless stated otherwise.
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then a vascular consultation should be sought
(Williams and Mortimer, 2007). Waveform
analysis may be useful. At the very least there
should be a full history and a cautious start
to compression if there is any doubt. I have
some concerns that in the case of people with
chronic oedema, some heath care professionals
may assume that Doppler (or other vascular)
assessment is too difficult and do not attempt it.
This may result in damage from compression
therapy, or in some patients who need it not
having compression at all.

References
Williams A.F. and Mortimer P. (2007) Lymphoedema of the lower
limb: causation, assessment and management. In Leg Ulcers A
Problem Based Learning Approach. London. Mosby. Ch 14

Irene Anderson
Chair

Q

We have been bandaging a lady
for the past six weeks and as her
swelling has reduced have tried to fit her
with stockings but they were digging in
around the ankle and the knee and she
couldn’t tolerate them – can you suggest
an alternative stocking or should we just
keep bandaging?

A

You don’t say what sort of stockings you
have tried but I assume they are a pair of
‘off the shelf’ British classification stockings.
Circular-knit stockings are those knitted in a
continuous circle like ordinary tights. They are
suitable for patients with little or no distortion
in their limb shape because when the fabric is
stretched – like an elastic band it wants to return
to its pre-stretched shape and so where there
are any skin creases or differences in shape, the
stocking will tourniquet into those creases as with
your patient.
In the lymphoedema world we have been lucky
to have access to an increasingly wide range
of circular-knit stockings in a variety of sizes –
choices between open and closed toes, options for
different lengths of foot and leg and an extra wide
option for calf and thigh sizes. Stockings like
this can be bought ‘off the shelf’ through several
companies and there is now a wide choice also on
FP10, but lymphoedema stockings are made to a
German hosiery classification standard (RAL)–
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where class 1 (18-21mmHg) equates to British
standard (BS) class 2 (18 – 24 mmHg). We also
use made-to-measure – infrequently circular knit
and more commonly, flat knit hosiery also made
to RAL standard. Most companies have some
circular knit garments available on FP10 and
would therefore be worth contacting for advice
and support – BSN Jobst, Activa, Haddenham
Healthcare, Sigvaris Britain, Medi UK.
Flat knit, made-to-measure stockings are used
for patients following a programme of intensive
lymphoedema therapy but they are also very
useful for patients with abnormally large or
misshapen limbs with skin folds when bandaging
seems to have achieved its optimum effects.
Although the material is thicker and firmer than
the circular knit stockings – because the stocking
is made as a flat piece and then sewn together – it
fits better and doesn’t twist or tourniquet into skin
folds, and because there is a seam we can have a
zip inserted to help application.
However these stockings are now available
through one of the hosiery companies on FP10
prescription and although are more expensive
than previously available hosiery, are more
likely to achieve patient compliance and so
be financially economical. It may be therefore
that you would be able to fit your patient into a
circular knit RAL Class 1 lymphoedema stocking
with the additional available sizing options but if
not certainly the RAL Class 1 flat knit option is
available and because of the way they are made
and how the fabric responds to stretch it should be
easier to apply.
Measurement of this hosiery requires special
training, and the relevant companies have
specialist trainers who will come and support
you with their training. Currently only BSN Jobst
have flat knit available on FP10 but both Medi
UK and Haddenham Healthcare also have a range
of flat knit made to measure hosiery.
Application of stockings either by the wearer,
carer or health professional always seems to be
raised as a problem – so here are several ideas
to help you. Make sure the leg is completely dry
before putting the stocking on – do not cream
the leg beforehand as this not only hinders
the process, but the cream can damage the
fabric of the stocking. Apply cream when the
stocking is removed. Application can also be
made easier using the aids available – either the
cage type or the easy slide type – where these

Ask LUF (continued)

are not available, for open toe stockings some
supermarket carrier bags can be employed to ease
the stocking on! I would also suggest that buy
yourselves a pair of standard rubber washing up
gloves (with the grips on the palm of the hand
and fingers) – a staple part of any lymphoedema
therapists kit– they will also help you when
applying hosiery because they allow you to get a
good grip of the fabric without risk to the patients’
skin or of snagging the thread of the stocking.
Finally I suggest you make contact with your
local lymphoedema clinic – they are unlikely to
be able to manage this group of patients and so I
would hope, will welcome your support and be
more than happy to give you advice.

Jane Harding

Macmillan Lymphoedema Specialist Physiotherapist

Q

I have been asked to do some
Doppler training for a local nurse
led anticoagulation service. They want to
issue compression/anti-embolism hosiery
following Deep Vein Thrombosis, to help
prevent post thrombotic syndrome. They
envisage applying hosiery once the INR
levels are therapeutic. Do you have any
guidance?

A

The general recommendation would suggest
waiting until the patients’ blood results are
stable, six weeks post thrombus would allow the
thrombus to disperse or become more structured
and less likely to embolise; the location and extent
of thrombus may influence things. A Doppler
assessment could be used to assess for the presence
and quality of foot pulses at an early stage without
measuring pressures. If they are considering using
lighter compression as in anti-embolism stockings
the potential for damage on a limb with reasonable
pulses should be very minimal. The ABPI’s could
then be measured at a later stage when the limb
has settled. Following this depending on the
results, class II compression hosiery should be
supplied and patients should be encouraged to wear
compression for a minimum of 2 years.
Vowden (2007) suggests Doppler assessment is
safe as soon as the patient starts to mobilise and is
anticoagulated.

Editors Note
Vowden P (2007) Managing deep vein
thrombosis. LUF Conference presentation, a
handout in Pdf format is available on www.
legulcerforum.org under the education section.

Q

I am a District Nurse dealing
regularly with patients who have
leg ulcers. I completed my N18 leg ulcer
management training in 2001. I have
recently moved to an NHS Trust where
the practice is a little different to what I
have been used to. I wonder if you could
clarify a couple of things for me.
1. The patients who have a bulging
calf and thin ankle (inverted
champagne bottle) used to have extra
sub compression padding to try and
make the leg more straight for the
compression bandaging. Is this still
the case? I was recently told that this
practice had changed and that we keep
the inverted champagne bottle leg shape.

2. I would normally only use the short
stretch bandaging for patients who
had a reasonable degree of mobility;
however I have noted that practice
in my new job is to use short stretch
bandaging all of the time whether or not
the patient is mobile or totally inactive.

A

The shaping of the limb is essential to
achieve graduated compression otherwise
the compression therapy will be ineffective.
Without limb shaping the bandages will roll
down and provide a tourniquet effect resulting
in compression damage. This generally applies
to multi-layer and short stretch systems. The
new systems (e.g. Coban 2™ and K-two®)
have different components and there is a
recommendation from the manufacturers that less
padding is required however some limb shaping
still needs to be carried out. Please check the
manufacturers recommendations.
With regard to short stretch systems they are
suitable for patients with reduced mobility. Any
ankle mobility does improve things and as long as
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the patient is weight bearing, studies by Lindsay
et al (2003) have demonstrated that stretching
the arch of the foot through standing or during
transferring from bed to chair can promote some
venous return.

Reference
Lindsay E.T. Muldoon J. and Hampton S. (2003) Short-stretch
compression bandages and the foot pump: their relationship to
restricted mobility. Journal of Wound Care, 12(5), 185-188.

Editors Note

References

See page 34 of this journal for further information
on mobility.

Bianchi J. Douglas W.S. Dawe R.S. et al (2000) Pulse oximetry: a
new tool to assess patients with leg ulcers. Journal of Wound Care,
9: 109-112
European Wound Management Association (2003) Understanding
Compression Therapy. Medical Education Partnership Ltd www.
ewma.org

Q

1. When should a patient with
cellulitis have a Doppler assessment
and be put into compression?
2. When is it safe to Doppler a patient
who has fractured his/her leg?
3. How safe is it to apply compression
to a patient with Congestive Cardiac
Failure?

A

For patients with cellulitis you can
undertake assessment of ABPI as soon as
the patient is able to tolerate the procedure and
apply reduced compression initially if the patient
is suitable, to help manage oedema and exudate.
For the patient with a lower leg fracture, it should
be possible to perform the Doppler assessment
as soon as the plaster cast has been removed and
the patient is able to tolerate the application of the
cuff.
Currently there are no clinical guidelines for the
use of compression for patients with heart failure.
The EWMA position document (2003) advises
that ‘rapid shifts of fluid can be dangerous as it
increases the preload of the heart’ (Marston and
Vowden, 2003) and Partsch (2003) advises that
compression can affect cardiac output by 5%. He
also advises that bilateral bandaging of the lower
legs to thigh level should be avoided in patients
with borderline cardiac function.
It is possible however to apply reduced
compression (up to 20mmHg) on suitable
patients. The recommendation does require
careful supervision of the patient and clear
instructions to the patient of actions to take should
they become increasingly breathless after the
application of bandaging i.e. they should remove
the bandage and seek advice. In practice it is best
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to manage one leg at a time with the application
of sub-compression wadding and crepe equivalent
bandage initially, adding a second layer (crepe
equivalent) if the patient is symptom-free. This
can be increased slowly up to 20mmHg after
full assessment including Pulse Oximetery for
calculation of LOI (Lanarkshire Oximetry Index)
(Bianchi et al, 2000)if patient unable to tolerate
normal Doppler procedure.
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Q

At the leg ulcer service we are
having more and more bariatric
patients being referred to us and our
largest blood pressure cuffs simply do
not fit properly around their upper
arms. We need a cuff which fits over
55cms and some patients’ arms are over
60cms. I have trawled the internet and
made several enquiries with contacts but
no joy. Do you have any advice.

A

This is becoming a more common problem,
the majority of bariatric patients are too
obese to be able to do an ankle measurement and
toe pressures may be more appropriate. However
this still needs a brachial pressure. As frequently
the larger cuffs (thigh cuff) may fit around the
upper arm but are too wide and renders the
brachial pulse inaccessible. You could in these
cases use the radial pulse using the Doppler (this
should be clearly documented). It is possible to
do finger pressures if you feel it will be a near
accurate reading, results should be interpreted
with caution. Perhaps you should discuss this
with your local vascular team.

Courses

University of Glasgow

LYMPHOEDEMA DATES 2010–2011
TARGET
AUDIENCE

VENUE

FEE

Prepares practitioners to undertake
comprehensive assessment &
initiate appropriate preventative
and treatment strategies or referral.

M

Glasgow

£450

Lymphoedema:
Assessment &
Management

Develops knowledge and skills
in assessment & long term
monitoring of patients with
uncomplicated lymphoedema
(Key-worker part 2)

M

Glasgow

£450

Managing
Complicated
Lymphoedema

Equips with knowledge &
specialist clinical skills to enable
management of complicated
chronic oedema due to lymphatic
failure, including genital and head
& neck lymphoedema

M

Glasgow

£1050

Lymphoedema:
Specialist Service
Development

Prepares clinically experienced
participants to take a lead role in
the development and management
of specialist lymphoedema
services.

M

Glasgow

£450 (M level)

Casley-Smith
Update

Refresher and further development
of skills in managing complex
cases for Casley-Smith trained
practitioners

M

COURSE DATE

TITLE

DESCRIPTION

28 Sept–1 Oct 2010
(Glasgow)

Lymphoedema:
Diagnosis,
Assessment &
Risk Reduction

18–21 January 2011
(Newcastle)

8–10 December 2010
(Glasgow)

6–8 April 2011
(Newcastle)

Glasgow 2011

25–28 January (part 1)
8–11 March (part 2)
8–10 June (part 3)

15–18 February 2011
(Glasgow)

June 2011

(Glasgow)

Casley-Smith
DLT

Unaccredited

Newcastle

(Key-worker part 1)

Newcastle

£795 (H level)

Glasgow

£275

Further information
For further information about any of these
courses, please contact:

Margaret Sneddon

University of Glasgow Faculty of Medicine
Tel: 0141 330 2071
Email: lymph@clinmed.gla.ac.uk
Web: http://www.gla.ac.uk/divisions/nursing/
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Leg Ulcer Courses
University of Hertfordshire

Leg Ulcer Theory and Practice

Complexities in Leg Ulcer Management

This module aims to enable students to achieve
competence in the assessment and management of
people with leg ulcers and a greater understanding
of the issues involved in delivering effective leg
ulcer services. You will study the aetiology of leg
ulcer development and the theoretical principles
underpinning the assessment and management of
people with leg ulcers and related conditions. You
will also develop your skills and competence in
the use of Doppler assessment and compression
bandaging.

This module is designed for the practitioner
who is already managing people with leg
ulcers and related conditions. You will already
be competent and experienced in Doppler
assessment and compression therapy and will
wish to advance your skills to plan and deliver a
more comprehensive care package. This module
will focus on the complexities of managing
patients with leg ulcers from a clinical and service
delivery perspective.

5NMH0015/6NMH0017

Module Delivery: Semester B (Feb-May).
Sessions run all day on Wednesdays. Learning
and teaching methods include classroom and
workshop activity with student participation and
peer learning, and is supported by our e-learning
environment, StudyNet.

Further information

For further information
about these modules,
please contact Module
Leader:

Irene Anderson

01707 285233
i.1.anderson@herts.ac.uk
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Assessment of learning: Learning is assessed by
coursework which is a report on service provision
and the extent to which it meets patient needs.
You will also complete a Practice Portfolio and
demonstrate competence in Doppler assessment
and compression bandaging. Please note: You
will require a suitably qualified Practice Assessor
in order to complete the competency elements.
Please contact the module leader for specific
requirements.
Please note this module can be taken as part of the
BSc Hons Contemporary Nursing or as a stand
alone module.
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6NMH0019/7NMH0003

Module Delivery: Semester A. 8 study days
in total, commencing October and completing
January Learning and teaching methods include
classroom and workshop activity with student
participation and peer learning, and is supported
by our e-learning environment.
Assessment of learning: Learning is assessed
by coursework. You will identify an area of
practice relating to leg ulcer management which
would benefit from service development. You
will develop a strategic plan and rationale for this
change. You will present the proposed change
to colleagues in your workplace and use the
resulting discussion to inform your plan.
Please note this module can be taken as part of the
MSc Hons Contemporary Nursing or as a stand
alone module.

LUF Journal sponsors

We leverage 3M technology and world-class
manufacturing to provide trusted products that
help promote health and improve the quality, cost
and outcomes of care.

3M Health Care Ltd

3M House
Morley Street
Loughborough LE11 1EP
Tel: 01509 613021
Fax: 01509 613194
Advice Line: 0800 616066 (Answerphone)
Web: www.3mHealthcare.co.uk

Activa Healthcare works in partnership with
clinicians to improve patients’ quality of life with
innovative compression therapy and wound care
ranges.

Activa Ltd

1 Lancaster Park
Newborough Road, Needwood
Burton-upon-Trent
Staffordshire DE13 9PD
Tel: 08450 606 707 / 01283 576800
Fax: 01280 576 808
Web: www.activahealthcare.co.uk

We are a biotechnology company developing
treatments in vascular disease and wound care. To
find out more about our products visit our website.

Ark Therapeutics Plc

79 Cavendish Street
London W1W 6XB
Tel: +44 (0)207 7388 7722
Fax: +44 (0)207 7391 4079
Advice Line: 0800 1077 107
Web: www.arkwoundcaresolutions.com

Manufacturers and distributors of classic and
innovative skin protection and woundcare
products: Sorbsan, Sorbsan Silver, Sorbaderm,
C-View, PolyMem, DryMax Extra, Aquaform,
Mesitran and Trufoam.

Aspen Medical Europe Ltd

Thornhill Road, Redditch
Worcestershire B98 9NL
Tel: +44(0)1527 587728
Web: www.aspenmedicaleurope.com

We are global leader in the healthcare market,
offering a wide range of products for advanced
wound care, compression garments for
lymphoedema and vascular therapy.

BSN Medical Ltd

PO Box 258
Willerby
Hull HU10 6WT
Tel: 01482 670140
Fax: 01482 670111
Email: advancedwoundcare.uk@bsnmedical.com
Web: www.cutimed.com

Wherever our medical gases are used in
hospitals, ambulances and the community, we are
committed to provide the highest level of quality
and service

BOC Healthcare

The Priestley Centre
Surrey Research Park
Guildford GU2 7XY
Tel: 0800 111 333
Fax: 0800 111 555
Web: www.bochealthcare.co.uk
continued...
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Coloplast provide products and services making
life easier for people with intimate healthcare
needs. In wound care we produce solutions for
all types of wounds.

Coloplast Ltd

First Floor Nene Hall
Peterborough Business Park
Lynchwood, Peterborough PE2 6FX
Tel: 01733 392000
Fax: 01733 392314
Advice Line: 0800 220622
Web: www.coloplast.co.uk

H&R Healthcare represents world class
companies in Advanced Wound Management
(Sorbion Sachet S and Sorbion Sana, MIST
Ultrasound), Compression Hosiery (Carolon), and
Infection Control.

H&R Healthcare Ltd

Melton Court
Gibson Lane, Melton
Hull HU14 3HH
Tel: 01482 638472
Fax: 01482 638485
Web: www.hrhealthcare.co.uk

Mölnlycke Health Care is a world leading
manufacturer of single-use wound care and
surgical products and services for the professional
health care sector.

Mölnlycke Health Care Ltd
The Arenson Centre
Arenson Way
Dunstable
Beds LU5 5UL
Tel: 0800 7311 876
Email: info.uk@molynlcke.com
Web: www.molnlycke.co.uk

We are committed to the advancement and
implementation of clinically cost-effective
wound care throughout the country. Providing
therapy based Formulary Services and accredited
educational programmes.

Smith and Nephew Healthcare Ltd
Healthcare House
Goulton Street
Hull HU3 4DJ
Tel: +44(0) 1482 222 200
Fax: +44(0) 1482 222 211
Web: www.smith-nephew.com

Huntleigh Healthcare’s Dopplex range of world
leading vascular Dopplers has been expanded
to include the revolutionary Dopplex Ability
Automatic ABPI system

Huntleigh

35 Portmanmoor Road
Cardiff CF24 5HN
Tel: +44(0)29 2048 5885
Fax: +44(0)29 2049 2520
Email: sales@huntleigh-diagnostics.co.uk
Web: www.huntleigh-diagnostics.com

Medi UK Ltd

Medi are the leading global
manufacturer of RAL quality
medical compression garments.
Available in Hospital and on
Community Prescription FP10

Plough Lane, Hereford HR4 0EL
Tel: 01432 373500
Fax: 01432 373510
Web: www.medicuk.co.uk
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Urgo offers a range of clinically proven,
innovative dressings and compression bandages,
improving quality of life for patients and meeting
the needs of healthcare professionals

Urgo Ltd

Sullington Road
Shepshed
Loughborough
Leicestershire LE12 9JG
Tel: 01509 502051
Fax: 01509 650898
Web: www.urgo.co.uk

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 and
2,000 words. However if you wish to submit a
short report then 500 words would be acceptable.
Larger manuscripts are at the discretion of the
editor.

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

give written permission before publication of
photographs).

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

Susan Knight
Editor
The Leg Ulcer Forum
PO Box 641
Huntingdon PE29 9GU
OR by email (for the attention of the
editor) legulcerforum@btinternet.com

‘‘

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

You can either send your article in hard copy
addressed to the editor or it can be emailed for
the attention of the editor (see below). Both
should be presented on A4 with wide margins and
double-spaced. Please type in upper and lower
case – do not use ‘all capitals’ anywhere. Do not
forget to keep a copy. Please send any charts,
diagrams and photos as separate files.
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. Case studies are
an invaluable source to practitioners, particularly
when complex situations have successfully been
addressed. Colour photographs and tables can be
included to complement the text (the client must

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 641 Huntingdon PE29 9GU
legulcerforum@btinternet.com
www.legulcerforum.com

