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A Welcome
From Irene Anderson
When Professor Christine Moffatt set up the
Forum in 1993 she demonstrated vision of the
future in leg ulcer management. Could any of us
have foreseen the developments and challenges
that have characterised modern leg ulcer services
21 years later; the complexity of patients, changes
in health services and the financial crisis which
are having such an impact on the way we manage
patients?
In this issue of the journal the challenges, changes
and complexity are beautifully illustrated by
diverse and interesting articles. We welcome some
new authors in line with our commitment to help
practitioners to develop their skills. What better
way of influencing practice than by sharing practice
even when it is not “text book”? Text books do
not heal ulcers (a favourite saying when teaching
students on my leg ulcer course) but engagement
with evidence and experience, and a firm focus
on the patient is much more likely to result in
positive outcomes for people affected by lower
limb problems.
Kim Drewery shares a case study centring on
the intensive nursing care of a person affected
by obesity and ulceration. What is particularly
heartening about this case is the involvement of
nursing home staff. With the right support and
guidance this setting could offer patients who
need a period of intensive therapy the chance to
increase control of their condition. Just looking at
the pictures, especially the final one of the patient’s
bandaged leg is enough to inspire anyone to believe
that anything is possible with skill, teamworking
and leadership.
Professor Valerie Edwards –Jones presents a stark
warning about antimicrobial resistance pointing
out that although antibiotics are generally effective
for acute wound infections they are usually
ineffective for the treatment of chronic wounds.
She outlines the challenge of biofilms and the need
to use antibiotics judiciously alongside appropriate
debridement strategies to ensure chronic wounds
have the best chance of entering and maintaining a
healing trajectory. At her presentation of the issues
of antibiotic therapy at our autumn conference
you could have heard a pin drop. These are
important times in wound care and we all have a
responsibility to review our practice. Zoe Black and
Kathy Chadwick from the Harm Reduction Team
are equally inspirational. In their case study of a
man with multiple problems they illustrate the way
their service works in a non-judgemental and
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patient focused way to improve the lot of people
affected by drug use. People who lead chaotic
lifestyles need services delivered in a different way.
Kathy and Zoe also highlight the importance of
immediacy in care and the need for practitioners in
the team to be able to demonstrate a range of skills
so that they can manage the person presenting
with ulceration without delay.
The journal does not usually print articles published
elsewhere but the paper on peripheral arterial
disease (PAD) by Martin Fox was an exception.
Martin is a Vascular Specialist Podiatrist and
has been involved in the development of the
lower limb PAD guidelines in 2012 and in the
development of competencies in managing PAD.
When you read the article change the word
Podiatrist to Nurse, or any profession you belong
to and you will see how this relates to practice and
the need for improvements in managing people
affected by arterial disease. Hazel Trender, Vascular
Nurse Specialist has written a short piece on the
development of the NICE guidelines on varicose
veins. This is important information and I believe it
will help all of us to consider how we can become
part of future developments. Her explanation
of what was included and excluded is especially
pertinent. Too often we criticise guidelines for
not encompassing what we feel is important. This
article should encourage you to become part of a
stakeholder group and ensure your voice is heard
so that patients’ needs can be addressed. The Leg
Ulcer Forum is a registered stakeholder with NICE
and we would encourage you to contribute your
ideas and views so that we continue to represent
you.
I hope you enjoy this issue; we are immensely
grateful to all the authors for making time to
write. It is an important part of our professional
responsibility to share practice and I hope you have
gleaned some things that you can apply to patient
care. If you feel inspired to share your research and
other work we would love to hear from you and can
offer guidance and support for new writers. Now
put your feet up and have a go at the quiz then
check out the courses and conferences advertised.
We look forward to meeting you, and hearing from
you in the coming year.
Irene Anderson. Editor
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Lymphoedema courses now available.
Graduate Cert/Dip in Specialist Lymphoedema Management
& PG Cert in Advanced Lymphoedema Management
Designed to meet your needs

Accepting applications now
For further details, contact:
lymph@glasgow.ac.uk
Tel: +44 (0)141 330 2072
Follow us on Twitter:
@LymphoedemaUni

Which route is right for you?
• Graduate Certificate in Lymphoedema Practice
• Graduate Certificate in Specialist Lymphoedema Management
• Graduate Diploma in Specialist Lymphoedema Management
• Postgraduate Certificate in Advanced Lymphoedema Management
www.glasgow.ac.uk/nursing

© University of Glasgow 2012 The University of Glasgow, charity number SC004401

Other Exciting Programmes Available:
MSc in Cardiovascular
Practice
For more information
please contact
Elizabeth Tolmie at
Elizabeth.Tolmie@
glasgow.ac.uk

MSc (Med Sci) Health Care
For full and detailed
information on the MSc
(Med Sci) Health Care,
including list of courses
we offer and how to apply,
please visit our website at
www.glasgow.ac.uk/
healthcare

A5 Lanscape Nursing New Lymphoedema Courses for 2012-13.indd 1

MSc by Research and
PhD
For more information
please contact
Dr Lorna Paul at
Lorna.Paul@
glasgow.ac.uk

Graduate Certificate:
Burns & Plastic Surgery
Care for Adults & Paediatrics
For more information, please
contact Graham MacIntosh
on +44 (0)141 330 4806/
2072 or email Graham.
Macintosh@glasgow.ac.uk

Postgraduate Certificate:
Healthcare Chaplaincy
Courses are suitable for all
health care professionals
For more information,
please contact David Mitchell
at David.Mitchell
@glasgow.ac.uk

26/11/2012 13:50
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A View from
the Chair
Susan Knight
Well, what a year! the last twelve months have
flown by and not without issues. I would be
surprised if any of you were unaware of the
changes that took place on the 1st April this year.
Commissioning or CCG’s (Care Commissioning
Groups) are two subjects that have been heavily
discussed in the national press and on the
television/radio, for some of our colleagues these
may be new buzz words for 2013. But whether
these are new or old it would appear that different
things are happening all over the country. In some
areas commissioning is progressing really well and
others are taking their time. The development of
leg ulcer services is facing the same issues. Once
again the uncertainty over the size of the problem
and the lack of detailed understanding on the
assessment and management of leg ulcer patients,
is leading to some areas commissioning services
that may not be equipped to provide adequate
levels of care for patients. For the Leg Ulcer
Forum it has been a year of continued hard work
trying to raise awareness of lower leg issues and
supporting colleagues across the United Kingdom.
At a meeting in July it was decided that we should
make the National Leg Ulcer Standards available to
all on our web site (www.legulcerforum.org). Please
have a look and make use of them, but remember
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that they are the property of the Leg Ulcer Forum
and should therefore not be changed.
As usual reflecting on the year prior to writing this
I remembered my summer holiday in the Austrian
Tirol, not sure whether it was my idea or my
husband’s but we chose a walking holiday. The first
stop was Walchsee for two nights with a relatively
easy acclimatizing walk on day one. But I was really
surprised to see lots of people in lymphoedema
bandaging and colourful compression garments. I
later found out that Walchsee has the Wittlinger
Lymphoedema Clinic a centre of excellence for the
management of lymphoedema for the last 40 years.
My other half did make a few comments about not
being able to go anywhere without seeing varicose
veins, leg ulcers or bandaging!
The picture on the left shows one of the challenges!
I think that when we are faced with changes and
challenges in our everyday life we just put our head
down and carry on, as I did over this very steep
terrain which was high up and there was quite a
drop. Looking back afterwards I did wonder how
on earth I had managed to keep upright and also
wondered what on earth I was doing!! I am sure
that several of you are feeling the same. But we
are currently in a position that we are unable to
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change and it would seem to be a very confusing
time for all of us on the coal face, well let’s hope
the management and CCG’s know what they are
doing or we will be up the proverbial creek without
a paddle.
This year our conference theme was looking at the
20 years of leg ulcer management. Just in case you
are wondering why, the Leg Ulcer Forum has been
around for the last 20 years. We did consider a party
but thought we would leave this until our 25th year;
so if you have any ideas on how we can celebrate
then please let us know, we can be contacted on
our new email legulcerforum@ yahoo.co.uk.
It was with a great deal of heart searching that we
cancelled the spring conference which should have
been held in Birmingham in April of this year. We
had only managed to get very few delegates and
I am sure that you would agree that this was not
sufficient to justify the overall cost of running the
conference.
The autumn conference was held in Sheffield on 19
September, at the Aston Hotel. This was our fourth
conference in Sheffield and the second one at this
venue. The number of delegates was lower than
previously but sufficient to warrant continuing with
the conference. Generally the evaluation of the
conference content was very good and everyone
seemed to have a good day. Our keynote speaker
for the morning was Brenda King. Brenda provided
us with an amusing and thoughtful presentation
reflecting on the development of the leg ulcer
service in Sheffield over the last 20 years. This
was followed by Shah Nawaz (Consultant Vascular
Surgeon, from the Sheffield Vascular Institute), his
presentation covered the anatomy of the lower
leg and the changes in management of superficial
venous disease. This theme was continued by Hazel
Trender (Vascular Nurse and nurse representative

on the NICE Vascular Group). Hazel outlined how
NICE guidance is formed and the limitations they
are faced with due to time restraints. She then
described how the services differed within the
local area of Sheffield and Rotherham and how this
fitted in with the new vascular guidelines.
Val Edwards-Jones opened the afternoon session
as keynote speaker, her presentation covered
antimicrobial resistance and the challenges of
treatment. This was an enjoyable and informative
presentation, which reminded us of the problems
of resistance and the challenges of treating patients
now and in the future. Zoe Black and Kathy
Chadwick from the Sheffield Harm Reduction
Service highlighted issues patients and staff face
when treating tissue damage due to drug use.
As before we did have a second strand of mainly
practical sessions throughout the day, this was
supported by members of the Executive (Irene
Anderson, Gail Powell, Florrie Mowatt and Pia
Obank). The topics covered included the key
features of leg ulcer assessment, lower leg
bandaging and Doppler assessment of ABPI (Ankle
Brachial Pressure Index).

“My other half did make
a few comments about
not being able to go
anywhere without seeing
varicose veins, leg ulcers
or bandaging!”

If you are reading this journal and you are not a
member please consider joining us. We need more
members to have a stronger voice if we are going
to continue to make a difference, I am sure that as
individuals we all make small differences every day.
But together we could make a much bigger change
in the way people with leg ulceration are managed.
If you have any thoughts, ideas or wish to come to
a meeting to see how we work on your behalf; then
please email us (legulcerforum@yahoo. co.uk)
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SCOTTISH CONFERENCE
REPORT 2013-2014
Glynis Billimore: Chair, Scotland Affiliation
This year LUFS celebrated its 10th year and held
our annual Conference and AGM at Glasgow
Science centre on the banks of River Clyde.
It was an excellent venue with attendees able
to explore the science centre with the many
interesting exhibits.
The day brought a few challenges one which we had
no control of was our Scottish weather. There was
significant snow just North of Glasgow but despite
this we did get most attending the conference so
well done to those who made it there on the day.
The March 2013 LUFS conference was a special
10th anniversary event and we had the privilege of
having many key speakers including Prof Moffatt,
Prof Rose Cooper and our LUF chair Susan Knight.
Professor Christine Moffatt gave a very motivating
and inspirational talk on where we have come from
in leg ulcer care to the increasing challenges of
looking after a more elderly population some with
multiple co morbidities, chronic oedema with or
without leg ulceration in the more difficult times of
austerity in health care settings.
Professor Rose Cooper discussed the complex
subject of how antimicrobials work on bacteria
and the future concerns with antibiotic resistance
which is very relevant to chronic leg ulceration.
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Susan Knight gave us an introduction to the
importance of setting leg ulcer standards to assist
us with improving leg ulcer care throughout the
country. LUFS will endeavour to introduce this to
as many areas in Scotland.

Whats happening now.
As a group focused on improving leg ulcer care in
Scotland we are corresponding with the Scottish
health minister to find out the vision for this group
of patients in the future health service in Scotland.

Nicola Whayman described the realities of
implementing standards for leg ulceration in her
area. She gave an honest account of the difficulties
faced introducing leg ulcer standards with many
other challenges in todays NHS.

Glasgow Caledonia University has recently set up
a new leg ulcer course funded by NES. It is planned
that this will run twice this year. The course consists
of a 5 day attendance followed by several additional
days with competency framework included.

Following lunch we had a excellent presentation
by Dermatologist Dr. Ruth Lamb Glasgow Royal
Infirmary on the more complex and unusual leg
ulcers.

Janice Bianchi a LUFS committee member is joint
leading this. It is not yet clear how long this will run
for but the first intake has already begun.

Roisin McSwiggan from the Irish affiliation gave
us an account of service design in TVN and leg
ulcer services in a unique health service and how
they managed to move forward with training and
education.
At the AGM Prof Christine Moffatt suggested we do
a joint session with Lymphoedema conference this
summer 2014 in Glasgow.
We are very keen to have some new members
to join LUFS committee this year so if you are
interested in becoming a committee member to
support improving care and education in this field
please contact us.

This year 2014 we are heading north and east to St
Andrews. Thanks to our recent appointed vice chair
Carolyn Whitelock we are holding our conference
at The Prestigious University of St Andrews so an
event not to miss.
Glynis Billimore
Chair LUFS

Coursework: a report on leg ulcer service provision
and the extent to which it meets patient needs
Completion of Practice Portfolio
Demonstrate competence in Doppler assessment
and compression bandaging

This module contributes to the development of knowledge
and understanding for Core dimensions 1,2,3,4, HWB
1,2,3,5,6 and 7, and IK3

How does this module map the NHS KSF?

The module is taught at the College Lane Campus and is
facilitated by lecturers with expertise in the area from the
University and invited external speakers.

Where is the module taught and by whom?






Assessment

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 study the key elements of effective leg ulcer
services.

Module Content

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 need to have
access to a clinical area where people with leg ulcers are
managed and you will need a suitable Practice Assessor as
this is a competency based module.

Course Aims

CPD Short Course Office
tel 01707 284956 fax 01707 285814
email cpdhealth@herts.ac.uk

Booking enquiries

Irene Anderson – Module Leader
tel 01707 285233
email i.1.anderson@herts.ac.uk

Course enquiries

go.herts.ac.uk/cpdfees

To find out information about the fees visit

Cost

A number of Strategic Health Authorities are entering into
teaching contracts with Universities for the provision of
postgraduate programmes, short courses and study days. In
order to access this source of funding, you should contact the
senior manager within your Trust who is responsible for the
post-registration/CPD provision.

Sponsorship

Wednesdays in Semester B: January to May

When does this module run?

Delivery of the module will incorporate blended learning which
aims to combine e-learning activities with campus based
learning. You will therefor need to have access to a suitable
personal computer and a good reliable internet connection
(broadband recommended). Most modern PCs or Macs (less
than 3 years old) should be suitable.

Computer equipment requirement

Semester: B Feb-May
Credit: 15

A Registered Healthcare Professional, working in a
healthcare environment, with access to leg ulcer service
provision.

Who should attend this course?

Course code: 6NMH0017
Level: 6

Leg Ulcer Theory and Practice
Semester: A
Credit: 30

go.herts.ac.uk/cpdhealth

The module is taught at the College Lane Campus and is
facilitated by lecturers with expertise in the area from the
University and invited external speakers.

Where is the module taught and by whom?

Assessment

The assessment consists of a 3500 word written assignment
and a presentation.

This module contributes to the development of knowledge
and understanding for Core dimensions C1 - C6, HWB 1 - 7
and IK3

How does this module map the NHS KSF?

This module focuses on the complexities of managing
patients with leg ulcers from a clinical and service delivery
perspective.

Module Content

Students will develop existing skills to encompass advanced
assessment and clinical management of people with
ulceration of the lower leg and associated conditions.
Students will be enabled to develop in depth knowledge of
strategies to promote evidence based care, prevention
strategies and partnerships with patients with leg ulcers and
associated conditions

Course Aims

This is an advanced leg ulcer course for registered
Healthcare Professionals working in the healthcare
environment who manage people with leg ulcers and related
conditions. You will 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 forms part of the postgraduate
degree award or can be undertaken independently depending
on previous and current clinical experience

Who should attend this course?

Programme code: 7NMH0003
Level: 7

Complexities in Leg Ulcer Management

CPD Short Course Office
tel 01707 284956 fax 01707 285814
email cpdhealth@herts.ac.uk

Booking enquiries

Irene Anderson – Module Leader
tel 01707 285233
email i.1.anderson@herts.ac.uk

Course enquiries

go.herts.ac.uk/cpdfees

To find out information about the fees visit

Cost

A number of Strategic Health Authorities are entering into
teaching contracts with Universities for the provision of
postgraduate programmes, short courses and study days. In
order to access this source of funding, you should contact the
senior manager within your Trust who is responsible for the
post-registration/CPD allocation.

Sponsorship

This module runs in a block format with 8 study days between
October and January

When does this module run?

Delivery of the module will incorporate blended learning which
aims to combine e-learning activities with campus based
learning. You will therefore need to have access to a suitable
personal computer and a good reliable Internet connection
(broadband recommended). Most modern PCs or Macs (less
than 3 years old) should be suitable.

Computer Equipment Requirement
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Obesity Case Study
Kim Drewery

1

2

3
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Introduction
The UK has the highest rates of obesity in Europe
with an estimated 20% of the population classed
as obese; the financial cost to the UK is thought
to be £4.2 billion a year. Of more concern is
the reduction in life expectancy of ten years as
a consequence of obesity. (De Angelis, 2013).
Rises in type two diabetes, hyperlipideamia and
coronary heart disease are associated with the
rise in obesity but experts are already warning
of a rise in liver failure and cancer due to obesity
(University of Birmingham, 2013). Rising levels of
obesity means the number of people suffering with
leg ulceration is likely to grow (Simon et al, 2004).
Those working in the management of lower leg
ulceration will know the impact obesity is having
due to the increasing number of obese patients
presenting with lower leg oedema and ulceration,
and the difficulties experienced in managing
such patients. In Sheffield’s leg ulcer clinic the
standard treatment couches used in the clinic have
long since been replaced with bariatric couches.
Patients with reduced mobility or obesity are at
increased risk of developing ulceration resulting
from inadequate functioning of the calf muscle
pump (London & Donnelly, 2000). Obesity and
immobility are described by Simon et al (2004) as
the most important risk factor for the development
of venous hypertension and venous disease.
The Patient
This case study aims to describe one of the most
challenging situations experienced by a community
tissue viability service and community nursing
team when caring for an obese patient over a
difficult three year period. In 2008 Sarah (name
changed to protect confidentiality) was 49 years
old and had chronic gross oedema leading to
venous ulceration secondary to obesity, lack of bed
rest and leg elevation. Between December 2008 and
January 2012 Sarah had three hospital admissions
for health problems related to the oedema which
included cellulitis and wound infection. She had
acute renal failure and four admissions to a Primary
Care Trust (PCT) funded bed in a nursing home for
intensive treatment, which included bed rest, leg
elevation, skin care and compression bandaging
either to avoid hospital admission or to facilitate
early hospital discharge. The outcome of the care
is now a significant period of time with Sarah

managed in full leg compression hosiery and no
further recurrence of the oedema or leg ulceration.
Nursing input has reduced and to date there has
been no hospital readmissions or admissions to
community nursing beds since January 2012.
The challenging journey to reach this successful
outcome for the patient and nursing team will be
described along with the psychosocial and nursing
issues that have been overcome.
Background
Sarah was first referred to the community tissue
viability service in October 2008 due to lower
leg oedema, skin excoriation due to poor exudate
management and areas that were developing into
deeper leg ulceration. The condition of the lower legs
was at that time exacerbated by a recent episode
of cellulitis which resolved with oral antibiotics.
Cox (2006) investigated the association between
post cellulitic oedema and further episodes of
oedema. He found a cyclical relationship between
the two events; each a consequence and associated
factor for the other, concluding that intervention
for oedema reduction and “prolonged antibiotic
therapy” could possibly reduce recurrence of
infection. A lower leg assessment was recorded
and ankle brachial pressure indices (ABPI) were
attempted with a view to reducing oedema with
compression therapy and thus reducing the risk of
a repeat of the cellulitis.
At the time of the assessment Sarah was living
alone and not in paid employment. She was
isolated and very dependent on her elderly
mother for her practical and social needs. Sarah
often spoke about the company she had from her
dogs but these had recently died which added to
Sarah’s feelings of loneliness and social isolation.
She was independently mobile for short distances
and she was able to use public transport to
attend the clinic but otherwise preferred to stay
at home. Her medical history included type two
diabetes controlled with metformin and glicazide,
hypertension, and hyperlipidaemia. The pain
score on assessment was 5 out of ten with Sarah
describing burning sensations to her lower legs.
Sarah’s weight at this time was 159 kg and her BMI
53. The left leg measured 35cm at the ankle, 58cm
at the calf while the right measured 40cm at the
ankle and 55cm at the calf. The venous history was
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uneventful with no known DVTs, surgery or injuries
to the legs. Osteoarthritis was highlighted in her
knees and spine which reduced the efficiency of
the calf muscle pump and Sarah’s mobility. The
calf muscle pump works when the leg is active by
driving the venous blood back, against gravity, to
the heart. Poor calf muscle activity has significant
implications for the severity of venous ulceration
but is not the sole cause of ulceration (Flour, 2013).
Assessment
The appearance of the lower legs was very suggestive
of venous insufficiency with signs of varicose
veins, oedema, induration, and hyperpigmentation
(Moffatt et al, 2007). The arterial history included
hypertension and type two tablet controlled
diabetes. Pulses to both feet were unpalpable but
the presence of oedema on the forefoot would
account for this. The arterial status of the legs was
assessed with a hand held Doppler to determine
the presence of peripheral vascular disease which
may contraindicate compression therapy. However
there are limitations when using Doppler to
determine the ABPI. Thickening hyperkeratosis and
oedema can make it difficult to detect the blood
flow (Moffatt et al, 2007). This was the case with
Sarah and the ABPI could not be recorded due to
the oedema and pain when the cuff was applied to
the lower leg. Ideally toe pressures would overcome
this problem but this test was not available to the
assessor. The signals on Doppler ultrasound were
strong and biphasic to both the dorsalis pedis
and posterior tibial arteries which would indicate
a reasonable arterial supply to the lower limb. In
view of the assessment it was considered the
ulceration and lower leg oedema was due was
to venous hypertension secondary to obesity. In
view of the full history and Doppler signals it was
considered that compression bandaging could be
tolerated without an ABPI, with caution, and under
the close supervision of a specialist nurse. Four
layer elastic compression was applied according to
manufacturers’ instructions.
Management
An
antimicrobial
dressings
comprising
nanocrystalline silver on a layer of knitted polyester
was used over a two week period as there were signs
of localised infection in the wound bed. Systemic
antibiotics and antimicrobials should be used when
there are signs of spreading or systemic infection
(Vowden et al, 2011). Skin care was essential as the
skin can become dry and itchy making cracks and
breaks more likely. Any break in the skin can be an
entry site for bacteria. The protein rich fluid in the
oedema is an ideal breeding ground for bacteria
thus increasing the risk of cellulitis (Vowden et al,
2011). The use of emollients and routine washing
of the lower leg prevents the skin becoming dry
(Moffatt et al, 2007). Dressings, compression and
skin care were integral parts of the care plan.
The dressings required changing twice weekly
and slow but positive progress was made during

the following three months but difficulties arose.
Bandage slippage was problematic due to the limb
shape. Fluctuating levels of oedema meant the
leg shape was changing slightly and was enough
to alter the profile of the bandaging thus allowing
slippage. Exudate management and infection
were addressed promptly and resolved with some
changes to wound management but always with
continuous compression bandaging. Ankle and
calf circumferences decreased over time indicating
oedema reduction.
As part of the initial assessment the need to reduce
Sarah’s weight was discussed and Sarah agreed
to be referred to the community dietician service
and she attended the Weigh Ahead Service (http://
sheffieldweighahead.nhs.uk/) for a short period
of time. Unfortunately weight was not routinely
recorded by the tissue viability service due to the
work flow demands of the busy leg ulcer clinic but it
was very clear during the treatment that attempts
to address her weight were not being made. From
the start of care to the current date Sarah’s weight
has continued to increase and has still not been
addressed either medically or psychologically.
Care continued for Sarah in the community leg ulcer
clinic for the following three months until the first of
many admissions to either hospital or community
tissue viability nursing beds began. In December
2008 Sarah was admitted to the local teaching
hospital as a result of acute renal failure. While in
hospital and due to the condition of her lower legs,
referrals were also made to the vascular team who
requested lower leg arterial studies. Again the ABPI
could not be recorded but Doppler wave forms had
a pulsatile flow in the common femoral, popliteal,
anterior and posterior tibial arteries with triphasic
flow. This did not confirm venous hypertension
as a cause for the gross lower leg oedema but it
did reduce the likelihood of significant peripheral
arterial disease which supported the initial lower
leg assessment. The dermatology team were
also asked for an opinion and advised potassium
permanganate soaking of the lower legs daily. The
plastic surgery team were also asked for advice but
the referral was considered inappropriate by the
plastics team. At this point care was handed over
to the acute tissue viability service who continued
with compression bandaging in the form of a four
layer bandaging system applied with the third layer
in a figure of eight. Sarah remained an inpatient for
eight weeks until discharge home was arranged.
Sarah never attended the community leg ulcer
clinic again due to deterioration in her mobility.
She was now 50 years old; mobile with a frame
and house bound with a package of home care to
support her basic social needs. The responsibility for
the management of the lower legs was now with
the district nursing team.
Sarah was at home for only four weeks before
control of the lower leg oedema was lost and Sarah

was again fast approaching a crisis and hospital
admission needed to be avoided. Predominantly,
lack of bed rest and leg elevation was believed to
be responsible for the loss of control. A hospital
profiling bed had been provided but staff had
suspicions that concordance with bed rest was
nonexistent. Following long discussions with the
then Primary Care Commissioners, the Teaching
Hospital and the community tissue viability team
funding was finally secured for placement in a local
nursing home to provide intensive bed rest and leg
elevation. It was by no means an easy negotiation
as there was no dedicated funding or service level
agreement to provide this kind of care. While it
was clear the financial implications would be less
in the nursing home than in an acute hospital bed,
there was much debate between the PCT and the
teaching hospital before the PCT finally agreed to
fund the care. Sarah’s care during this admission
was now the responsibility of the community
tissue viability team with support from staff
within the nursing home who were then trained in
compression bandaging and rose to the challenge
with enthusiasm.
Sarah’s legs now presented with large areas
of eczematous skin (picture 1) which was
circumferential around the gaiter area. There
were extensive areas of deep tissue damage with
an area of thick adhered slough and necrosis. The
surrounding skin was inflamed and eczematous with
high levels of exudate. The wound had spreading
infection which was treated with oral antibiotics.
The eczematous skin was initially treated with
daily applications of silver sulphadiazine cream for
seven days to treat the areas of excoriation, reduce
pain and inflammation. The silver sulphadiazine
was selected from the local formulary after
consideration. First pain was problematic and from
experience it was believed this would reduce pain
in the wound and surrounding skin. Also due to the
size of the area to be treated cost implications of
antimicrobial dressings were considered, the cream
was chosen to keep the prescribing costs to a
minimum. After seven days this was reviewed and
discontinued as the clinical signs of infection had
reduced, as had the pain. However the surrounding
skin remained eczematous, inflamed and exudating.
After discussion with the General Practitioner (GP)
betamethasone and fusidic cream was applied
daily to the eczematous skin with good results.
The rationale to use a topical steroid was to reduce
the inflammation to the eczematous surrounding
skin and thus reduce the exudate which was
exacerbating the eczema. Within two weeks the
exudate levels had significantly reduced and the
varicose eczema was resolving. The betamethasone
and fusidic cream treatment was gradually reduced
over the following week until it could be stopped
and replaced with emollients. Due to the levels of
exudate at the beginning of the care, emollients
were reduced and applied to the dry skin only. As
the exudate reduced this was reviewed and the
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emollient was re applied to all dry intact skin.
As the condition of the skin improved and pain
reduced staff were able to routinely wash Sarah’s
legs and remove dry exudate and scaly skin.
During the first two weeks of care, bed rest and
elevation was strict with time spent out of bed
limited to meal times and toileting needs. A
profiling electric bed was provided with a pressure
reducing mattress. Pain was problematic at this
point and the GP was asked to review and prescribe
stronger analgesia. Due to the pain Sarah was not
able to tolerate compression bandaging and this
was replaced with cotton wool to shape the leg
and two retention bandages. Simple non adherent
dressings were used as a primary dressing.
A Hydroven 12™ intermittent compression therapy
system was also provided and used three times a
day for 30 minutes. Intermittent compression
therapy is designed to improve venous circulation
in the limbs by applying pneumatic compression
to the limb. Nelson et al (2011) conducted a
systematic review of the literature and concluded
there was insufficient evidence to date to suggest
that intermittent compression therapy should be
used in routine practice. In Sheffield it is not used
routinely but with challenging patients it is used for
short periods of time with positive results. Within
three days of admission the oedema was already
reducing as was the pain and signs of infection.
With the oedema reducing the priority was to
now speed up debridement in order to achieve a
clean healthy wound bed which would encourage
epithelial tissue. Autolytic debridement was an
option but time was against us due to the cost of
the nursing home bed and problems associated
with maceration of the surrounding skin. It was
then considered that the use of larvae therapy as a
biobag would debride the slough and necrosis in a
timely manner (Acton, 2007). A single application
of larvae was used with excellent results. The
slough and necrosis debrided easily leaving a
clean granulating wound bed. Regular ongoing
debridement of venous ulcers is rarely required. If
required it generally indicates that other factors are
influencing healing ( Moffatt et al, 2007). Sarah was
now pain and infection free and the exudate and
oedema had reduced. Compression therapy was
now recommenced but below knee short stretch
bandaging was used in preference to a multilayer
elastic system. Short stretch bandaging is effective
in reducing oedema as it provides skin tissues with
a solid counterforce against the muscles working
under the bandaging. The subsequent increase in
tissue pressure promotes lymphatic and venous
return (Todd, 2011). Within three weeks Sarah was
discharged from the nursing home. Although she
was not fully healed it was felt she could now be
managed by the district nursing team.
It was only two weeks until crisis point was reached
again and hospital admission could not be avoided
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this time. Unfortunately old habits had quickly
returned when at home and Sarah was once again
sleeping in a chair with her legs dependent. As a
result the legs were more oedematous and infection
was present. Hospital admission was required for IV
antibiotics. There was discussion between the PCT
and teaching hospital and it was agreed that once
Sarah was medically fit she would be discharged
back into the nursing home bed with funding
secured by the PCT. Again the care was provided
by the community tissue viability team with
excellent support from nursing staff in the home
(picture 2). The care plan remained unchanged
with antimicrobial dressings and below knee
short stretch bandaging. At this point a contract
of care was drawn up between the tissue viability
service and Sarah which clearly stated that lack of
concordance from Sarah with bed rest would result
in discharge home from the nursing home. This had
the desired effect and Sarah began to elevate both
legs. The improvements to the lower leg oedema
were noticeable on a daily basis and the condition
of the ulcers improved rapidly once the oedema had
resolved. After two weeks intensive bandaging, bed
rest and leg elevation Sarah was discharged home
once more. At this point the left leg was healed
and the right leg had a smaller area of ulceration
approx 3cm by 3cm. The surrounding skin was in
excellent condition and the oedema resolved. Care
was handed back to the district nursing team on
discharge.

knee began to resolve but there remained an area
of ulceration to the left thigh (picture 6 and 7). Full
leg short stretch bandaging was required to this
leg only and the right leg was managed in below
knee short stretch (picture 8). Again progress
was made relatively quickly; only this time Sarah
remained in the nursing home until healed and
then the lymphoedema service were asked to
support with hosiery management. Sarah had gross
chronic oedema with tissue loss and ulceration. The
protocol in Sheffield is that such conditions are
managed by the tissue viability service. However
the service has close links with the lymphoedema
team and joint working is often practiced; this
was such a situation. It was considered the
lymphoedema team would have additional
knowledge of compression garments available and
so they were invited to support the tissue viability
service with compression hosiery selection. Sarah
was fitted with thigh length compression hosiery
but with a waist attachment for comfort.

All was quiet for the tissue viability service for
the following three months and further reviews
were not requested by the district nursing team.
Unfortunately during this time Sarah’s concordance
with leg elevation began to reduce and as a result
her lower leg oedema began to increase. Exudate
levels increased, the wounds deteriorated as did the
skin condition, and infection was also a concern.
The number of dressing changes for the district
nursing team increased to daily visits with each
visit taking well over one hour. The tissue viability
team were called in again and were presented with
gross lower leg and upper thigh oedema. Both
lower legs were very eczematous below the knee
with high levels of exudate (picture 3). The oedema
was so extensive to the thigh areas that the fluid
retention was the size of a football (picture 4).
Clear lines of demarcation were visible in the
oedema where the buttocks were in contact with
the chair seat and the thighs hung over the edge of
the chair. It was this dependent tissue subjected to
gravitational forces which was responsible for the
collection of the fluid in the thigh area. There were
also large wounds to the left thigh with areas of
slough over superficial ulceration (picture 5). While
the situation did not require hospital admission it
was clear Sarah could not be managed at home.

The care given to Sarah as she approached
or recovered from each crisis was always
labour intensive to begin with but relatively
straightforward. There was consistency among staff
with compression bandaging, prompt treatment
of infection and good skin care combined with
bed rest and leg elevation. However providing the
environment to give the care was problematic.
Through the number of hospital admissions it
became apparent that first line nursing staff in the
acute sector were not equipped with the skills or
resources required to provide good compression
bandaging. The national guidelines for the
management of patients with venous leg ulcers
advocate that only properly trained staff should
apply compression bandages (RCN 2006). In the
acute trust this tends to be tissue viability nurses.
However the tissue viability nurses association have
highlighted problems with the volume of patients
that required assessment and the time required
to train staff properly (Aldeen 2007). In view of
this the protocol for the Sheffield teaching hospital
is to remove compression and apply simple crepe
bandages and refer to the tissue viability nurses.
This results in periods of time when patients do not
receive compression therapy. Also as an inpatient
Sarah was unnecessarily referred to various
specialities which also delayed discharge and
often gave conflicting advice resulting in confusion
in treatment. During her admissions Sarah has
been referred to the vascular, dermatology and

Sarah was once again admitted to the nursing
home for intensive bed rest and leg elevation.
Within days of elevation the oedema above her

On discharge Sarah did not go home, instead she
went to stay with her elderly yet determined
Mother who continued to provide the support
Sarah needed to ensure she did not slip back into
old habits. To ensure compliance with compression
hosiery management and to enable early
intervention should the situation deteriorate the
district nursing team continued to visit on a regular
basis.
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plastics team. Equally, providing the care in the
home environment is also a challenge. Despite
good nursing care from the district nursing team,
maintaining the condition of Sarah’s lower legs
at home failed time after time. However when
removing Sarah from her home environment and
placing her in a local nursing home, control of the
environment was secured and the condition of her
legs improved quickly. Predominantly it was this
action which always achieved timely results.
The use of intensive nursing tissue viability beds
in Sheffield has been increasing over the years.
The difficulties securing funding was always time
consuming and frustrating. However organisational
changes to the PCT resulted in one organisation
being formed by the PCT and Teaching Hospital.
The tissue viability service has now successfully
secured a bid for a tissue viability bed within a
local nursing home for a trial period. Further bids
are in place for staff to support this service. From
experience we are confident that serious health
complications are averted by the early prompt and
efficient service offered to patients like Sarah. This
service very much supports the current drive to
reduce the number of hospital admissions (Purdy,
2010) and length of stay if patients are admitted.
Service Development
With the consistent rise in obesity and the
reducing age of the patients affected this is going
to be a huge public health issue. The need to tackle
obesity is being addressed by government public
health campaigns (http://www.publichealth.hscni.
net/news/major-campaign-tackle-obesity)
but
the number of obese patients continues to rise.
The potential implications this will have on the
population of people with lower leg ulceration
secondary to obesity is being addressed in Sheffield.
It is recognised that until now the service offered
is reactive because intervention is predominantly
occurring once lower leg problems develop. There
is now a significant drive in Sheffield to recognise
the need to manage lower leg oedema early to
prevent subsequent leg ulceration. At present there
is a joint working party between the tissue viability
service, lymphoedema service, vascular department
and district nursing to develop recognised care
pathways to address lower leg oedema in a drive
to address the source of the problem rather than
treating once a problem occurs. Regardless of how
effective treatment is, surely the drive always has
to be prevention rather than cure.

problems, however breaking bad habits is at times
just as challenging as healing. The importance
of bed rest and leg elevation should always be
addressed as part of all treatment plans for lower
leg ulceration. Providing an electric profiling
hospital bed is a large financial one off cost but if
off set against nursing time and treatment costs is
often a good long term investment.
Sarah has now been healed and maintained in
compression hosiery for over twelve months. The
district nursing team continue to visit to offer
support and to intervene promptly if required.
Unfortunately Sarah’s weight continues to be a
problem. However the lack of painful, wet open
ulcers and the purchase of an electric motorability
scooter have made it possible for Sarah to leave her
flat to participate in local activities once more.
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Conclusion
The challenges presented to the Tissue Viability
team providing care for Sarah can be transferred to
many patients with complex lower leg ulceration,
not all of whom are obese. Supporting patients with
bed rest and leg elevation is an increasing challenge
within the community. Solving the problems which
precipitate lack of bed rest and leg elevation will
often be the beginning of the solution to lower leg
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Leg Ulcer Management
for the Problematic
Drug User
Zoe Black BSc(Hons) PG Dip RGN
Kathryn Chadwick RGN
The Harm Reduction Team is a team comprising 4
nurses. The team is made up of a Tissue Viability
Specialist as well as an RMNH and RGN. The team
is part of the Sheffield Substance Misuse Service.
We are tasked with the role of ‘reducing harm’ to
drug users throughout Sheffield. This is clearly a
very broad remit that requires the team to have
a flexible and innovative approach in engaging
individuals who are historically hard to reach.
In this article we will broadly look at why there
was felt to be a need for this service and how the
Sheffield Harm Reduction Team has endeavoured
to meet the needs of this population. There are
an estimated 4017 opiate/crack users in Sheffield
according to the latest prevalence estimates
(Sheffield DACT Commissioning and procurement
Plan, 2013). There is believed to be 298,752 current
opiate/crack users in England (Hay et al, 2013).
Problematic drug use can lead to a whole spectrum
of associated medical problems, ranging from the
acquisition of blood borne viruses such as Hepatitis
C, HIV as well as blood clots, abscesses, blood
poisoning, heart conditions and ulcerations among
many. The Health Protection Agency has reported
that Sheffield has a 52% prevalence of antibodies
to Hepatitis C. This rating suggests that half of all
injectors will be infected according to the Sheffield
blood borne virus strategy 2013 -2016 for adult
drug users (Sheffield Drugs Needs Assessment,
2012).
In order to try and offer screening to the widest
range of drug users possible and address this
issue, the Harm Reduction Team sees every client
that is new to the service and offers them the
opportunity to be screened for blood borne viruses
and vaccinated for Hepatitis A and B. Clients can
then begin to discuss treatment options if that is
indicated.
To allow the highest degree of accessibility to
clients who are not within the drug service, the
team runs regular satellite clinics 3 times per week
at drug agencies, local needle exchanges and day
centres for homeless people. These clinics are
run on a drop in basis. Clients can attend for any
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health issue that concerns them. They will be given
appropriate treatment where possible by members
of our team (including nurse prescribers) or referred
on to the relevant health professional. By offering
these clinics clients who are on the margins of
society can be engaged and trusting therapeutic
relationships can be built. This also allows for health
promotion work to be carried out.
As part of the health promotion work the team
provides overdose prevention education and
training to clients and professionals in the area.
This is done in both one to one and more formal
training sessions. The team appear to be reaping
the rewards of this flexible approach due to the fact
that the number of drug related deaths in Sheffield
appears to be reducing. Clients have reported that
they engage with our service as clinics are run
by the same staff members every week enabling
clients to build up a rapport with staff. A very
important ethos for the team is a non judgemental
attitude towards clients and their lifestyles. This
open approach seems to result in clients engaging
with the service, often for many years, despite their
chaotic lifestyle. Clients have reported that they
like the drop-in nature of the clinics as they can fit
it in with the many other mandatory appointments
they are required to attend e.g. Drug Rehab
Requirement, Probation etc.
One of the most long standing and stigmatising
healthcare issues clients present with is venous leg
ulceration. Clients often wait years before accessing
treatment due to the fear of being judged as having
a self inflicted wound. The wounds are often very
malodorous and this perpetuates the problem of
clients being reluctant to access help.
Problematic drug users are prone to developing
wounds predominantly associated with their
injecting sites however the most common reason
is secondary to deep vein thrombosis and the
development of post thrombotic syndrome (Cook
and Jordan, 2010). Repeatedly injecting into the
femoral veins causes damage to the venous system,
resulting in chronic venous insufficiency and
venous hypertension (Pieper and Templin, 2001).
As users inject regularly, stenosis of the veins may

LUF - Clinical Articles

eventually lead to dysfunction of the valves within
the veins causing swelling and eventually leading
to ulceration. This chronic ulceration is difficult
to heal without the application of compression
therapy to reverse the effects of the underlying
venous hypertension (O’Meara et al, 2009). The
ability to manage these hard to reach clients in
designated clinics enables a degree of continuity
and gaining the trust of this client group is key to
the success of the treatment.
Attendance and compliance are the main barriers
to wound healing. Anecdotally, our client group
may provide multiple reasons for why they had
not attended clinic for review. Unfortunately, their
wound care requirements may come second to
almost everything in general life. Some of our client
group, although realising the potential benefits
of regular attendance, are unable to adhere to
treatment as there desire for illicit substances and/
or alcohol outweigh their perceived need to attend
clinics for bandaging.
Case Study Martin is a 39 year old gentleman
who presented in our nurse led drop in clinic with
extensive ulceration to his left lower limb. He lived
with his non-drug taking partner and her 2 boys,
and they have a 5 year old daughter together. He
had a history of poly-drug use including heroin and
crack cocaine. His drug use was costing between
£10 and £20 per day which led him to shop lifting to
fund his habit and a custodial sentence. On release
from prison he was drug free on a methadone
prescription but started injecting within a month
of his release from prison. He failed to engage with
any Drug Service after his release. In November
2012 he sustained a deep vein thrombosis which
was confirmed at the local general hospital. He
failed also to engage with the Thrombosis Clinic
and the DVT was not treated. This led to post
thrombotic syndrome and within months a large
ulceration developed on his left lower leg. His ABPI
was performed in clinic and after a full history was
taken we applied a full 4 layer compression system
with an ionic sheet hydrogel as a contact layer.
This was to attempt to debride the ulcer. Martin
could barely walk and was using a walking stick to
get around. The pain was unbearable and we were
not able to manually remove the wound debris
(picture 1).
After 2 weeks of compression therapy (picture 2)
twice a week the wound debris was removed and
the ulceration appeared macerated (picture 3). A
low-adherent lipidocolloid contact layer dressing
was applied over the wound and a full 4 layer
compression bandage system applied over the
lower leg and foot. He was asked to return in 4 days.
Unfortunately due to his often chaotic lifestyle
Martin failed to attend clinic for 3 weeks and on
returning he had a new ulcerated area to his left
ankle. He stated he had been scratching his leg and
had badly fitting footwear. He was provided with
a walking boot and encouraged to attend more
regularly. The development of a new ulcer had
given him the incentive to attend on a regular basis.
After 3 months of regular attendance the ulcer was
healed, however the ankle ulceration persists and
the compression continues (picture 4).

Martin’s quality of life has vastly improved as he
is now able to wear his usual footwear and the
pain has eased. He is more mobile and no longer
requires a walking stick. The biggest barrier to
healing was, as is with most of our client group, the
ability to gain trust and encourage compliance and
engagement.
Conclusion
Venous problems are common in people who inject
drugs into their legs and groin but the damage may
not be visible due to clothing, or missed due to a
focus on other issues (Pieper and Tomlin, 2001).
It is important that people in this high risk group
are assessed and treated appropriately by the
person who has immediate contact with them and
who has the skills to manage whatever condition
presents (Cook and Jordan, 2010) including
ulceration (Sheffield DACT, 2013).
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Arterial Disease of the Lower
Limb in People with Diabetes
Martin Fox, Vascular Specialist Podiatrist
A note about this article
This article was written initially for Podiatry Now
(October 2013) and is reprinted here with kind
permission. The key messages throughout the
article apply equally to any clinician who works
commonly with lower limb problems; be they
podiatrists, nurses or other health professionals.
Having worked with and learned from Leg Ulcer
Nurse specialists for the last 15 years, both in
community settings and hospital vascular teams,
I cannot think of a more relevant and important
group of nurses to target, with the aim of winning
hearts and minds in the battle to improve the
early diagnosis and management of people with
peripheral arterial disease (PAD). It is only by
working together and in partnership throughout
the NHS, with a common, proactive approach, that
we will make a real difference with PAD care and
outcomes. I would simply ask you to replace the
word ‘podiatrist’ with ‘nurse’ as you read and to
think about what part your will play. Martin Fox,
Vascular Specialist Podiatrist
Introduction
As podiatrists, when we think of diabetes, we think
invariably of ulcers and amputation. We remember,
throughout our careers, the patients we see who
lose a limb, particularly when we have tried our very
best to help prevent this outcome. When we reflect
on why such limbs were lost, the most common
contributing clinical factor is peripheral arterial
disease (PAD). In people that have a major lower
limb amputation, greater than 94% have PAD and
around 48% have diabetes (Carmona et al, 2005).
To put things in perspective though, less than 5%
of all people with PAD do lose a limb. By far the
more common adverse outcome in people with
PAD is cardiovascular morbidity and mortality. In
population studies, 30% of people with PAD have
died after 5 years and 50% at 10 years (Burns et al,
2003). With critical limb ischaemia, 20% will have
died within 6 months (ADA, 2003). In the UK, PAD
has been described as under-diagnosed and under
managed, resulting in avoidable morbidity and
mortality (Belch et al, 2007).
Podiatrists and PAD
It is of paramount importance to all podiatrists,
that as clinicians of the lower limb, we recognise
PAD in our adult patients presenting for treatment
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of foot and lower limb problems, particularly those
with diabetes. From recognising early signs, through
to recognising critical limb ischaemia (CLI), we can
play a key role in saving both lives and limbs.
A competency statement for Podiatrists has
recently been published, which summarises
the key competencies for clinicians wanting to
develop their practice in relation to peripheral
vascular disease (McCardle & Fox 2013). These
competencies provide all podiatrists with an
evidence-based, structured process for professional
development and are shown in appendix 1. This
guides the podiatrist, whether newly qualified,
experienced generalist or advanced / consultant
level practitioner, on specific vascular related
competencies to maintain or develop. To underpin
this, a recommended reading list of best evidence
for PAD is summarised in Table 1.
Podiatrists and PAD – key areas of impact
Podiatrists working within any setting within any
level of competence can impact on vascular disease
in diabetes around 3 key areas:
1. Suspecting PAD or CLI when assessing / reviewing
podiatry patients
2. Diagnosing PAD / CLI or referring on for diagnosis
if suspected
3. Promoting initial and ongoing best management
of PAD
1. Suspecting PAD or CLI
When assessing all adult patients, particularly
people over the age of 40 with diabetes who
smoke, the following key indicators for PAD must
be routinely considered. If more than 1 of these
indicators is present, further diagnostic assessment
for PAD / CLI must be initiated.
• H
 istory of CV risk factors (e.g. smoking,
hypertension, hyperlipidaemia)
• Foot pulses non palpable
• Leg symptoms indicate intermittent claudication
• Foot symptoms indicate ischaemic rest pain
2. Confirming diagnosis of PAD or critical limb
ischaemia
Where PAD is suspected, a full lower limb clinical
diagnostic assessment needs to be performed,
including palpation of all lower limb pulses (Figure
1), Doppler analysis and calculation of ankle
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brachial pressure index - ABPI (NICE, 2012; ADA,
2003). CLI, PAD and PAD severity is indicated when
the vascular examination reveals the following
criteria:
• Foot, popliteal or femoral pulses indicate
monophasic, reduced or absent flow with
handheld Doppler
• ABPI < 0.9 or > 1.3 (PAD) • ABPI < 0.4; or ankle
systolic pressure < 50mmHg (CLI)
• Ankle systolic pressure < 70mmHg in the
presence of a foot ulcer (CLI)
Where Podiatrists have not developed or maintained
competency in these specific tests, the best course
of action is to refer on to the local vascular team
(via the GP if necessary), clearly citing the reasons
for PAD suspicion as the rationale for further noninvasive diagnostic assessment.
Using ankle brachial pressure alone can be
unreliable for PAD diagnosis in diabetes, due to
calcification of lower leg arteries. However, ABPI is
still recommended, when combined with history
taking and physical examination for people with
diabetes and suspected PAD (NICE, 2012; ADA,
2003). It can also be a very good predictor of
cardiovascular risk (Hanssen et al, 2012).
3. Promoting best management of PAD
Although the general clinical management of PAD
may not be perceived as a direct responsibility of
the Podiatrist, recognition of the need for ensuring
best management of any of the points below is
a responsibility we must share, with our GP and
Vascular Surgeon colleagues. If the poor outcomes
currently associated with PAD (and more so with
diabetes) are to be minimised, the opportunity
for proactive vascular management needs to be
tackled by every clinician at every consultation.
• Improving
understanding
of
modifiable
cardiovascular risks (e.g. smoking)
• Discussing personal vascular risk targets (e.g. BP
< 140/90)
• Promoting best medicines management (e.g.
antiplatelet & blood lipids therapy)
• Encouraging supervised or self-initiated exercise
programme (seek GP advice if patient has
unstable angina / COPD / hypertension)
• Familiarising with clinical thresholds for referral
to vascular surgeons (e.g. severe or deteriorating
PAD)
It has recently been recommended by an All
Parliamentary Group on Vascular Disease, that all
people with vascular disease have a personalised
care plan (http://www.neilcarmichael.co.uk/_
resources/APPG-Vascular-Disease-Report.pdf).

Integrated Care Pathway for PAD
Early diagnosis and best management of PAD is
a multidisciplinary activity, in that it involves any
health professionals who assess and treat lower
limb problems in adults, along with GPs, diabetes
and vascular surgical teams. An example of a
podiatry-led integrated care pathway for PAD can
be seen in Appendix 2. It has been implemented in
Manchester by a range of clinicians, managers and
commissioners, recognised and endorsed by NICE
and contains principles which underpin this article.
The principles are generic and could be used or
adapted for guidance by any podiatrists.
And finally. . . Vascular Specialist Podiatrists?
The NICE (2012) and SIGN (2004) guidelines
specify what best PAD diagnosis and management
can look like in the UK. For the majority of clinicians
and patients with PAD, the clinical paradigm needs
to shift from one of ‘vascular surgery and limb
based management’ to one of ‘limb based diagnosis
and cardiovascular management’.

Table 1
PAD – recommended further reading (can be accessed
free on line).
• NICE guidelines, 2012
• SIGN guidelines, 2004
• TASC guidelines, 2007
• ADA consensus, 2003
• ESC Guidelines, 2011

Table 2
Suggested Vascular CPD / Specialist route for Podiatrists
1. Identify current vascular competencies against the
competency statement
2. Complete a Level 6 vascular disease module (e.g.
Edge Hill University)
3. Undergo a supervised 6 month placement on your
local Vascular Clinic with a Vascular Surgeon mentor,
to develop vascular diagnostic and clinical management experience (e.g. 50 hours)

PAD assessment and diagnosis needs to carried out
by community based, vascular trained clinicians,
who are expert in lower limb assessment and work
with GPs, multidisciplinary diabetes and vascular
teams, to promote best prescribing and essential
health and lifestyle changes for patients. Can you
guess who those specialist clinicians should be?
If you want to play a lead role in PAD
management, consider taking the post-graduate
continued professional development route,
outlined in Table 2.
With the NHS finally focussing on PAD and the
diabetic foot getting increasing political and media
interest, the time is right for all podiatrists wanting
to review their vascular skills, develop their practice,
or specialise in peripheral vascular disease, to come
forward, become involved and embed themselves
in every community in the UK.
Only through change in the way we and others
view, engage with and deliver vascular care, can
the current poor outcomes of early death, heart
attacks, strokes, chronic lower limb ulcers, pain and
amputation be better tackled. What part will you
play?
Martin Fox
Vascular Specialist Podiatrist
Pennine Acute Hospitals Trust
martin.fox@nhs.net

An example of such a concept, currently being used
by a Podiatry-led PAD service (Fox et al, 2012), is
shown in Figure 2 (see page 18).
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Your Leg Circulation Care Plan
Name:

ervices

If you make specific health related changes, you can reduce your
personal risks of heart attacks, strokes or worsening leg problems. The
more changes you make, the more your risks can be reduced. We will
support you to make any of these changes if you are interested.

of the
ow to

Risk Factors for Circulation Damage

You
(tick)

Smoking

Interested in
reducing risk (Y/N)

Any amount of tobacco / nicotine

Raised blood lipids (cholesterol)

n

Total is greater than 4 or LDL is greater than 2

Raised blood pressure

Resting blood pressure is greater than 140/90

d

Raised blood glucose (with diabetes)

HbA1c is greater than 7.0 or 53 (new measure)

Lack of cardiovascular (heart) exercise
Less than 2.5 hours per week of light exercise

Excessive weight

Body mass index is greater than 30

.

Based on our assessment and your decisions today, we will

refer you to the following people / teams for further treatment or support

week)

nes to
ms.

___

Your GP (for review of medicines, blood pressure, cholesterol)

___

Quit Smoking Team (for support / information to help you quit)

___

PARS (for support with increasing leg / cardiovascular exercise)

___

Weight Management Team (for support with reducing weight)

___

A Vascular Surgeon (to consider surgery or other treatment)

We will review this plan with you in ___ months time

we will
gery to

The North Manchester Leg Circulation Service Tel. 0161 861 2439
© 2013 Pennine Acute Hospitals Trust

Figure 2: Example of a personal vascular care plan

Appendix 1 (see page 19) – PVD Competency
Statement. Appendix 1 is reproduced with the
permission of SB Communications Group (2013).
First published in The Diabetic Foot Journal 2013;
16(2).
Appendix 2 (see page 20) – Integrated Care
Pathway for PAD
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competency statement

14. PERIPHERAL VASCULAR DISEASE
To provide effective care for people with diabetes and peripheral vascular disease (PVD), podiatrists should be able to
demonstrate the following competencies:
14.1 Level A: Healthcare
technician

• Clearly communicates to carers and patients why foot pulse palpation is necessary.
• Able to palpate for the presence or absence of foot pulses.
• Assigns a foot ulcer risk score based on the result of pulse palpation and other screening tests, in line with
national guidance and/or local protocols.
• Records the foot pulse results on the relevant patient records system/s.
• Explains the results of the foot pulse assessment and risk score to the patient and/or carer in an appropriate
manner.
• Aware of, and can explain, signs and symptoms that would warrant an urgent reassessment by podiatry teams.
• Aware of, and appropriately uses, local referral protocols where foot pulses are not palpable.

14.2 Level B: Podiatry assistant/
practitioner

As for Level A.

14.3 Level C: Qualified podiatrist

As for Level B, and:
• Able to carry out a basic peripheral arterial assessment, including clinical history, palpation of foot pulses
and Doppler insonation of post tibial, anterior tibial, peroneal and popliteal pulses; undertake an ankle
brachial pressure index assessment (ABPI) and record the information on the relevant system.
• Able to identify and recognise symptoms likely to be due to intermittent claudication, embolic disease,
ischaemic rest pain, venous, lymphatic or vasospastic disease.
• Able to recognise clinical signs of ischaemic, embolic, venous, lymphatic or vasospastic disease, such as
ischaemic skin changes, oedema, venous skin changes and leg ulceration.
• Aware of local policies and services available to further assess or treat these conditions.
• Able to make appropriate, specific referrals for specialist assessment and interventions.

14.4 Level D: Specialist podiatrist

As for Level C, and:
• Able to carry out an assessment of peripheral arterial status, including handheld Doppler insonation of
foot, peroneal and popliteal arteries and ABPI.
• Able to understand and interpret ABPI readings in the context of clinical findings.
• Communicates the clinical diagnosis to the patient and explains interventions available and implications
of treating or not treating the PVD.
• Able to make appropriate referrals in relation to lifestyle, medicine or surgical interventions, depending on
the severity of PVD and patient choice.
• Able to identify acute/critical limb ischaemia and facilitate urgent referral to a vascular multidisciplinary
team (MDT).
• Provides and facilitates the training of colleagues in lower limb peripheral vascular assessment and clinical
management.

14.5 Level E: Advanced podiatrist

As for Level D, and:
• Able to carry out a range of non-invasive diagnostic assessments and interpretation of results for lower
limb PVD, in line with national clinical guidance and local vascular team preference (eg, palpating
popliteal and femoral pulses and abdominal aorta for associated aneurysm pulsation, TBPI, TcPO2,
Doppler venous assessment).
• Initiates and reviews the impact of key non-surgical vascular interventions such as, medicines, structured
exercise, support to quit smoking, compression bandaging/hosiery and wound care.
• Helps the patient and/or carer understand the implications of their PVD, in relation to potential
morbidity, disease management and risks to life and limb.
• Provides education and training to colleagues in all aspects of lower limb clinical vascular assessment and
decision making.
• Develops local evidence-based PVD care/referral pathways in partnership with local vascular teams and all
other clinical stakeholders who assess and manage lower limb problems in people with diabetes.

14.6 Level F: Consultant
podiatrist

As for Level E, and:
• Works within the Vascular MDT, ordering and interpreting appropriate diagnostic imaging and consulting
with patients on lower limb surgical interventions and attending team meetings.
• Works with stakeholders to develop and implement clinical pathways for all aspects of PVD, including
both urgent and non-urgent management.
• Proactively monitors, audits and implements changes in the delivery of peripheral vascular assessment and
management by clinicians working with foot health.
• Leads collaborative working and networking with GPs, diabetes and vascular teams and other stakeholders,
in relation to the care of people with diabetes and PVD.
• Works strategically with professional bodies, higher educational institutions and other agents to improve
the early detection and best management of the diabetes population with PVD.

m This competency can be mapped to the following:
KSF core dimensions: C1 Communication, C4 Service Improvement, HWB1 Promotion of Health and Wellbeing, HWB6 Assessment and Treatment
Planning, HWB7 Interventions and Treatments, HWB9 Equipment and Devices to Meet Health and Wellbeing Needs.

Appendix 1: PVD Competency Statement. Appendix 1 is reproduced with the permission of SB Communications Group (2013). First published in The
Diabetic Foot Journal 2013; 16(2).
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Peripheral Arterial Disease (PAD) Integrated Care Pathway
(for patients with North Manchester GPs)

Patient has a lower limb assessment by: GP, Nurse or Allied Health Professional

Baseline peripheral arterial assessment
Cardiovascular risks

No PAD
•Foot pulses palpable
•No intermittent claudication
•Doppler signals tri / bi phasic
•No ischaemic rest pain
•No clinical signs of PAD

Foot pulses

Leg symptoms

Suspected PAD
•Foot pulses non-palpable
•Symptoms of intermittent claudication
•Doppler signals monophasic
•Clinical signs eg atrophy, cold, chronic

Doppler signals

Severe / critical limb ischaemia
•Foot pulses absent
•Doppler signals monophasic / absent

wound, capillary refill > 3 seconds, pale

PLUS any 2 of the following

Ischaemic rest pain

Ankle systolic < 50mmHg

Deteriorating foot / leg wound

New necrosis / gangrene

Refer to the Leg Circulation Service for non-invasive lower limb vascular
assessment, diagnosis / exclusion of PAD and individual treatment plan:
(CV risk management, supervised exercise, medicines, surgical options)

Refer urgently to Hospital Vascular
Team if not already with them, or if
signs / symptoms have worsened

Non-surgical management
•Early – moderate PAD
•Individual management plan
•Review in 3 – 12 months or if leg

Follow up within 1 working day to
ensure that Hospital Vascular
Team has received and triaged the
referral. Document this clearly in
the clinical notes.

Consider differential diagnosis

symptoms worsen

Refer for surgical opinion
•Worsening / severe / critical PAD
•Severe lifestyle impacting symptoms
•Ankle brachial pressure index < 0.4
•Ankle systolic pressure < 50mmHg
•
•

All patients with a confirmed diagnosis of PAD should have an individually agreed management plan, which is to
be reviewed periodically with their GP, the Leg Circulation Service or the Hospital Vascular Team.
The management plan will include targeting cardiovascular risk factors, limb problems and negotiating treatment options
(lifestyle, medicines, surgery) by GPs, Nurses and Allied Health Professionals involved in management of the lower limb
PAD / CV risk management
•Antiplatelet therapy
•Lipid lowering therapy
•Hypertension
•Smoking
•Obesity
•Light cardiovascular exercise
•Glycaemic control (if has diabetes)

Target
Initiate for all with established PAD
Initiate for all with established PAD
BP < 140/90 mmHg
Aim for quit
BMI < 30
30 / 45 mins, 3 to 5 times per week
HbA1c < 7.0 % or < 53 mmol/mol

Source
NICE 2010, SIGN 2006
NICE 2010, SIGN 2006
NICE 2006
SIGN 2006
NICE 2006
DOH 2004
NICE 2008, IFCC 2007

This pathway is based on PAD consensus from SIGN, TASC II, NICE, Target PAD and local expert opinion
Contact numbers for general advice regarding PAD or main hospital numbers for Vascular Registrar advice if urgent
General advice (Mon – Fri, 8.30am – 4.30pm)
Leg Circulation Service
0161 861 ****
(For patients with North Manchester GPs)

Urgent advice – on-call Vascular / Surgical Registrar
Pennine Acute Hospitals Trust
0161 624 ****
Manchester Royal Infirmary
0161 276 ****

Initiated 2011
Review 2013

Appendix 2: Integrated Care Pathway for PAD
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National Institute for Health and
Clinical Excellence (NICE) Guidelines.
Lower limb varicose veins: Diagnosis,
management and implications for practice.
Hazel Trender, Vascular Nurse Specialist, Sheffield Vascular Institute.
Sheffield Teaching Hospital Foundation Trust.
NICE was set up in 1999 as a special authority to
reduce variation in the availability and quality of
NHS treatment and care.
In 2005 NICE merged with the Health Development
agency to promote healthier lifestyles and to
prevent ill health. The organisation is accountable
to the Department of Health, but is independent
of the government and so apolitical. In April 2013
the name was changed to the National Institute for
Health and Care Excellence but the acronym NICE
is still used (http://www.nice.org.uk/aboutnice/
whoweare/who_we_are.jsp).
The DOH refers topics to NICE based upon burden
of disease, impact on resources and variations in
practice. Choice of topic can be swayed by strength
of public and/or professional opinion. NICE then
commissions the National Clinical Guideline Centre
(NCGC) to develop guidelines.
In 2009/10, 35,659 varicose veins procedures were
carried out by the NHS, incurring a substantial
financial burden, and impacting significantly on
surgical workload. Lack of objective assessment to
identify who benefits from intervention has led to
degrees of regional variation in the management
of varicose veins. This guideline was developed to
provide guidance in order to improve patient care
and minimise disparities in management.
The process of developing guidelines is rigorous,
and an understanding of how key points are chosen,
and the stringent methods employed in doing so,
is important.
Firstly the topic is promoted and stakeholders
register an interest. Stakeholders can be national
organisations representing patients and carers,
healthcare professionals, professional organisations
and industry. Stakeholders are involved in
establishing the scope of the topic. This sets out
what the guidelines will, and will not cover. The
scope will only cover around fourteen key topics
thought to be paramount, and the development
group are not permitted to consider anything
outside this arena. This is because the majority
of topics are complex with many aspects and
variations. A guideline with too much scope
becomes unwieldy and is less likely to aid clinicians
in concise management of patients.

This guideline covered adults with primary or
secondary varicose veins. Clinical issues covered
were:
• Assessment for referral and treatment
• Conservative and interventional treatments
• Information and support needs of patients and
carers
Issues not covered were:
• Children
• Leg ulcers
• Spider veins
• Varicose veins not located in the leg
NCGC then recruits a Guideline Development
Group (GDG). The Varicose Vein GDG comprised
three vascular surgeons, one of which was the
Chair; vascular radiologist; vascular scientist; GP;
Vascular nurse specialist; two patient members;
and a practice manager. Staff from the NCGC
provide methodological support and guidance for
the development process. These include a project
manager, systematic reviewers, health economists
and information scientists. They undertake
systematic searches of the literature, appraise
the evidence, conduct meta-analyses and cost
effectiveness analysis.

- A healed leg ulcer
For clinicians working with people with leg
ulceration this will have an impact both in
primary care and on vascular services. In many
regions, venous leg ulceration is managed well in
primary care, by appropriately trained nurses with
skilled assessment techniques, and appropriately
administered compression. Many of these patients’
ulcers will heal and will never need to be seen by a
vascular service. As new treatments and evidence
have evolved it has become apparent that treating
superficial venous disease early will help prevent
recurrence of ulceration and may well have an
impact on healing.
Early assessment and treatment of ulceration
is imperative. A small superficial leg ulcer is
undeniably easier to treat, with less impact on
quality of life and resources. Patients who develop
a leg ulcer may present to a clinician who is not
experienced in leg ulcer management and who is
therefore unable to accurately assess the extent
of the pathology and to treat it appropriately. The
GDG felt that this group of patients warranted
timely referral to a specialist unit.

From the full set of recommendations 4 key
priorities for implementation were identified.
Referral was one of these key priorities:

A pragmatic approach needs to be taken with
patients where referral is clearly not appropriate.
Guidelines are merely as their name implies.
Patients’ needs can be varied and complex so, as
such, guidelines need to be applied in a sensible
and empirical fashion. Local practices vary and key
members are encouraged to engage and discuss
how to work together to ensure patients benefit
from appropriate management.

Refer patients to a vascular service, (a team of
healthcare professionals who have the skills and
resources to undertake appropriate clinical and
duplex ultrasound assessment and to provide a full
range of management options), if they have any of
the following;

It is clear that NICE guidance should be of
significant value in the future management of
venous leg ulceration and will hopefully improve
outcomes for this unfortunate group of patients,
reducing the burden in terms of resource allocation,
for the NHS.

- Symptomatic primary or secondary varicose
veins
- Lower limb skin changes, such as pigmentation
or eczema, thought to be caused by chronic
venous insufficiency
- Superficial venous thrombophlebitis
- A venous leg ulcer (a break in the skin below the
knee that has not healed within 2 weeks)

Reference
National Institute for Health and Care Excellence
(2013) Varicose
Veins in the Legs: The Diagnosis and Management
of Varicose Veins.
Clinical Guideline 168. NICE.
http://publications.nice.org.uk/varicose-veins-inthe-legs-cg168

Draft guidelines are then produced. This is a
rigorous process, centred upon using the best
available evidence and including the views of
experts, patients and carers and industry.
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Antimicrobial Threat: What treatment
options do we have in wound care?
Professor Valerie Edwards-Jones, School of Research, Enterprise and Innovation,
Faculty of Science and Engineering, Manchester Metropolitan University,
Chester Street, Manchester M1 5GD
A post-antibiotic era means, in effect, an end
to modern medicine as we know it. Things as
common as strep throat or a child’s scratched
knee could once again kill.

> Better access to and use of surveillance data.
> Better identification and prioritisation of AMR
research needs
> Strengthen international collaboration

Antimicrobial resistance is on the rise in Europe, and
elsewhere in the world. We are losing our first-line
antimicrobials. Replacement treatments are more
costly, more toxic, need much longer durations of
treatment, and may require treatment in intensive
care units.

The various Governments have taken heed of
the global microbiology community seriously
and in the UK there has been an investment of
£4m promised to set up a new National Institute
of Health Research (NIHR) Health Protection
Research Unit which will focus on research into
antimicrobial resistance and healthcare associated
infections (HAIs).

Dr Margaret Chan, Director-General of the World
Health Organization (1)
The danger posed by growing resistance to
antibiotics should be ranked along with terrorism
on a list of threats to the nation.
If we don’t take action, then we may all be back in an
almost 19th Century environment where infections
kill us as a result of routine operations. We won’t be
able to do a lot of our cancer treatments or organ
transplants. Dame Sally Davies, UK Chief Medical
Officer (2)
Background The diminishing numbers of antibiotics
available to treat infections associated with multiantibiotic resistant microorganisms and the lack of
investment in new antimicrobials has generated
much interest in the last ten years. The threat of
an apocalypse outlined in the speech to the G8
summit by Dame Sally Davies in March this year
certainly generated the much-needed response
from the Government and Healthcare professionals.
This has stemmed from a global awareness of the
possible future without antibiotics and a number of
countries are trying to tackle the emerging threat
by implementing strategies. In the UK on the 10th
September 2013, the new Antimicrobial Resistance
Strategy (2013-2018)(3) was launched with three
major aims
(1) improve the knowledge and understanding of
antimicrobial resistance
(2) conserve and steward the effectiveness of
existing treatments,
(3) stimulate the development of new antibiotics,
diagnostics and novel therapies.
It is a fascinating read and highlights seven key
areas for implementation of the Strategy:
> Improving infection prevention and
controlpractices (in medical and veterinary
communities)
> Optimising prescribing practice
> Improving professional education, training and
public engagement.
> Developing new drugs, treatments and
diagnostics.
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In the United Kingdom, there has been a 26%
reduction in the number of antibiotics available
for prescription compared to twenty years ago
(4). The reason for this is three fold. Firstly, many
common pathogens have developed resistance
to first generation antimicrobials, making them
unsuitable for treatment. Secondly, many large
pharmaceutical companies have changed the
focus of their research and development (R&D)
programmes to meet the treatment needs for
lifestyle related illnesses such as diabetes and
obesity. Thirdly, the cost of development of a
single antibiotic, estimated at £300-£550m, can be
cost prohibitive and the associated scientific and
regulatory challenges make this type of R&D riskier
than other drug-related research. Since 2009, only
two new antibiotics have been approved in the
United States and since 2011, nine new intravenous
compounds active against multi-drug resistant
(MDR) Gram negative bacilli, such as Klebsiella sp,
in clinical trials were reported (5).
We must start to take antimicrobial resistance
seriously, especially in the wound care industry.
As a general rule, antibiotics are effective against
acute wound infections and some dermatological
conditions but are usually ineffective for the
treatment of chronic wounds, even though
microorganisms may be present. We know that
many chronic wounds are colonised by a mixture
of pathogens (capable of causing infection) and
non-pathogens (not capable of causing infection)
and there is now consensus opinion that the heavy
bioburden of microorganisms colonising a chronic
wound exist as a biofilm. A biofilm is a community
of microorganisms where the cells stick to each
other and also to the surface (6). These adherent
cells are embedded within a matrix of extracellular
polymeric substance (EPS) or slime, which is highly
resistant to the action of antibiotics. An example
of a well-known biofilm is dental plaque, which
is notoriously difficult to remove, and requires
frequent reduction by brushing the teeth with an
abrasive toothpaste containing fluoride. In addition,
a dental hygienist may also need to intervene to

help with reduction and to prevent further decay.
Wound biofilms are also difficult to remove and
over 60% of chronic wounds are known to have a
biofilm on the surface (7). A wound with a biofilm
will only heal if managed effectively. This includes
frequent active debridement and application
of topical antimicrobial agents or antimicrobial
enzymes, either impregnated into dressings or
applied topically. Antibiotics do not penetrate
biofilms and should not be used routinely. They
should only be used if the patient shows signs of
spreading infection, cellulitis, systemic involvement
or osteomyelitis (in the case of the diabetic foot).
To challenge the problems of treatment of
antibiotic resistant bacterial infections in
healthcare environments, many pharmacistfacilitated restriction programmes have been
introduced into hospitals and primary care trusts in
the UK. Many wound care specialists and infection
control personnel now have antibiotic prescribing
policies for genuine infection in different types of
wounds, including diabetic wounds, leg ulcers etc.
However, this leaves a large number of wounds
that are not infected, non-healing and colonised
with large numbers of microorganisms in a biofilm.
The practitioner needs to reduce numbers of
microorganisms somehow, otherwise the wound
will remain in this chronic state, ad infinitum.
Currently the consensus for dealing with chronic
wounds is to actively debride using larvae therapy,
honey, gels, dressings and mechanical and sharp
debridement with water, ultrasonics, surgery and
enzymes, followed by application of a topical
antimicrobial agent if deemed necessary. This is
outlined very well in the document produced by
the European Wound Management Association
(EWMA), Debridement, An updated overview and
clarification of the principle role of debridement,
and is free to download at www.ewma.org.
References
(1) The EU’s contributions to the solutions of the global
antimicrobial resistance problem Keynote address at the conference
on Combating antimicrobial resistance: time for action Copenhagen,
Denmark , 14 March 2012 (2) Dame Sally Davies, Key note speech
to the G8 summit 11th March 2013 (3) 5 year AMR strategy
(2103) available from: https://www.gov.uk/government/uploads/
system/uploads/attachment_data/file/244058/20130902_UK_5_
year_AMR_strategy.pdf accessed 2nd October 2013 (4) Cooke J
(2004) Infectious diseases — the need for new antibiotics. Hospital
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of new antibiotics in development against multidrug- resistant
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Crossword questions
(note for reader - all the answers are to be found in the clinical articles in this journal)
Type of threat in the G8 speech?
What we need to improve knowledge and understanding of?
Capable of causing infection?
Community of microorganisms?
Name of the team in Sheffield’s Substance Misuse Service?
Key wound problem that deters drug user clients from seeking help?
Merged with NICE in 2005?
Varicose veins guidelines focus on primary or......?
How many patients were on the varicose veins guideline development
group?
10. Combination of research outcomes?
11. Lower limb skin change?
1.
2.
3.
4.
5.
6.
7.
8.
9.

12. Severely overweight?
13. Associated with a rise in obesity?
14. Type of silver?
15. Type of powered compression?
16. Non surgical debridement?
17. 18. 19. 3 key principles of venous leg ulcer management?
20. Type of document newly produced for podiatrists?
21. Condition that may make ABPI unreliable?
22. Joined up pathway?
23. Pulse behind the knee?
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Feel like spreading
your wings?
Over the last few years the NHS has changed

receive statutory sick or holiday pay. Of course,

and many of our colleagues openly discuss doing

depending on your overall plan you may need to

something completely different or starting up as

buy equipment and some form of transport; both

an independent. For many of us this decision is

of which will need to be replaced at some point.

usually made after working for many years in the

Office space, ideally you should be able to close the

NHS and is one not taken lightly. Most are looking

door (or cupboard) and not be living in the middle

for more patient contact and less bureaucracy.

of your office.

Whatever the catalyst is you really need to sit
down and look at what you want to do, what is

The biggest mistake we all seem to make is

realistic and what will you do if it doesn’t work

forgetting about the other expenses, tax and

out?

national insurance, and for nurses the need to have
adequate indemnity insurance.

I would suggest that you sit down with a large piece
of paper and a pencil, brainstorm your idea and

When you are working independently there are

what you think you will need to achieve it.

also several things you need to consider in relation

• Do you have transferable skills/knowledge that

to insurance. The NMC have recently announced

could be utilised by others? Are you able to prove

that all registered nurses must have professional

that you have this knowledge?

indemnity insurance. If you are in a trade union you

• How comfortable are you working alone? Some
find this easier than others.

may well be covered even when you are working
independently.

• How will you advertise yourself? Do you want to
have a website or will you rely of social networking

For example the Royal College of Nursing (RCN)

• Do you need to have an office? At the beginning

provides both clinical negligence and public liability

working from home may be easier

cover for its members. However, you must be

• Office equipment and stationery? You may

providing a ‘professional nursing service acceptable

already have a computer and printer, can you

to the RCN’, this would be determined by their

develop your own headed paper, business cards.

Professional Nursing Department. The current

There are several on-line printing services that can

professional indemnity insurance provided by the

help

RCN will provide cover whether you are ‘under a

• Are you able to do your own accounts? It might be

contract of employment for another (that is an

worth considering having an accountant, at least

employee), or are self-employed’ (RCN, 2003)

during the first year to give you advice

(table 1)

• Are you thinking of setting up a clinic? This
could be run from home if your premises are
large enough. But remember that you will need
to have approval from the council and may need
modifications to your home to meet regulations.
• Could you rent premises? This might be much
easier but potentially more costly
The essentials
I am afraid that it really does, in the end, come
down to money. Forward planning is essential to
success, you need to consider the market place,
what are your potential earnings; also what you
need to cover your day to day expenses. Do not
forget future security. Yes, you still need to think

Table 1
She is also covered when working in partnership with
other nurses who are all members of the RCN.

Where the self employed member (that is under
contract of employment) or otherwise engages with
(that is as independent contractor) health care workers
in delivering her service, she remains covered only so
long as all of the other health care workers are also
members of the RCN.

The self employed member remains covered when
she employs or otherwise engages with other nonhealthcare workers, such as a secretary, receptionist or
administrator.

about retirement, also do not forget you will not
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Table 2
Public liability - provides cover if you injure a member
of the public and/or damage property.
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(Or the benefits and pitfalls of
independent practice)
Table 1

She is also covered when working in partnership with
other nurses who are all members of the RCN.

Where the self employed member (that is under
contract of employment) or otherwise engages with
(that is as independent contractor) health care workers
in delivering her service, she remains covered only so
long as all of the other health care workers are also

However
are not a member of a union or
members ifof you
the RCN.

Banking

professional body then you will need to secure

It is generally recommended that you have a

public
liability
insurance,
indemnity
The self
employed
memberprofessional
remains covered
when

business account separate to your normal bank

insurance
andoryou
may need
employers
she employs
otherwise
engages
with otherliability
non-

account. Several of the banks do have special

insurance
2).such
Alsoasremember
check your
healthcare(Table
workers,
a secretary, to
receptionist
or

small business accounts, but some of these may

administrator.
home
and car insurance to ensure that you have

incur fees. Even if you decide not to do this you

sufficient cover, you may need to increase these.

must ensure that you keep good records of your
transactions and set up a separate account to keep

Table 2
Public liability - provides cover if you injure a member

Table 1

of the public and/or damage property.
She is also covered when working in partnership with
Professional
provides cover
the patient
other
nurses indemnity
who are all- members
of thefor
RCN.
if you give poor/negligent advice or care.

sufficient funds available to pay for your income
tax. This is usually paid the beginning of the
following year.
In conclusion, my personal experience over the last
12 months has been a positive one. However, I have

Where theliability
self employed
(that cover
is under
Employer
insurancemember
- provides
for
contract
of
employment)
or
otherwise
engages
accidental injury for your employees whilst at work.with

been in the fortunate position of not having to rely

(that is as independent contractor) health care workers

admit to a few weeks of panic, this rapidly gave way

in delivering her service, she remains covered only so

Registering for tax and national insurance

long as all of the other health care workers are also

on my income to pay all the bills. Initially I must
to relief of not being under the same amount of

Table
3
You
must register
with the Inland Revenue within

pressure to meet targets and having to deal with

3 Class
months
becoming
self-employed;
to
2: Flatofrate
of £2.70 per
week if earningsfailure
are

the mountains of paperwork, currently required in

£5,725
per annum
might
pay.line
dobelow
so may
incur
a fine.you
This
cannot
be need
doneto on

the NHS. In general I am happier working alongside

or by phone and is relatively simple to do. You will

colleagues in the private sector care homes,

This may
towards
basic
Pension,
have
the contribute
opportunity
to fill
in State
the tax
return on-

with industry, NHS primary and secondary care,

Maternity
Allowance
andNational
Bereavement
Benefit. (class 2)
line
and can
pay your
Insurance

supporting evidence based practice and sharing

quarterly,
classon4profits
National
Insurance
Class 4: Based
for that
year. Paidisatcalculated
9% on

knowledge.

members of the RCN.

The self employed member remains covered when

she employs or otherwise engages with other non-

healthcare workers, such as a secretary, receptionist or
administrator.

when
you
or your
accountant
fill £41,450
in your and
tax 2%
return,
annual
profits
between
£7,755 and
and
it isprofit
calculated
any profits you make. You
on any
over thaton
amount.

Table
2 to register for VAT if your income is
will
only have

Public
liability
- provides
cover
if youto
injure
a member
This
does
not count
towards
benefit
entitlements.
£79,000
(Table
3). If
you
intend
employ
others

Further information
Royal College of Nursing (2013) RCN indemnity
scheme http://www.rcn.org.uk

of theyou
public
and/orregister
damage with
property.
then
should
Companies House
indemnity
- provides
cover for the
asProfessional
a company
limited
by guarantee.
Thispatient
would

References

if you give
advice
or care.
ensure
thatpoor/negligent
your liabilities
would
be restricted to

Royal College of Nursing (2003) Information for

the amount of your initial investment, if things did

would-be nurse entrepreneurs. Turning initiative

not
go according to plan.
accidental injury for your employees whilst at work.

into independence. London, Royal College of

Employer liability insurance - provides cover for

Nursing. Online version accessed 9 October 2013
http://www.rcn.org.uk

Table 3
Class 2: Flat rate of £2.70 per week if earnings are
below £5,725 per annum you might not need to pay.
This may contribute towards basic State Pension,

Nursing and Midwifery Council (2008) The code:
Standards of conduct, performance and ethics for
nurses and midwives. Online version accessed 9
October 2013 http://www.nmc-uk.org

Maternity Allowance and Bereavement Benefit.
Class 4: Based on profits for that year. Paid at 9% on
annual profits between £7,755 and £41,450 and 2%
on any profit over that amount.
This does not count towards benefit entitlements.
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LUF Journal
sponsors
Advancis Medical

Martindale Pharma
Martindale Pharma are market
leaders in the manufacture and
supply of specialty pharmaceuticals
for healthcare professionals in the
UK and worldwide

Aspen
Advancis Medical is a UK based
medical device company building
an international reputation for
developing, manufacturing and
marketing a range of advanced
wound care products.

H+R Healthcare

Aspen supports healthcare education
and provides a comprehensive range
of cost effective dressings
and unique compression bandage
kits for the improved treatment of
Leg Ulcers.

BBraun
Clinically proven and cost effective
wound management.

Molnlycke

The B.Braun Medical Askina and
Prontosan Wound Care range offers
Extraordinary Performing Products at
Excellent Value.

ArjoHuntleigh
Molnlycke offers a wide range of
wound care solutions, including
products with Safetac® technology
- clinically proven to minimise pain
and reduce stress at dressing change.

BSN

A division within the ArjoHuntleigh
company, member of the Getinge
Group, Diagnostics is a global
provider of innovative/high quality
medical equipment for healthcare
professionals.

3M
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.

Coloplast
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.

Crawford Healthcare
Crawford
Healthcare
provides
effective woundcare & dermatological
products, including KerraMax Care,
Flaminal Enzyme Alginogel, QV
emollient range, KerraPro, KerraPed &
KerraPed Plantar Ulcer Footwear.

Medi UK Ltd
The Global leaders of compression.
For improved healing rates of leg
ulcers use Juxta-Cures™ & to
prevent recurrence use mediven
RAL graduated medical compression
garments” Medi UK Ltd
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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.

Bullen
Bullen Healthcare is dedicated to the
provision of Advanced Woundcare
Products.We supply all manufacturers’
product which are listed within the
NHS Drug Tariff

Activia Healthcare
Activa Healthcare is dedicated to
improving patient outcomes - and
we can offer innovative treatment
solutions across all therapy areas to
empower you in your practice.

Urgo Medical
At Urgo Medical, we are committed
to developing high quality,
innovative, clinically proven woundcare products, meeting the needs
and expectations of healthcare
professionals and patients
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Guidelines:
Guidelines for submitting articles for publication in the Leg Ulcer Forum Journal
The Leg Ulcer Forum aims to publish articles relevant to issues and topics involved in the care and management of people with leg ulceration and related
conditions. If you would like to submit a paper to the journal please ensure that the focus is relevant to the aims of the Forum. It is important that articles are
not simultaneously submitted to other publications. Papers will be accepted subject to the outcome of double blind per review. We are happy to offer support to
new authors; please contact the editor for further information. We are also happy to discuss ideas and themes for articles which may be of interest to our readers.
Guidelines for submissions
Front page
• Title of article and author’s name/s, qualifications, position, and place of work.
Name, address and contact telephone number of the author responsible for correspondence.
Introduction
• This should be approximately 30-50 words. 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.
Illustrations
Graphs, tables, diagrams and photographs add interest and clarity to a paper
• Please ensure consent has been obtained for the use of photographs and that patient confidentiality is protected- this is the responsibility of the author
• Please ensure that any necessary permission/consent has been obtained for the use of diagrams
Conclusion
• Should summarize the article, identify gaps in knowledge and suggest recommendations for future practice.
References
• Papers must be fully referenced
• Please use the Harvard system (author, date, article title, publication title, issue, volume and page numbers).
Papers must be submitted electronically in a Word format. Please double space the text with wide margins and aim to use sentence case throughout (constant use
of capital letters is difficult to read). Please send any charts, diagrams and photos as separate files.
Papers may include literature reviews, case studies, primary research/audit or other articles that may be of interest to the Leg Ulcer Forum readership. Case studies
can be of great benefit to share challenges and solutions in practice. Every effort should be made to ensure these are clinically focused and refer to generic products
where possible.
All papers 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.

Articles should be sent by email for the attention of:
Irene Anderson (Editor)
legulcerforum@yahoo.co.uk
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