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LUF - Introduction and Reports

A Welcome
From Irene Anderson
This edition of the LUF journal focuses on some
important issues in the management of people
with leg ulcers and related conditions. We know
that patients sometimes receive antibiotics
unnecessarily and can be admitted to hospital for
treatment of cellulitis when in fact they have a flare
up of varicose eczema or hyperpigmentation and
lipodermatosclerosis are misdiagnosed as cellulitis.
The production of a simple checklist and focused
teaching sessions can lead to fewer unnecessary,
and costly, interventions as highlighted by Florence
Opoku. Uncertainty about diagnoses can lead to
delayed intervention for patients with leg ulceration.
Una Adderley’s research into nurses’ judgement
raises interesting observations on the complexities
in leg ulcer management and decision making by
specialist nurses. She highlights the link between
decision making and confidence, and crucially the
need to have ongoing staff development to ensure
that non-specialist nurses are supported to improve
and develop their skills and knowledge in leg ulcer
management to narrow the gap between specialist
and generalist care. Brenda King reports on a
lower limb audit that highlighted key challenges in
assessing and treating people with leg ulcers. This
report heralds the commencement of a lower limb
project and we hope to be able to report a much
more positive outcome this exciting project.
I know from my own research into competence
in leg ulcer management that the findings above
are not isolated or specific to single areas. There is
so much more that could be done if there was a
will, time, and funding, to invest in developing skills
and knowledge. The lower limb audit was carried
out in District Nursing services and it is known
that many patients who need lower limb care are
seen by Practice Nurses who generally have even
fewer skills in this area of clinical practice. Many
Practice Nurses would be willing to offer more leg
ulcer management but struggle with the logistics
of clinical time and educational preparation for the
knowledge, skills and clinical supervision/mentoring
required for this aspect of practice. National
leg ulcer care standards have been published
by the LUF and are reprinted in a brief format
in this edition of the journal. It is surely not cost
effective or patient centred to allow this situation
to continue? We do have guidelines and although
it could be argued that an update (from SIGN or
NICE, or any other relevant body) would be helpful
in terms of highlighting more recent key evidence
for best practice, the important thing is that what
evidence we do have is actually applied. However
there is little point having standards and guidelines
if there is not the staff to ensure patients receive
the best care that is likely to be effective.
There are now many leg ulcer clinics in the UK and
generally they have made great improvements in
patient outcomes. They are increasingly victims of
their own success in that there are waiting lists or
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in an effort to reduce waiting lists they only see
patients once and then send them back to their
local professional with a plan of care. There is a view
that community leg ulcer clinics keep the expertise
in the clinics and the wider community staff do not
develop their skills in managing patients with leg
ulcers and related conditions. Changes in District
Nursing services mean that only housebound
patients are seen by District Nurses and everyone
else has to go to the Practice Nurse. All of this
means that patients with lower limb problems are
treated by the part of the service that their notional
ambulatory status dictates rather than the part of
the service that has the skills to treat them in a
skilled and evidence based way.
It could be argued that every nurse, especially in
the community, should be able to deliver leg ulcer
care but time and experience has shown that this
is unrealistic. As in the lower limb audit reported
in this journal it would be better to ensure there
are sufficiently skilled people in each team that
can plan and carry out ongoing care and sufficient
capacity in leg ulcer clinics to ensure that patients
who need to be seen, are seen in a timely manner.
Any practitioner who assesses a patient aided by
the use of a hand-held Doppler, and who applies
compression bandaging knows that assessment
and treatment are inextricably linked. Doppler
assessment of the ABPI is not about a series of
readings and a final index but is focused on the
presence, volume and quality of sound when
assessing arterial flow in the lower limb. When
applying a compression bandage we should be
assessing and following the contours of the leg,
listening to the patient, watching changes in the
shape and skin condition of the leg which are
rarely the same on each occasion and assessing the
effectiveness of the previous bandage application.
Assessment is a professional responsibility as are the
treatment decisions made for managing patients
with leg ulcers and related conditions. In leg ulcer
management assessment and treatment happen
together and therefore should be carried out by a
healthcare professional who is sufficiently skilled in
leg ulcer assessment, management and evaluation.
The number of patients in the healthcare system
who are experiencing delays in treatment and
healing times, and are at risk of ulcer deterioration
and damage to the lower limb due to incorrect
or inappropriate compression is a great concern.
Healthcare assistants should not be taking on this
responsibility and neither should registered nurses
who have not achieved the relevant competencies
for leg ulcer management. The Leg Ulcer Forum
has revisited the 2006 statement on this and have
reaffirmed their view in 2016.
Irene Anderson
Principal Lecturer, Tissue Viability
Editor- Leg Ulcer Forum Journal
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Leg Ulcer Forum
Conference
Thursday 5th May 2016
9am – 4.30pm

BAWA
589 Southmead Road, Filton, Bristol BS34 7RG
One Conference: 2 Strands
Low Cost Event: Members £20, Non-Members £40

Leg Ulceration: more than bandaging
An exciting and interactive conference taking a multifaceted
approach to the care and treatment of people with leg ulceration
and related conditions.
Keynote Speakers: Tom Hulme, Specialist Nurse & CBT Therapist,
Bristol Royal Infirmary and Lesley Hunter, Dermatology Nurse
Speakers include: Clare Madsen, Deputy Clinical Director of Bristol
Community Health and Members of the Leg Ulcer Forum Executive.
Programme Includes: Complex case studies, self-management support
and shared decision making, the importance of ankle movement and
foot care, dermatology.
Beginners can experience practical sessions in Doppler assessment
and compression therapy
Conference Exhibition: meet industry and find out more about the
latest products and innovations in leg ulcer management.
Please contact us for booking information
Leg Ulcer Forum: legulcerforum@yahoo.co.uk
Telephone: 07552013602
Payment option by PayPal is also available: Payment can be sent to
legulcerforum@yahoo.co.uk or visit our web site www.legulcerforum.org
Registered Charity Number 1149478
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A View from
the Chair
Susan Knight

As I write this it is the end of the second week
of February, I am not sure where the year has
gone so far.

“believe it or not my
time as Chair is coming
to an end - I find it
difficult to believe that
it was 3 years ago that
I took over from Irene”

Everyday there is a story in the news mentioning
mostly the failures of the NHS, I am sure we all
have our own stories concerning the current state
of services within our areas. Some of these may
not be a positive as we would like. The coming year
looks as though the struggle between the clinicians
and the politicians will continue, as we urge those
in government to listen to how we see the future of
patient care is challenged by their plans to reform
(dare I say once again).
It is sometime since we have been able to publish
the Journal, this is mainly due to the lack of
response to our requests for articles. So here goes,
a quick resume of the conferences that have taken
place.
The conference theme for 2014 was The 6Cs
in Leg Ulcer Care. Just in case you are unsure of
what these are - care, compassion, competence,
communication, courage and commitment. I have
to be honest and say that there have been times
during this year that I have not seen any of these
in action. The one thing I would like to say is that
the 6Cs should not only be aimed at Nurses but the
whole of the healthcare profession.
In May 2014, the conference was held in the Devere
Harben conference centre at Newport Pagnell, we
have used this venue several times before. My
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challenge to our speakers was to include the 6Cs
with in their presentation and their relationship
with Leg Ulcer Care. Our keynote speaker was our
Life President, Christine Moffatt; as always it was
a pleasure to hear her presentation which was a
powerful reflection on the culture of the NHS and
the development of the 6Cs. Her question was
whether they had always been within the nursing
culture - just not presented in the current format.
October (2014) found the conference at BAWA
in Bristol, once again a venue we have used in the
past. The keynote speaker was Una Adderley, her
presentation covered the Evidence, Uncertainty and
Expertise in leg ulcer management, she suggested
adding a seventh C in the form of counting (in
other words audit).
As with previous conferences the delegates split
into two strands following the keynote speakers.
In Newport Pagnell we had a presentation from
Annemarie Brown, looking at her work developing
VELUSET a tool to measure patient confidence in
performing self care in the post healing stage of
leg ulcer management. Patricia Haythorpe provided
delegates with information and advice in managing
patients with lymphoedema. Juliet Price reviewed
patient concordance at the Bristol conference. The
members of the Executive Committee provided
opportunities for updating skills regarding Doppler
assessment and bandaging, unfortunately time does
not allow full practical sessions at the conference,
but it is something that we would consider if
enough delegates indicated that this would be

of benefit. Irene Anderson was ably supported by
Kim Drewery, discussing the usual problem with
concordance in leg ulcer management. Nicola
Whayman updated delegates on the current
position of the Nursing Standards, she gathered a
great deal of information and recommendations
from those attending the session and some of
these will be incorporated into the updated version
of the Nursing Standards.
At the end of both conferences Richard Shorney
highlighted the need for a change in direction within
the health service. Once again the feedback from
the delegates of both conferences was positive and
many said that they found the conference thought
provoking and ‘fired-up’ to review their practice
area.
For our first conference in 2015 the title was
‘Revisiting Lower Leg Diagnosis’, this time
we started in Sheffield on the 21st April. Our
keynote speaker was Maria Collins-Donnelly a
local Psychologist, her presentation covered the
use of CBT (cognitive behavioural therapy) in
managing patients with lower leg ulceration, was
very interactive and in places challenging as well
as amusing. This was followed by Brenda King
looking at results of several audits carried out in
her area. Carol Hedger then presented her Silver
Standard Leg Ulcer Pathway, this was developed
by Carol as a way of supporting both patients and
Practice Nurses in her area; and to encourage the
early implementation of treatment, for example
supportive non-compression bandaging prior to

Doppler assessment. In the afternoon we had
Dale Copson from ConvaTec reminding us of the
barriers to wound healing (Exudate, Infection and
Biofilm). The keynote speaker for the afternoon
was Professor Andrew Messenger a Consultant
Dermatologist discussing Differential Diagnosis and
the Lower Leg.
In September 2015 we had our second conference
in Newport Pagnell, this time the conference
title was ‘Leg Ulcer Management; a journey to
better practice’. As the presentation on CBT had
been so well received we asked Desbina Antoniou
Accredited CBT Therapist from Bedford to present,
this session was very interesting and practical with
lots of guidance on when to consider referral. Erin
Lee a Clinical Lead Podiatrist in Buckinghamshire
gave a thorough presentation on managing fungal
infections – dare I say it a perennial problem for
some patients and often missed. Once again
Carol Hedger gave an interesting and thought
provoking presentation on her Silver Standard Leg
Ulcer Pathway. In the afternoon Florence Opoku a
Tissue Viability Nurse provided a tool to identify
lower limb cellulitis, another regular issue for many
patients and often associated with fungal infection
of the foot; you will find an article by Florence in
this Journal. Our final speaker of the afternoon was
Simon Kearey from Chiltern CCG, he attempted to
explain the complexities of commissioning a Leg
Ulcer service/pathway.

afternoon for those delegates wanting to try
their hand at basic bandaging skills and Doppler
assessment.
On the 5 May 2016, we will be having our conference
in Bristol, the conference title is ‘Leg Ulceration,
more than bandaging’ and the programme looks
very interesting. I look forward to meeting you on
the day. As before we will be holding our AGM at
the conference, believe it or not my time as Chair
is coming to an end - I find it difficult to believe
that it was 3 years ago that I took over from Irene.
At this point I do not know who will be taking over,
but I do wish them the very best and will support
them during their tenure to the best of my abilities.
I would like to take this opportunity to thank my
colleagues on the Executive Committee for their
continued support and hard work.
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)

As usual the members of the Executive Committee
offered practical sessions in the morning and
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Leg Ulcer Forum Scotland
Chair Report 2014 - 2015
Glynis Billimore: Chair Leg Ulcer Forum Scotland (LUFS)
The last 18 months have been challenging but
rewarding for our group. Increasingly we were
finding difficulty getting time from work and most
having a substantial distance to travel to attend
meetings. The result was we had dwindling numbers
attending LUFS committee meetings. Fortunately
we have managed to overcome this problem by
successfully facilitating meetings via NHS video
conferencing links. Initially this was a bit strange for
everyone but now runs smoothly and we have now
approx 70% attendance at meetings which link to
4 sites in Glasgow, Edinburgh, St Andrews and Elgin
in the far north.
We now have eleven committee members all from
various work backgrounds who all have an interest
in Leg Ulcer care. We have Dermatology specialists,
Vascular, TVN, Community specialist nurses and a
University lecturer within LUFS committee.
Regrettably Celia McCaskill did resign from
committee as secretary after many years of hard
work and commitment, and keeping us focused. We
hope to see Celia back at some time in near future.
Ali Lister now takes up the secretary position.
In addition to this we welcome three new
committee members; Shona Baird TVN Liberton,
Edinburgh, Sheila Warwick specialist Practitioner
district nurse Glenrothes, and Julia Chalmers SP DN
Pitcairn.
LUFS Conferences
We continue to have very successful conferences,
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March 2014 at St Andrews University and this year
May 2015 at Perth Dewar’s Centre.
Our numbers of attendees continue to be between
80 and 100. Both days were very well evaluated by
the attendees and the sponsors.
At this years conference in the morning session
we had an excellent talk on management of skin
tears by Janice Bianchi who also teaches for NES
(National Education for Scotland) and is on LUFS
committee. In addition to this we had a very
clear and informing talk on the assessment and
management of Lymphoedema/chronic oedema by
Alan McDonald Lymphoedema specialist.
This linked well with the next talk on basic principles
and theory of compression hosiery presented
by Margaret Armitage followed by 4 sponsors/
company workshops on different compression
hosiery choices. After lunch we had a superb
dermatology double session by Dermatology nurse
specialist Anne Ritchie and Dermatology consultant
Dr. Alison Bryden from Dundee who discussed
more complex leg ulceration case studies detailing
assessment, diagnosis and management and clear
guidelines on skin care.
Leg Ulcer Standards and Education
As a committee we are still pursuing our concerns
of the lack of on- going leg ulcer education and the
various standards of practice throughout Scotland.
We have tried various avenues but as yet have not

managed to get our issues forwarded and on an
agenda for action. Ali Lister (secretary) has been
actively discussing this at a national TVN meeting
to see how to take this forward.
We hope to use the LUF standards which are being
reviewed and updated by the LUF Executive as a
tool to implement some changes to practice.
At present Janice Bianchi is lead on LU course at
Caledonian University Glasgow when funding
allows. The next course is in February 2016 which
is fully subscribed. There is no date yet for ongoing
course yet.
There is also currently an online LU course at
Stirling University.
Leg Clubs in Scotland
We currently have two successful and continuing
leg clubs. One of the Leg clubs just celebrated
10 years of running. It is thought that the peer
support and patient education provided leads to its
continued success.
Future Conference
We have provisionally planned to have our next
LUFS conference in Dundee on the 19th May 2016.
We are currently planning location and programme.
See LUF website for details of Flyer, programme
and how to book.
Glynis Billimore
Chair Leg Ulcer Forum Scotland (LUFS)
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Leg Ulcer Courses,
University of Hertfordshire
Contact:
Irene Anderson, Module Leader
T: 01707 285233 E: i.1.anderson@herts.ac.uk
Leg Ulcer; advanced patient management
interventions and service development
This module is designed for the practitioner who is already managing people
with leg ulcers or related conditions and wants to advance their clinical
assessment and management skills for lower limb conditions. This module
will also develop your change management and business planning skills to
design a new service or develop an existing one. You will have completed a leg
ulcer course (N18 or equivalent). You should be practising in a leg ulcer/lower
limb management role although not necessarily as a specialist practitioner
e.g. hospital nurse, community nurse, podiatrist, vascular technician, general
practitioner. This is a 30 credit, level 7 course. Assessment: presentation and
development of and evidence based business plan.

Leg Ulcer Theory and Practice
This module introduces the aetiology and management of leg ulceration
with a focus on Doppler assessment and compression therapy for the holistic
assessment and management of patients with leg ulcers and related conditions
of the lower limb.
This is a competency based course and the ypu must have access to people
requiring treatment, and a practice superviser with recognised clinical skills in
Doppler assessment and compression bandaging, and is willing to support you.
This is a 15 credit module at level 6. Assessment: leg ulcer service report,
professional development action plan and completion of practice competencies.

Tissue Viability Evidence and Application to Practice
Develop an in-depth understanding of contemporary wound care interventions
and treatments, and the evidence that supports application to advanced tissue
viability practice. This is a 30 credit, level 7 course. Assessment: presentation
and development of an educational resource.
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Cellulitis
Improving the diagnosis of lower limb cellulitis by
qualified nurses within a district nursing service.
Florence Opoku RGN, BA, BSc, MSc
Tissue Viability Nurse

Abstract
Cellulitis is a common medical condition
encompassing an acute, subacute or chronic
inflammation of the skin and subcutaneous
tissue usually due to a bacterial infection
(Kilburn, Featherstone, Higgins and Brindle, 2010).
Microorganisms found on the skin, for example
streptococcus pyogenes and staphylococcus
aureus, gain access through the skin barrier causing
an infection of the skin and subcutaneous tissue
(Bjorndottor et. al., 2005).

Cellulitis

Other descriptions of cellulitis include red leg
and erysipelas. The exact prevalence of cellulitis is
unknown as these other differential diagnosis like
varicose eczema and lipodermatosclerosis present
with similar appearances for example swelling, pain
and redness thereby leading to confusion (Levell,
Wingfield and Garioach 2011).
Cellulitis is associated with pain, warmth, erythema
and swelling (Bjorndottor et. al., 2005) with
demarcated areas and raised tight shiny skin
(Eagle, 2007) with no relevant history. A patient
with venous eczema or lipodermatosclerosis on
the other hand might have a history of varicose
veins or deep vein thrombosis. It is unlikely to be
cellulitis if there is no increased warmth over the
skin (Wingfield, 2012).
Cellulitis is also usually unilateral unlike the two
differential diagnoses which are usually bilateral.
White Blood Cell count (WBC) and C - reactive
protein (CRP) are likely to be high unlike varicose
eczema and lipodermatosclerosis.

includes stanozol, topical corticosteroids, topical
capsaicin, weight loss, compression and improved
mobility.
Patients treated in accordance with cellulitis
guidelines for example were shown to have better
outcomes and at a significantly reduced cost
compared to those treated otherwise (British
Lymphology Society, 2015). Efforts to treat patients
as per guidelines are therefore encouraged.
Whilst there are pathways available in cellulitis
management, the focus here is on the relevant
health professional’s awareness of guidelines and
also their ability to diagnose cellulitis and distinguish
it from other skin conditions. It is inherent that
the different presentations of symptoms of other
differential diagnosis conditions are understood to
be able to make the right diagnosis and provide the
right treatment to attain right outcomes. Patients
with varicose eczema for example should not be
treated with antibiotics unless there is a specific
infection requiring it.
Early diagnosis and treatment leads to reduced
likelihood of developing complications and residual
health problems. The need to not trivialise the
condition and to understand the four classes
of cellulitis is important. The recognition and
treatment of dermatological skin diseases is seen
as a crucial part when managing patients with
cellulitis. Healthcare professionals are therefore
encouraged to include knowledge of dermatology
in their professional practice.

Introduction
In terms of treatment, cellulitis is treated with
antibiotics; varicose eczema is treated with
emollients, topical corticosteroid and compression
bandage or hosiery. Antibiotics are only used if
there is an infection.
Treatment for acute lipodermatosclerosis also
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Cellulitis is a common medical condition
encompassing an acute, subacute or chronic
inflammation of the skin and subcutaneous
tissue usually due to a bacterial infection
(Kilburn, Featherstone, Higgins and Brindle, 2010).
Microorganisms found on the skin, for example
streptococcus pyogenes and staphylococcus

aureus, gain access through the skin barrier
causing an infection of the subcutaneous tissue
(Bjorndottor et. al., 2005). For example, 68 out of
128 patients with cellulitis in a study conducted
by Chira and Miller (2010) were infected with
either streptococcus pyogenes or staphylococcus
aureus. Cellulitis is associated with pain, warmth,
erythema and swelling (Bjorndottor et. al., 2005)
with demarcated areas and raised tight shiny skin
(Eagle, 2007). It is unlikely to be cellulitis if there
is no increased warmth over the skin (Wingfield,
2012).

Risk Factors
Most cases of cellulitis are deemed to gain access
through a compromised skin barrier (Kilburn et al
2010; CREST 2005). Risk factors also include leg
ulceration, maceration, fungal infection, venous
oedema, lymphoedema, venous insufficiency,
obesity, immunodeficiency, recent surgery,
pregnancy, intravenous drug misuse and alcoholism
(Wingfield, 2012; Cox, 2006).

Explanation
of
problem
including
significance and relevance to practice
According to the statistics, the number of patients
being admitted to hospital for cellulitis treatment
is growing. In 2003 to 2004, there were 45,522
inpatient admissions for cellulitis which cost the
NHS £87 million (Carter, Kilburn & Featherstone
2007) with an average hospital stay of 7.1 days
(Department of Health 2009).
The NHS hospital episode statistics (2011) states
that between 2010 and 2011 there were 62,588
primary admissions for cellulitis. Cellulitis accounts
for 3% of emergency medical consultations in a UK
district general hospital (CREST, 2005).
Due to the confusion of diagnosis between cellulitis,
red leg, erysipelas and varicose eczema the exact
prevalence of cellulitis is unknown as these other
diagnosis presents with similar appearances (Levell,
Wingfield and Gariooach 2011) for example
swelling, pain and redness. The confusion could
account for cellulitis statistics apparently growing.

identification of cellulitis of the lower limb
amongst registered nurses in a district nursing
team and introduced a diagnostic tool to assist
the nurses in diagnosing cellulitis and two
common differential diagnoses: varicose eczema
and lipodermatosclerosis.
The diagnostic tool
was designed to ensure safe patient management
and improve patient outcomes and quality of care
provision.
A knowledge check from a random sample of 12
nurses was undertaken. The years of experience
of the nurses ranged from 9 months to 30 years.
One nurse did not complete the number of years
of experience. When the nurses were asked what is
cellulitis, how they would diagnose and treat it, the
majority of the nurses give an indication they are
aware that cellulitis is a type of infection, however
their answers were otherwise quite vague.
There was a positive correlation between nurses’
level of confidence in diagnosing cellulitis, their
years of experience and the accuracy of the answers
on whole; however three of the most experienced
nurses answers illustrated confusion between
diagnosing the key signs on confusion between
cellulitis, venous eczema and lipodermatosclerosis.
The three nurses with 5 years of experience or
less who answered the survey certainly showed
confusion in their answers but they were also
aware of their lack of knowledge with all three
nurses saying there were not very confident in
diagnosing cellulitis. This suggests that despite
any number of increase in years of training, nurses
are not developing the skills ‘on the job’ to identify
whether a patient has cellulitis, venous eczema,
lipodermatosclerosis or any other skin condition.

The

author

reviewed

current

practices

for

Whilst all nurses provided typical signs of infection
such as heat, redness, pain, swelling as signs of
a physical presentation of cellulitis, no nurses
mentioned signs of demarcated areas and/or raised
tight shiny skin (Eagle, 2007). There was also no
mention of fever, malaise, and blistering, superficial
haemorrhage into blisters, dermal necrosis,
lymphaghitis or lymphadenopathy.
The majority of nurses knew to take a blood test
and to look for raised inflammatory markers in ESR/
CRP but no nurses thought a FBC or U+E necessary.
The CREST guidelines suggest that FBC, ESR/CRP,
U+E plus blood cultures are performed in Class
II-IV cellulitis. Whilst this is an important note, if
nurses are not able to diagnose cellulitis, it is fair to
assume they would not know when they should be
requesting which type of blood tests. The majority
of the nurses correctly stated that antibiotics
should be given for 7-14 days.

Classes of Cellulitis
Only four of the 12 nurses were also aware of any
of the three key documents previously mentioned
(CREST (2005) Guideline on Management of
Cellulitis in Adults, the British Lymphology Society
(BLS) (2015) Cellulitis Consensus Document,
Cochrane Review (2010) and the National Health
Service Clinical Knowledge Summaries (CKS)
(2008) of management of acute cellulitis) that
could help them to identify celluliits correctly.

Analysis of Practitioners Knowledge
Without the nurse having the right knowledge the
patient can be misdiagnosed due to the fact that
cellulitis mimics other conditions (Narzarko, 2013).
The CREST (2005) guideline on the management
of cellulitis in adults aims to promote clinical
efficiency and ensure the highest possible standard
of clinical practice is upheld. Other position
statements and guidelines include the Consensus
Document on the Management of Cellulitis in
Lymphoedema (2015), Cochrane Review (Kilburn
et. al., 2010), the National Health Service (NHS)
and Clinical Knowledge Summaries (CKS) (2008) of
management of acute cellulitis.

As previously mentioned both venous eczema and
lipodermatosclerosis can present in patients with a
history of varicose veins or DVT whereas patients
with cellulitis are not likely to have had such a
relevant history. Two nurses included underlying
conditions as a cause of cellulitis. One nurse
described cellulitis as an infection of the veins, and
another described cellulitis as “inflammation due
to venous insufficiency or lymphoedema.” Whilst it
is correct that cellulitis is common with patients
with lymphodema, if a nurse were to be looking for
signs of lymphedema in order to diagnose cellulitis,
cellulitis could be overlooked as a diagnosis. Only
one nurse also made mention of cellulitis as being
diffuse.

All nurses were able to identify that cellulitis
commonly presented on legs with four nurses
identifying that cellulitis appears frequently on
lower legs. Five nurses incorrectly answered that
cellulitis is most likely to be bilateral, with three of
these nurses having 20 or more years of experience.
These three same nurses also identified cellulitis as
appearing on the lower legs.

There are four different classes of cellulitis and each
class requires a different care plan (Eron, 2000). See
Table 1.
Clinical findings alone are usually adequate for
diagnosing cellulitis, particularly in non-toxic
immunocompetent patients. Class 1 and 11
cellulitis can be successfully managed in the
community (CREST, 2005). It is imperative to be
able to identify cellulitis in the first instance to
ensure the appropriate care pathway is chosen.
With the appropriate treatment of skin conditions
like venous stasis eczema, risk of cellulitis and its
recurrence is potentially reduced and less likely
to lead to chronic oedema and lymphoedema
(Wingfield, 2009) and leg ulceration (CREST, 2005).
...continued

Only four nurses specified that cellulitis appeared
in the dermis or subcutaneous layer. The epidermis
is only involved in patients with cellulitis because
the barrier of the skin is most likely to have been
broken in order for the bacteria to enter the layers
of the skin.
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How to make an accurate diagnosis.
There can be confusion of diagnosis between
cellulitis, red leg, erysipelas and varicose eczema.
Although there are some similar presentations,
there are some specifics unique to each condition
as shown in table 2.
The use of simple clinical diagnostic criteria
should be encouraged and should avoid over
or misdiagnosis diagnosis and inappropriate
investigations and antibiotics. Although nonspecific, nearly all patients have a raised white
cell count and elevated ESR or C-reactive protein.
Normal results make a diagnosis of cellulitis less
likely.

Drug therapy and treatment of Cellulitis
The management of cellulitis should aim at
resolution of the symptoms, presenting and
avoidance of or reduction in hospital admission
(Al-Niaimi & Cox 2009). The first line treatment
includes bed rest, leg elevation, analgesia, skin and
wound care (Al-Niaimi & Cox 2009). Generally,
oral antibiotics are used for the milder forms of
cellulitis where systemic involvement is minimal.
The CREST Guidance (2005) suggests flucloxacillin
as the first-line antibiotic (intravenously in severe
cases), with the macrolide clarithromycin for
patients who are allergic to penicillin. In severe
cases, intravenous clindamycin can be used as a
substitute for clarithromycin in cases of penicillin
allergy.
The suggested duration of treatment is for seven
days for mild infections and 10 days for more
severe forms though there is limited evidence
available for the estimated duration of treatment
(Al-Niami, Cox 2009).

Table 1: Clinical Classes of Cellulitis (Nazarko 2008, CREST 2005)

CLASS I PATIENTS:
No signs of systemic toxicity; have no
uncontrolled co-morbidities and can usually
be managed with oral antimicrobials on an
outpatient basis.
CLASS III PATIENTS:
May have a significant systemic upset such
as acute confusion, tachycardia, tachypnoea,
and hypotension or may have unstable comorbidities that may interfere with a response
to therapy or have a limb threatening infection
due to vascular compromise.

Cellulitis

Venous eczema

• May have fever
• Painful
• No relevant history

• No fever
• Itching
• History of varicose veins
or DVT

• No fever
• Pain and discomfort
• History of varicose veins
or DVT

Signs
• May experience chills,
sweating, and/or feel unwell
• Unilateral
• Tenderness
• One or more bullae
• Leg shape normal
• No lesions elsewhere

• Normal temperature
• Bilateral
• Erythematous, inflamed
• No tenderness
• Crusting
• Vesicles/lesions on other
parts of the body,
particularly other leg and
arms
• Changes in pigment may
be present (haemosiderin
staining)
• Varicose veins may be
present
• Lesions on other leg

• Does not feel generally
unwell.
• Bilateral
• Erythematous, inflamed
• No tenderness
• “Woody” feel to the leg
Hardening and thickening
of the skin
• Small, white star-shaped
scarred areas
(atrophie blanche)
• Changes in pigment may
be present
(haemosiderin staining)
• Legs shaped like inverted
champagne bottles
• Lesions on other leg

Portal of entry
Usually unknown, but break
in skin, ulcers, trauma, and
athlete’s foot are implicated

Not applicable

Not applicable

Investigations
• White cell count high
• CRP high – Skin swabs:
Staphylococcus aureus
common
• Blood culture usually
negative

• White cell count normal
• CRP normal
• Blood culture negative

CRP: C-reactive protein; DVT: deep vein thrombosis
(Source: Nazarko 2013)
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Lipodermatosclerosis

Symptoms

Class II patients are suitable for short-term (up
to 48 hours) hospitalisation and discharge on
outpatient parenteral antimicrobial therapy
(OPAT), where this service is available (CREST,
2005).

Patients with suspected necrotising infection
require urgent surgical assessment and extensive
debridement of the affected area.

CLASS IV PATIENTS:
Sepsis syndrome or severe life threatening
infection such as necrotizing fasciitis.

Table 2: Differential Diagnosis

Class I patients can usually be managed with oral
antimicrobials on an outpatient basis (CREST,
2005).

Class III and Class IV patients require
hospitalisation until the infected area is clinically
improving, systemic signs of infection are
resolving and any co-morbidities are stabilised
(CREST, 2005).

CLASS II PATIENTS:
Systemically ill or systemically well but with
a co-morbidity such as peripheral vascular
disease, chronic venous insufficiency or
morbid obesity which may complicate or
delay resolution of their infection. Can be
effectively managed with I.V. antibiotics at
home followed by transition to oral agents as
infection improves.

• White cell count normal
• CRP normal in chronic
lipodermatosclerosis and
slightly elevated in acute
lipodermatosclerosis
• Blood culture negative

Treatment of Varicose Eczema
Emollient therapy is essential in management
of chronic and acute phases of eczema (Van
Onselen, 2011).The first line treatment for
exacerbation of eczema is topical corticosteroids
to reduce symptoms of inflammation by its antiinflammatory, immunosuppressive ,antiproliferative
and vasoconstrictive actions (Ersser and Van
Onselen, 2010).
There seem to be a reluctance of some health
professionals to use potent corticosteroids probably
because of the side effects. But NICE (2004)
cautions that side effects are only likely to occur
with long term use steroid creams, so there should
be long periods in between where only emollients
are applied. What BAD (2010) and NICE (2004)
recommend however is to refer to secondary care
only if when the right treatment put in place and
has failed, and not to refer automatically. Short
term use of potent topical steroid equates to long
term use of mild steroids (Thomas et al. 2002) and
prolonged use of intermittent potent steroids two
days a week can reduce the frequency of flare-ups
compared with just emollients (Berth-Jones et al.
2003).

diagnosis especially when therapy is not achieving
the desired outcome and to avoid inappropriate use
of antibiotic therapy.
The use of simple diagnostic tools will consequently
improve on the correct diagnosis and management
of cellulitis (see figure 1 for suggested checklist).
CREST (2005) recommended a simple tool to
help with diagnosing cellulitis. The diagnostic tool
developed aims to help practitioners ensure the
provision of care at the right time. It will also be
useful to have regular updates for nurses and GPs
because although Levell et al., (2011) identified
that cellulitis is best diagnosed by dermatologists,
district nurses and GPs are usually the first to
assess patients in the community. This enhanced
knowledge could potentially lead to a reduction
in prescribing of antibiotics. A multidisciplinary
approach is crucial if patients are to be treated
effectively to prevent wrong diagnosis and
treatment which could lead to avoidable hospital
admission.

Cellulitis Assessment Checklist
Checklist

Potassium permanganate is used frequently in
the community setting for exuding lower leg
pathologies despite lack of evidence to support
its use. Anderson (2003) discusses that potassium
permanganate is often used as a treatment without
investigating the cause of exudate levels. Whilst
Quatey-Papafio (1999) describes its use, it is
worth noting that it was used in conjunction with
a steroidal cream making and was not a therapy
on its own. This makes it difficult to measure
the efficacy of the potassium permanganate.
Potassium permanganate solution is used as a
soak for its antiseptic and astringent effects and
treatment should be stopped when exudation
stops. In addition chronic venous insufficiency
should be treated with compression or surgically
(Van Onselen, 2011).

Treatment of acute lipodermatosclerosis
Lipodermatosclerosis is treated with compression
bandages and topical steroids if required, as the
compression will control the chronic venous
hypertension and the haemosiderin fades (Bjork,
2013). Bjork (2013) also mentions that in some
cases a referral for potential corrective venous
surgical intervention is necessary. Treatments
also may include stanozolol (2 mg, 2 x daily for
8 weeks), topical corticosteroids, topical capsaicin
and the encouragement of weight loss and mobility
(Heyman, 2009, Dakovic et al, 2008).

Conclusion
A third of patients thought to have cellulitis are
misdiagnosed (Levell, Wingfield & Garioch, 2011).
Misdiagnosis leads to treatment delays and failures.
It is important to consider other differential

YES

NO

Is there a sudden and progressive onset of red,
hot, inflamed, painful and tender area of skin
Are the edges of the redness well demarcated and spreading rapidly
Are the edges more diffuse and spreading rapidly
Is it unilateral (usually affects only one leg)?
Are there blisters? (usually more than 5mm in diameter)
Does the patient have a fever/temperature
Raised inflammatory markers,
e.g. C-reactive protein (CRP) and white cell count (WCC)?
Total number of Yes’s and No’s

If there are 3 or more Yes’s

Consider Cellulitis and follow cellulitis treatment
guidelines.
Differential Diagnoses

If there are 4 or more No’s consider other differential diagnoses below:
Bilateral with crusting, scaling, itchiness of the
lower leg with history of varicose veins or deep
vein thrombosis

Consider Varicose eczema

Pain, tenderness
significant redness

Consider Deep vein thrombosis

and

swelling

without

Pain, redness, thickening or fibrosis of the skin
with history of varicose veins or deep vein
thrombosis and hyperpigmentation?

Consider lipodermatosclerosis
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• 9 step assessment tool for leg ulcers
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Please indicate any
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Please tick one of the following Boxes:
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Leg Ulcer Audit Report
Reviewing leg ulcer services: ‘Implementing a Lower Leg Project’

Brenda M King. MBE Nurse Consultant, Tissue Viability
BMedSci (Hons), MMedSci, RN, ONC, DN
This article provides an historical look at local leg ulcer services in a city
in the north of England and describes how it was recognised these services
were in need of review. It provides the results of an audit of leg ulcer
management standards and the commencement of a Lower Leg Project.

Leg Ulceration the problem:
A leg ulcer has been described as a chronic wound that fails to heal in four to
six weeks (RCN 2006, SIGN 2010) and results from an underlying pathology in
the limb. It is essential that a holistic assessment of the patient is undertaken
to establish the underlying aetiology so this can be treated, as it is important
to recognise a leg ulcer is only a symptom of the underlying aetiology (Partsch
2009).
Leg ulcers are a major healthcare problem throughout the world with prevalence
rates in the region of 1.0 per 1000 population, (0.45 in the UK, 0.62 in Australia,
1.0 in Sweden and 1.28 in Poland) (Muldoon 2013). It is estimated that 60 to
80% of all leg ulcers have a venous component (Baker et al 1992) with 30%
of people developing a leg ulcer before the age of 50 and in the 80+ age group
prevalence increases significantly. In this age group the ratio of male to female
is 1:7 (Callum et al 1987).
Having a leg ulcer has a negative impact on the patient’s quality of life affecting
them physically, psychologically, financially and emotionally (Briggs and
Flemming 2007). It has been reported that pain is a significant issue, which is
often underestimated leading to poor management (Hofman et al 1997). The
management of leg ulcers creates a massive financial burden on healthcare
budgets in the NHS with costs as much as £300 to £600 million per year and
this cost increases year on year and accounts for 1.3% of the total healthcare
budget in England where up to 90% of patients are treated in the community
setting (Johnson 2002).

Local background:
Local leg ulcer services were first developed in 1992 following a prevalence
survey where 245 leg ulcers were reported. This survey collected data on the
diagnosis and management of the leg ulcers and raised significant concerns
regarding how and who made the diagnosis and also the treatments used, which
in many cases was inappropriate and in some dangerous (local unpublished
data).
Leg ulcer services were then developed throughout the community and based on
the Charing Cross (Moffatt et al, 2007). An ENB training course was developed
with the local university, which was later altered to degree or masters level.
This education aimed to equip nurses with the skills to assess patients with
lower leg wounds and identify those with venous hypertension, which could be
managed with compression therapy and patients who required onward referral
to specialist services. These nurses were supported in developing practical skills
and competencies to perform an accurate Doppler Ankle Brachial Pressure Index
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(ABPI) to exclude arterial impairment and acted as champions in their teams.
This training was supplemented by in-house education to cover the theory and
practice of compression therapy. Furthermore, a programme of five days of
education to cover the principles of assessment and management of leg ulcers
ran quarterly to develop the skills of other team members. It was expected
that all patients with a lower leg wound would be assessed by a suitably trained
practitioner and that all nurses involved in compression therapy were fully
competent in the application of compression therapy. In order to maintain
competency a link meeting was held bi-monthly where further support and
education was provided.
A further survey was undertaken in 2007 predominantly to establish
compliance with the standard of recording a Doppler ABPI. In this survey there
were now 535 patients identified with a lower leg wound, 378 of over six weeks
duration and less than 50% had an ABPI recorded (local unpublished data). This
survey was limited and did not consider treatments and referrals. However, an
increase in the lower leg population was identified and a failure to meet some
of the standards in leg ulcer assessment.
At the time of this survey concerns were developing regarding the provision
of lower leg management across the community. It is difficult to pinpoint the
actual factors, which may have contributed to the break down in the provision
of leg ulcer care but a number of changes occurred, which anecdotally were
considered to have had an impact on leg ulcer services and included:
•• A change in the philosophy of community nursing who now only saw the
housebound patients. Therefore, mobile patients were being seen by the
practice nurses who often had limited time and skills in leg ulcer assessment
•• Reorganisation of community teams, resulting in significantly larger
caseloads and potential problems with continuity of care
•• Increased workload in the Tissue Viability service reducing support to leg
ulcer link nurses and link meetings were discontinued
•• Long term vacancies in the tissue viability service and quarterly training
programmes stopped as did the compression bandage workshops
•• Significant impact of the pressure ulcer agenda both locally and nationally
o tissue viability services. The implementation of CQUIN targets to reduce
the number of acquired pressure ulcers meant many tissue viability nurses
devoted their time to this; to the detriment of leg ulcers
•• Training was now focussing on the prevention and management of pressure
ulcers
In 2013 the community was involved in a national survey (Ousey et al 2013),
which enabled scrutiny of local data for all wounds on the nurse caseloads
and identified areas where changes in wound management practises needed
to be considered. This was again apparent for lower leg problems. Of the
1230 wounds reported in the survey nearly 50% were lower leg problems (this
excluded heel and foot wounds). There were a number of different aetiologies

for lower leg problems documented with a
varying degree of chronicity and poor evidence of
appropriate assessment including Doppler ABPI.
Furthermore, data identified many patients with
a diagnosis of venous ulceration may be being
managed without adequate levels of therapeutic
compression therapy. It was realised that further
audit of the lower leg population was required
to include aspects such as referrals to other
specialities to ensure standards were met (RCN
2006, NICE 2013).

Questionnaire part 1

Lower leg assessment:

Lower leg wound population:

When considering the standards:

A business case was developed to run a lower leg
project over two years, which allowed secondment
of a Band 6 into tissue viability and backfill of
community nursing time, which commenced in
April 2015. Prior to starting the project a base line
audit against leg ulcer management standards was
undertaken.

Lower leg aetiologies:

Base line audit prior to commencing
the Lower Leg Project
Data collection:
Data were collected using a two-part questionnaire
and completed by the community nurses during
the first week in March 2015 using information
from patient’s records and included all patients on
the case load with lower leg wounds. At the time
the audit was completed there were 21 community
nursing teams.
Part one of the questionnaire asked for detail on
the aetiology of the wound, if a full assessment
including Doppler Ultrasound to measure Ankle
Brachial Pressure Index (ABPI) had been recorded
and if the assessment had been completed within
six weeks of the wound developing. Furthermore,
the treatment the patient was receiving for the
wounds, the grades of staff delivering the care,
if the patient had been referred anywhere as a
result of the wound and the speciality referred to.
Nineteen teams (90% n=21) responded to part
one of the questionnaire.
Part two of the questionnaire sought to elicit team
details and their skills in leg ulcer management.
From the 21 community nursing teams there were
only 12 responses to this part of the questionnaire
(57% n=21).

A total of 474 patients with lower leg wounds
was identified during the audit week, of these 198
(41.7% n=474) had bilateral ulceration; giving a
total of 642 leg wounds. Bilateral leg ulceration
has a significant impact on resources; both
consumables and nursing time. The survey in 2013
counted wounds and not patients and reported on
approximately 600 lower leg wounds, suggesting a
similar prevalence of leg wounds exists.

For this question the nurses were able to select
more than one, which would suggest that some
patients had other co morbidities. For example,
the patient may have had diabetes and venous
disease, a finding consistent with the wound survey
completed in 2013 where a high proportion of
patients had more than one comorbidity. However,
this could also indicate differing aetiologies for
bilateral leg wounds (Chart 1). There was 56
cases (9.2% n=608) where the aetiology was not
identified, suggesting the underlying aetiology had
not been established for these wounds.
There was people 88 recorded as having a venous
leg ulcer which is 18.6% of the total number of
patients reported on. The percentage with venous
leg ulcers is low when compared to published data,
where it is has been estimated that 60% to 80%
of ulcerated legs had evidence of venous disease
(Baker et al 1992). However, if venous disease is the
main underlying pathophysiology contributing to
delayed lower leg wound healing, it would be worth
considering if the group of aetiologies reported in
the audit associated with trauma (12.9%) and the
oedema, cellulitis and leaking leg group (35.3%),
had any underlying venous component, which had
not been identified due to a lack of appropriate
assessment. Oedema for example is a significant
indicator of venous hypertension and risk factor
for cellulitis and tissue breakdown; if this group did
have underlying venous disease then they would
not have been receiving appropriate treatment. All
patients with lower leg wounds should have a full
assessment to identify underlying aetiology which
is a standard for leg ulcer management.

‘Assessment and treatment by appropriately
trained staff’ and ‘Doppler assessment completed
within 6 weeks’
Of the 474 patients identified with a lower leg
wound only 272 (57.3%) had received a lower
leg assessment and only 152 (55.8% n=272)
of these assessments were completed within
six weeks of the wound developing. When this
figure was considered against the total number of
patients recorded with lower leg problems in only
32% (n=474) of patients had the standard been
achieved.
A further standard relating to lower leg assessment
concerned the use of a Doppler Ultrasound to
measure the Ankle Brachial Pressure Index (ABPI)
for all patients with a lower leg wound to exclude
arterial disease. Only 36.2% (n=474) of patients
were identified as having had an ABPI recorded.
A question was asked to provide a rationale for not
completing the Doppler Ultrasound assessment
at the time of the leg assessment, there were
43 responses 43% (n=100) and included time,
resources, training, confidence and the leg being
too oedematous.

Documentation:
In only 178 cases (37.5% n=474) had a lower
leg assessment template been completed, 37.5%
(N=474) of the total number of patients surveyed
and 65% (n=272) of the patients identified as having
had a full leg assessment. Accurate documentation
is essential in leg ulcer management.
The wound template had been completed for 200
patients (42.1% n=474), however as some were
cellulitis or ‘leaking legs’ this may have influenced
the nurses decision not to complete a wound
template.

Referral:
It was reported that 206 patients 43.5% (n=474)
had been referred elsewhere for their wound in
the last 12 months but there were 261 instances
of referral recorded. There were 151 referred to

Chart 1
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one speciality, 38 patients to two specialities, four
patients to three or more specialities and it was not
stated in 13 cases (Chart 2).

Treatment:
Eighty four patients (17.7% N=474) were
reported as receiving full compression therapy,
which is standard treatment for venous leg ulcers
and 119 (25%) were being treated with reduced
compression, which may be used for those patients
not tolerating full compression or those with mixed
venous and arterial disease. This would suggest
only 1% of patients with a venous ulcer was not
being treated with compression therapy. However,
when these numbers were correlated against the
question about the actual type of compression
used, there were only 51 (60.7% n=84) receiving
a form of full compression therapy and 94 (78.9%
n=119) patients in a form of reduced compression.
This would suggest a concerning lack of knowledge
about compression therapy. Inappropriately applied
compression therapy can cause tissue damage
leading to necrosis and possible amputation for
some patients.
Treatments used included a variety of different
bandage combinations and also compression
hosiery. A large number of patients were having
wool and two layers of a light crepe bandage,
which is a first line treatment for all lower leg
problems. It is recommended locally this is used
until a full assessment can be undertaken. This
was a finding in the wound survey 2013 and raised
concern as this system is being used indefinitely
without progressing to full assessment to identify
underlying aetiology, with the risk of inadequate
treatment and delayed healing. Furthermore, on
a number of occasions the data identified this
system was inaccurately referred to as a form of
compression bandaging, which impacts on the
accuracy of the reported numbers of patients in
compression therapy. This system of wool and
crepe bandaging does not provide therapeutic levels
of compression therapy to treat any underlying
venous disease (chart 3).

Questionnaire part 2
Staffing and skills:
Part 2 of the questionnaire asked for the number
of qualified staff in the teams; the number trained
to undertake a full leg assessment, including the
recording of a Doppler Ultrasound Ankle Brachial
Pressure Index (ABPI) and of those trained, the
number who felt confident and competent to
perform the ABPI. The final question was aimed at
identifying the number of qualified staff who had
attended a workshop on compression bandaging.
There were only twelve (57% n=21) responses to
this part of the questionnaire, so interpretation
of the results to establish the percentage of staff
across the community able to assess patients
presenting with lower leg problems cannot be
established. There was no follow up to increase
responses and no investigation of why the response
rate was poor.
155 qualified staff had been identified in the 12
teams responding but only 32 (20.6% n=155)

18

Chart 2

Chart 3

had been trained to undertake a full holistic leg
assessment, which included the recording of an
ABPI. Of those trained to assess seven (4.5%
n=155) did not feel confident to undertake the
Doppler ABPI.
Despite the data identifying problems with
knowledge of compression therapy, nearly all the
staff responding in part 2 of the questionnaire
(94.2% n=155) had received training on how to
apply compression bandaging but this figure cannot
be considered representative of the total number
of qualified staff in the community involved in leg
ulcer management. It was identified in part one of
the questionnaire 983 staff at Bands 5 to 7 were
involved in managing lower leg wounds Bands 5
(37.8% n=983), 6 (33.1%) and 7 (26.2%), which
could suggest that the 155 staff reported on in part
2 only represents 15.7% (n=983) of the qualified
staff involved in leg ulcer management.
In part one of the questionnaire 73 Band 2
members of staff and 319 Band 3 members of staff
were identified as undertaking lower leg wound
management; it is not clear what role the Band 2
and 3 members had in leg ulcer management, or
what training they had received and this requires
further investigation. National consensus states
that compression therapy should only be applied
by qualified staff and as such there are no formal
training sessions on any type of bandaging available
for this level of staff.

Discussion:
Nearly half of all patients with lower leg problems
had not received a full and timely assessment,
which included assessment of their arterial status
to determine underlying pathophysiology and

exclude arterial disease. All patients should receive
this.
Fewer than this had actually had Doppler ABPI
to exclude arterial disease, all patients with slow
or non-healing lower leg wounds should have an
assessment of their arterial status or referral if
assessment is not possible.
There were 474 patients with lower leg wounds
identified and only 32 qualified members of staff
reported competent to undertake a full lower leg
assessment and seven of these did not feel confident
with their Doppler skills. It is important to note
that the assessment and Doppler ABPI should also
be reviewed on a regular basis; standards suggest
the Doppler ABPI should be reviewed every three
months for patients in compression therapy. This
figure would suggest there are only enough trained
and confident to allow one suitably trained person
per team. However, there are some teams that do
not have any nurses who can undertake a lower leg
assessment, which includes recording a Doppler
ABPI.
It is possible that the population of patients with
venous hypertension and subsequent leg problems
are grossly underestimated in this audit as a
result of inadequate assessment and treatment.
Inappropriate treatment of venous hypertension
has significant long term cost implications.
There is an alarming lack of knowledge related to
bandages, types and what constitutes compression
therapy.
Due to poor documentation there is no way of
monitoring healing rates of venous leg ulcers, which

is an important aspect of leg ulcer management
and if NICE (2013) standards on referral are to be
met.
This audit was only completed by community
nurses and there is need for a further piece of work
to consider patients being managed by practice
nurses.
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Leg Ulcer
Management Standards
Leg Ulcer Forum (Whayman, 2012)

1.

All patients with a non-healing lower leg wound of six weeks’ duration
should have a full holistic leg ulcer assessment including a Doppler.

2.

Patients should receive verbal and written information regarding their
leg ulcer at the first assessment and ongoing as part of the care delivery
so that they can be involved in the planning of care and encourage
concordance in the implementation of care.

3.

Patients consent and receive appropriate treatment that reflects their
assessment and ulcer aetiology, which is endorsed by national guidelines
and supported by best and safe practice.

4.

Leg ulcer assessment and treatment to be carried out by professional
staff trained and competent in leg ulcer management and the equipment
that directly relates to the assessment, using the appropriate local
documentation.

5.

Organisations are required to have the appropriate standards/clinical
guidelines, training programmes and competency frameworks in place.

6.

Patients undergoing compression therapy are reviewed formally three
to six monthly with assessment and Doppler, which is recorded in the
patient’s clinical notes.

7.

Patients with active ulcers have their care formally reviewed monthly (or
sooner if there is evidence of deterioration) using the appropriate local
documentation.

8.

Demonstrate that ulcer recurrence is monitored for prevention of
recurrence endorsed by national guidelines.

9.

Measure, monitor and record venous leg ulcer healing rates quarterly.

Whayman, N. (2012) Nursing standards and outcomes developed by the Leg
Ulcer Forum. Wounds UK. 8(1), 59-61.
The leg ulcer standards are undergoing further development as part of national
project by the Leg Ulcer Forum.
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The International Lymphoedema
Framework Limprint Study
Christine Moffatt, CBE,
Professor of Clinical Nursing Research, University of Nottingham
Susie Murray, MA
Limprint Project Manager,
International Lymphoedema Framework, London
Chronic oedema is a common health care problem and can have a significant
impact on individuals, families and health care systems (Moffatt et al, 2003).
Despite it being remarkably prevalent in the population, implications of
lymphoedema/chronic oedema are not well studied (Rockson, 2008). Some
twelve years ago the crude prevalence of chronic oedema was estimated to be
1.3 per 1000 (Moffatt et al., 2003). In a more recent study this was shown to
be 3.99 per 1000 population (Moffatt et al. 2012). There are many factors that
may account for this increase within the UK including an ageing population,
reduced mobility, obesity, and long term cancer survival rates.
Limprint is an international multi-site epidemiological study which aims to
determine the prevalence and functional impact of lymphoedema/chronic
oedema in the adult population of member countries of the International
Lymphoedema Framework. It also aims to estimate the proportion of patients
with chronic oedema who also have a wound in the same anatomical region.
Data is collected using a Core Tool to determine the prevalence of chronic
oedema and a set of five Module Tools to assess the impact of chronic oedema
on the lives of sufferers. Data is collected using either a population or facility
based approach depending on the needs of the Framework concerned. Data is
then entered into a secure central on-line database, which will provide reports
for National Frameworks as well as giving an international perspective of the
prevalence of chronic oedema and its impact.
To date the study has been executed in 6 countries – Denmark, France, Japan,
Turkey, the USA, and the UK. Canada is about to start the project and over the
next 12 months we are expecting up to 7 more countries to join including West
Iriyan, Thailand, India, and the Cameroons. This will, hopefully, give us an insight
and information on developing countries as well as western nations.

Thus in the UK to date we have seen over 6000 patients, and all except those
who were excluded because they were too ill to be seen or refused at verbal
consent, were physically examined for swelling and/or wounds. We are hoping
that at the end of the project we will have a database of over 20,000 patients
internationally and a great deal of evidence around the growing problem of
lymphoedema/chronic oedema and wounds. With this evidence we are hoping
that it will be seen that lymphoedema/chronic oedema is a public health issue
that needs addressing - treatment for patients need to be investigated as to
its efficiency and efficacy; countries where there is no reimbursement need
pressure put on their health services for this to happen; and education of
professionals into recognizing the condition is vital. Maybe then the condition
will be taken seriously.
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In the UK we have looked at a number of different settings for the study:
1.

A profile of the lymphoedema service from the Royal Derby Hospital which
also covers Nottingham and Mansfield and sees 3288 patients.
2. A prevalence of in-patients at 2 Nottingham Hospitals
3. Patients being seen by nurses in 2 Nottingham community services
4. Nottingham Care Homes project
5. Nottingham Mental Health Services (ongoing)
6. Nottingham Prisons (ongoing)
7. Leicester City Partnership Trust
8. Leicester Social Care Agency
9. Loros Hospice specialist service (ongoing)
10. St Oswalds in Newcastle.
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Nurse Judgement
Understanding how community nurses make judgements about managing
venous leg ulceration.

Una Adderley, PhD DN RGN
Lecturer in Community Nursing. School of Healthcare, University of Leeds
Background
In the UK, between 0.12% and 1.1% of a population will have an open ulcer
at any time (Graham et al., 2003, Posnett and Franks, 2007). Leg ulcers have a
negative impact on quality of life for patients (Briggs and Flemming, 2007) and
care is expensive for healthcare providers (Posnett and Franks, 2008). The most
common cause of leg ulceration is venous insufficiency (Callam et al., 1987,
Cornwall et al., 1986, Srinivasaiah et al., 2007, Vowden and Vowden, 2009). In
the UK, most leg ulcer care is delivered in the community by district nurses,
practice nurses or in leg ulcer clinics (Posnett and Franks, 2008).
Many interventions have been recommended in relation to management
of venous leg ulceration but current guidelines, informed by robust
research, recommend that all patients with leg ulceration should receive
Doppler assessment of ankle brachial pressure index (ABPI) to assess for
arterial impairment. There is also robust research to support the guideline
recommendations that those diagnosed with venous leg ulceration should be
treated with graduated high compression (Royal College of Nursing, 2006,
SIGN, 2010).
Clinical practice is unlikely to completely adhere to guideline advice as
evidence-based practice should also consider resource issues, clinical expertise
and patient preferences as well as research (DiCenso and Cullum, 1998).
However, it is reasonable to expect that a large proportion of care will be in
line with clinical guidelines. In the UK, national audits have established levels
of practice that are achievable in the clinical setting in relation to ABPI and
high compression (Royal College of Nursing, 2001, Royal College of Nursing,
2008) . But recent pragmatic audits suggest that there is some gap between
the levels that can be achieved and those that are being achieved (Srinivasaiah
et al., 2007, Vowden and Vowden, 2009) (see figure 1). This suggests that
care may be sub-optimal which is worrying since sub-optimal care may be
associated with misdiagnosis and inappropriate treatment choices which are
likely to affect healing rates, patients’ quality of life and costs to health care
providers and patients. It is unclear how widespread this issue may be but there
is sufficient evidence to cause concern.
Evidence and practice is linked by judgement and decision making so nurses’
clinical judgements and decisions are the link between the patient’s condition
and the treatment they receive. There will always be uncertainty in the clinical
environment because of the individuality of each patient and the variability of
each clinical situation (Hammond, 1996). Nurses will use different strategies to
manage this uncertainty but these strategies will be affected by differences of
opinions, errors, biases and different values and motives (Eddy, 1996) as well as
levels of clinical knowledge, experience, patient preferences and the available
resources (Thompson, 1999, Van Hecke et al., 2008). Some of these strategies
will be more effective than others so different nurses may reach very different
judgements about the same clinical scenarios. The audit evidence suggested
that nurses were using a wide variety of strategies to diagnose and manage
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venous leg ulceration but there was no evidence
which indicated what these strategies might be,
or how effective they were. So this study sought
to understand how community nurses make
judgements about managing venous leg ulceration.

Methods
Judgement Analysis was used to study how
community nurses made judgements about
diagnosis and whether or not to apply high
compression (Cooksey, 1996a). Judgement Analysis
uses the ‘lens model’ as a theoretical model to
study judgement. (Figure 2 )
The left side of the lens model represents the
‘true state’ (such as the correct diagnosis of a leg
ulcer). The right side of the lens model represents
the nurse’s judgement (such as what type of leg
ulcer they think it is). The accuracy of the nurse’s
judgement is assessed by the level of correlation
between their judgements and the correct ’true
state’ judgements. When making judgements, the
nurse will consider various cues (such as the ABPI
and level of pain) and attach different levels of
importance to each cue. These levels of importance
may or may not be similar to the actual levels of
importance for each cue. The nurse’s judgement
can be unpacked by comparing how the nurse has
weighted each cue compared to the cue’s actual
importance.
110 clinical scenarios were constructed from
patient clinical records to form the judgement
task. The proportions of venous, mixed, arterial and
unusual aetiology ulcers were in line with the UK leg
ulcer population (Srinivasaiah et al., 2007, Vowden
and Vowden, 2009) so 59% of the scenarios were
from patients with venous leg ulceration, 36%
from patients with mixed/ arterial leg ulcers and
5% from patients with ulcers of unusual aetiology.
Each scenario consisted of a photo and written
history which contained the cues that the literature
reported to be relevant.

asked to independently complete the judgement
task before they met for the consensus panel. At the
consensus panel meeting they were presented with
each scenario, informed of their range of individual
answers and asked to agree a group answer. All
disagreements were resolved by discussion. These
consensus judgements were used to provide the
‘true’ data for the left side of the lens model.
Logistic regression models were constructed to
examine how nurses used the information in
the scenarios (Cooksey, 1996b, Stewart, 2004).
Calibration analysis was used to analyse the
nurses’ confidence about the accuracy about their
judgements (Petrusic and Baranski, 1997, Soll,
1996). Differences between the generalist nurses
and the specialist tissue viability nurses were
explored using paired t-testing (Field, 2005).

Results
Uncertainty exists in all clinical environments but
the level of uncertainty (or predictability) can be
assessed by using correlation to measure how well
the agreed signs and symptoms of a condition
actually indicate that condition. 1.00 indicates
perfect correlation but in this study, the correlation
for diagnosis was only 0.63 so the nurses could
only be reasonably expected to have a correlation
of accuracy of up to 0.63 (Table 1).

Diagnosis of venous leg
ulceration
Predictability
Accuracy

P value

Treatment with high
compression
0.63

0.88

Overall

0.48

0.49

Specialist
Nurses

0.57

0.57

Generalist
Nurses

0.38

0.41

<0.01

<0.01

Table 1: Accuracy in diagnosis and treatment judgements

The judgement task was presented electronically
online in the form of a wound photograph and
written scenario to 18 community generalist
nurses and 18 community tissue viability specialist
nurses. Each nurse made a diagnosis and a
judgement about compression for each scenario.
The judgement task could be completed in stages
but the nurses were asked to complete the whole
task within one month. These judgements provided
the data to inform the right hand side of the lens
model. At the same time each nurse was asked to
rate their confidence about each judgement on a
1-100% scale.
Nominal group techniques (Black, 2006) were
used to provide the data for the left side of the
lens model. A consensus panel was formed which
consisted of four community tissue viability nurses
from four different healthcare organisations in the
north of England. These nurses all had at least two
years specialist leg ulcer nursing experience and
had been actively involved in NHS funded venous
leg ulcer trials. Research evidence suggests that
four members is an adequate size for this purpose
(Hutchings and Raine, 2006). These nurses were
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No difference was found between how the generalist nurses and the specialist
nurses weighted the cues. ABPI was the most important cue for diagnosis of
venous leg ulceration. The nurses used this cue appropriately but they did not
give enough weight to ‘medical history’ and ‘appearance’ and they gave too
much weight to ‘age’ and ‘pain’. ‘Diagnosis of the type of leg ulcer’ was the
most important cue for choosing whether or not to use high compression but
the nurses did not give enough weight to this cue. The next most important
cue was ‘pain’, but for the nurses this was one of the least important cues. The
other cues were given more weight than was appropriate.
Confidence matters as over-confident nurses are less likely to seek out more
information to confirm or refute their judgements. Under-confident nurses
may make more cautious (or incorrect) treatment choices such as being
reluctant to use high compression even when appropriate. Calibration curves
plot the proportion of correct answers against the level of confidence indicated
by the nurse. So, if a nurse’s level of confidence about the accuracy of their
judgements was absolutely correct this would show as a 450 degree line. A line
below the 450 line indicates over-confidence while a line above the 450 line
indicates under-confidence (Figures 3 and 4).

Diagnosis of
ABPI
venous leg
Medical History
ulceration
Confidence Calibration
Curve
Appearance
Diganosis - Specialist Nurses vs. Generalist Nurses
Pain
Age
1.00
Diagnosis of type of leg ulcer
0.80
Pain
Treatment
Infection
with0.60
high
Exudate levels
compression
0.40
Patient preferences re compression
Gender
0.20
Proportion Correct

The relative importance of the relevant cues is best interpreted as there being
100 points to divide between the cues (Cooksey, 1996a), (Table 2).
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The confidence levels of the nurses were also cause for concern. For diagnosis,
when the nurses reported low levels of confidence (below 45% confidence)
they were less confident than was justified but above this level of confidence
they were over-confident. Over-confident nurses may be less likely to seek
more information to confirm or refute their diagnoses (Kruglankski et al., 1991)
but under-confident nurses may make inappropriately conservative diagnoses
or have higher referral rates to other clinicians. For the judgement as to whether

2

Confidence Calibration Curve
Diganosis - Specialist Nurses vs. Generalist Nurses

1

It is possible that these levels of accuracy may be related to the levels of
importance that the nurses gave to the cues that the leg ulcer literature say
should be considered. Some important cues were underweighted while less
important cues were over weighted. However, as no difference was found
between how generalist and specialist nurses weighted these cues, this does
not explain why specialist nurses were more accurate than generalist nurses
(although they did spend twice as much time managing leg ulcers compared to
generalists which may be a factor). In this study, the ABPI cue emerged as the
most important diagnostic cue for venous leg ulceration. It has been argued
that ABPI should not be regarded as the “Holy Grail” of leg ulcer assessment
(Vowden and Vowden, 2001) but as no positive test for venous insufficiency
currently exists for UK community nurse practice, diagnosis may need to rest
on excluding other possible diagnoses.

Reference Line

Confidence Response

Proportion Correct

Accuracy matters because misdiagnosis and incorrect treatment choices lead to
suboptimal healing rates, diminished quality of life in patients, reduced patient
safety and higher healthcare costs. The individuality of each patient and
each clinical situations means that there will always be a level of uncertainty
whenever a clinical judgement is required. However, this study found that the
judgements of both generalist and specialist community nurses were not as
accurate as they could be. It was particularly surprising that, even though the
study found that there was less uncertainty about applying high compression,
nurses were not more accurate about this judgement than they were about
diagnosis.

53
52
28
14
15
9
2
12
2
13
68
56
13
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TVSN8- Proportion
12
Correct
7
7
GCN 4- Proportion
12
Correct
1
6

Table 2: Weighting of cues

0.00

For diagnosis, the nurses tended to be over-confident about the accuracy of their
diagnostic judgements. For whether or not to choose high compression, the
nurses were mainly under-confident about the accuracy of their judgements.
There was little difference between the confidence levels of the specialist
nurses and the generalist nurses.

Discussion

Nurses’
True
mean
weight weight

Cue

Proportion Correct

For diagnosis, overall the nurses achieved an accuracy of 0.48 but the specialist
nurses were more accurate than the generalist nurses. For the judgement about
whether or not to apply high compression, the predictability was 0.88 so there
was less uncertainty around this judgement. However, overall, the nurses only
achieved an accuracy of 0.49 although the specialist nurses were again more
accurate than the generalists.
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or not to recommend high compression, the nurses
were under-confident when they reported levels
of confidence below 80% but above this level,
their confidence levels were close to their levels
of accuracy. Under-confident nurses are likely to
make over-cautious treatment judgements so an
under-confident nurse who is aware of the risks of
applying high compression might inappropriately
withhold this treatment.
It is necessary to view the results of this study
with some caution. Judgement Analysis measures
accuracy by comparing the judgements of the
participants with a ‘gold standard’ which in this case
was a consensus panel of ‘expert’ nurses. While this
approach is a well established technique in both
health and law (Samanta and Samanta, 2003) it
is still an imperfect solution. The judgement task
sought to replicate clinical scenarios as accurately
as possible by using real life patient records in
diagnostic proportions that reflect the UK leg ulcer
population and by using photographic images but
an online task cannot exactly replicate the real
life clinical situation. The use of cues other than
those identified by the literature and represented
in the scenarios plus real life time constraints may
mean that the judgement performance in clinical
practice may be stronger or weaker than in this
study. Also, most of the participants were highly
experienced and perceived as highly skilled: this
may not be typical of the population of community
nurses who provide leg ulcer care and so the results
may over-estimate the level of achievement of UK
community nurses in general.

are required to manage patients with venous leg
ulceration. The level of uncertainty particularly
around diagnosis suggests that there is a need
for more research in this field, particularly around
diagnosis since accurate and confident diagnosis is
so important for accurate and confident treatment
judgements. More research in this field may help
support the judgements and decisions of nurses
and clinicians who care for patients with venous leg
ulceration and may help narrow the gap between
expert judgements and those who provide the
majority of care in this area.

confidence on social information seeking. Social
Cognition, 9, 127-148.
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Ulceration Caused by
Lichen Planus
A Patient’s Account of Erosive Lichen Planus
Irene Anderson
Principal Lecturer, Department of Adult Nursing, University of Hertfordshire
Susan Knight
Queens Nurse, Independent Tissue Viability Consultant Nurse
Lichen planus is an inflammatory disease and most
commonly affects oral mucosa and skin (Le Cleach
and Chosidow, 2012). Classic lichen planus (LP)
presents on the skin as red or violet bumps (Berger,
2015) and the area can be very itchy. The raised
areas have fine white lines over them almost like a
fine lace, called Wickham’s striae (Watkins, 2009).
LP also occurs on mucosal tissue such as in the
mouth and genital areas and can be either painless
or tender/sore.
Treatment of LP is usually with corticosteroids. The
prevalence is approximately 1% of the population
and is predominantly found in women in their 50s
and 60s. Investigation of people with LP has shown
unusual depositions of fibrin and complement
factors at the dermo-epidermal junction and hair
follicles (Simon, 2005). LP can be confused with
skin and mucous membrane lesions associated
with reactions to various anti-inflammatory
drugs such as ACE inhibitors, anti-malaria drugs or
elements such as found in tooth fillings (Lehman et
al, 2009). Interestingly Berger (2015) reports that
quinine found in tonic water, and over the counter
leg cramp medications can cause similar looking
skin lesions and therefore diagnosis of LP is by skin
biopsy.
Erosive lichen planus (ELP) is an unusual type of LP
where blistering and hyperkeratotic areas ulcerate,
often on the foot but it can be anywhere on the
skin or mucosa. The ulcers are painful and can
result in significant scarring. Diagnosis of ELP can
be made with direct immunofluorescence which
can help to differentiate the condition from other
autoimmune bullous conditions such as bullous
pemphigoid. However, rarely LP can coexist with
bullous pemphigoid (Zaraa et al, 2013). There is
often an autoimmune co-morbidity and therefore
blood screening is required to explore this
possibility. ELP is often resistant to therapy and
there is varied success in outcomes with the use of
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systemic treatment such as cyclosporine or topical
treatment such as tacrolimus (Hoffman, 2007).
Hoffman (2007) and Watkins (2009) also warn of
the possibility of malignant changes in ulcerated
areas which means that clinical monitoring and
biopsy should take place over a period of time.
LP is widely reported in the literature but there
are few resources to support specific wound care
practices other than protecting the wound from
infection and trauma, minimising the effects of
profuse exudate production on periwound skin
and monitoring far malignant changes in wounded
areas.

Commentary
This patient shares their experience of ELP. The
account reflects the complexity and effects of the
pharmaceutical treatment and the overwhelming
itch and pain that characterises ELP. The occurrence
of cancerous changes in the lesions is borne out by
the literature as well as the widespread effects on
the skin and mucosal tissue (Simon, 2005). At best
the wound care was protecting the granulation
tissue and aimed to try and prevent the periwound
tissue becoming more macerated and breaking
down further. Picture three shows encouraging
signs of epithelialising tissue in the wound and
picture five shows the red bumps and white striae
of LP.
As can be seen in the pictures one of the problems
faced in managing this patient is chronic oedema.
Therefore the management plan followed the
recommended pathway comprising a full patient
assessment including ABPI (Ankle Brachial
Pressure Index) with a view to the application of
an appropriate bandaging system (SIGN, 2010).
In this particular case, the patient was unable to
lay supine for the hand-held Doppler assessment
therefore, following identification of foot pulses and
assessment of waveforms the vascular assessment

was carried out by using a pulse oximeter to
calculate the Lanarkshire Oximetry Index (Bianchi
et al, 2008). Following the recommended guidelines
on performing LOI, it was found that the vessels in
both legs could not be compressed. The outcome of
the assessment indicated that the LOI was 0.95 and
the patient was suitable for compression.
Normal wound care was carried out, using
antimicrobials when required. The limb was well
padded and reshaped as required. The compression
of choice in this case was short stretch (cohesive)
bandaging. In normal cases a second layer would
have been applied from the ankle up to the knee
crease. However, checking for circulating SP02%
revealed that the levels dropped from 98% to 90%
with the application of the second bandage. It was
therefore decided to apply reduced compression
i.e. a single layer which controlled the oedema.
Unfortunately, although progress has been made,
the ulceration continues.

The Patient’s experience

References

My Lichen Planus started in 1990-1992. I was
working as a bricklayer and remember the day it all
started, the conditions were damp and very cold I
was wearing wellington boots all day, I kept feeling
a slight itch on my left foot just under the arch.
When I got home and had a shower the itching got
slightly worse, I noticed a very small red mark as
if I’d been bitten by something. I couldn’t help but
scratch at it, needless to say things started getting
worse from the moment I started scratching at it, I
would scratch elsewhere and continue to spread it.
Both my feet and hands became swollen and very
painful itchy beyond anything I thought possible. I
was at the point in a matter of days where I could
no longer walk on my feet or do anything with my
hands. I ended up in hospital for just over one week.
Treatment was creams and anti-itching pills. I was
in a wheelchair for two weeks.
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treatment was creams and steroids, I had 60 pills
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month, 59 pills then they dropped one each week
until I reached one and then stopped taking them.
I noticed a slight difference after 6 weeks with my
skin. I put on at least 8 stone, my teeth started going
wobbly and I lost a few and I lost my hair. I became
very depressed and shut myself away from friends
and family. The doctor put me on antidepressants
and they helped a little.
In 1998 2000 the Lichen Planus came back again;
I was seeing a dermatologist and, having tried
all different creams and pills they asked me to go
back on steroids which I refused to do at that time
because I was still suffering from the first lot they
put me on. I was visiting the hospital every other
day having my legs bandaged, I forget what it was
called but it was wet and messy. This went on for
months.
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In 2000- 2016 it came back again, rendering me
completely immobile. I had to have a walking
frame to get about; everywhere I went I got blood
blisters on my feet and also my hands. My mouth
hurt at all times, to eat or drink was very painful.
This has lasted for 16 years now, during this time
I have had 9 operations to remove lumps, four of
them on my legs. Three turned out to be cancer, 2
on my right leg and 1 on my left leg, three on my
left hand and arm, and one on my right arm, Only
one of the lumps just under my left knee was not
cancer. I cannot walk without my stick. My life as a
whole is a mess.

27

LUF - Support Section

Coffee Time
Guidelines for submitting articles for publication in the Leg Ulcer Forum Journal

You may recognise these forms? It is a reflective accounts form and CPD log,
which you will use to prepare for revalidation.
http://revalidation.nmc.org.uk/welcome-to-revalidation
You could use this edition of the journal to help reflect on an aspect of your
practice and to develop your knowledge of issues and developments in leg ulcer
management towards your CPD.

Quiz
1. Consider the question
2. Choose the answer from the list
3. Find the answer word(s) in the grid

Questions
1. Main treatment for venous leg ulcers?
2. Infection of the skin and subcutaneous tissue?
3. Microorganism found on the skin?
4. Author of the cellulitis article?
5. What is ELP?
6. Autoimmune bullous condition?
7. Hand held device to assess arterial flow?
8. Author of lower limb project?
9. Predominant leg ulcer aetiology?
10. Unable to go out?
11. Significant indicator of venous disease?
12. Author of nursing judgement article?
13. Statistical method Una Adderley used for evaluating how nurses used scenarios?
14. Term for breakdown of healed ulcer?
15. Method of compression?
16. Term for a long standing condition?

Answer words
compression, cellulitis, streptococcus pyogenes, Opoku, erosive lichen planus, pemphigoid, Doppler, King, venous, oedema, Adderley, logistic regression, recurrence, hosiery, chronic
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LUF Journal sponsors
Advancis Medical

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

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.

Activia Healthcare
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

Urgo Medical
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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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.

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 Forums 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 peer 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 submission (word count is for general guidance only)
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 (100-200 words)
This should introduce the reader to the areas covered in the article.
Main Body (1500-2500 words)
• Research - aim, methods, outcome and discussion.
• Literature review - aim, inclusion and exclusions, themes, outcomes
• Case study - aim, condition, intervention, outcome. Every effort should be made to ensure these are clinically
focused and refer to generic products
Conclusion (100-200 words)
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).
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
Permission
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
Submission
Papers must be submitted electronically in a Word format. Please double space the text.
Please send any charts, diagrams and photos as separate files.
Articles should be sent by email for the attention of:
The Editor
legulcerforum@yahoo.co.uk
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