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Quality-of-life with leg 
ulcers
Sir,
The article quality of life (QOL): Venous leg ulcers by 
V Vishwanath[1] was well written. Leg ulceration has a major 
impact both on individual patients and on the health service 
in general in terms of cost, staff requirements, and nursing 
time. The assessment of health-related QOL in patients 
with leg ulcers provides important information for clinical 
decision-making, evaluation of therapeutic benefits, and 
prediction of survival probabilities. The author has covered the 
topic in a very informative manner and very eloquently listed all 
the QOL indices used in various studies to evaluate leg ulcers.

Both the medical outcomes study (MOS) short form (SF-36) 
and the Nottingham health profi le (NHP) have been commonly 
used as tools to measure the impact of venous ulceration on 
the patient’s QOL.[2,3] Both forms are suitable, but the NHP was 
found to be more sensitive to the patient’s ulcer status and would, 
therefore, seem likely to be a better tool to measure the effect of 
recurrent ulceration on the patient’s perceived QOL.[2] However, 
Walshe, in a phenomenological study designed to describe the 
patient’s experience of venous leg ulceration, concluded that if 
treatment is to meet the needs of those suffering from venous leg 
ulceration, then symptom control must be the highest priority.[4] 
Clearly, compliance with both treatment and preventative therapy 
will be the greatest if it addresses these issues and controls 
symptoms. In a systematic review encompassing 24 studies 
and spanning two decades from the year 1990 to 2006, pain 
was described in both quantitative and qualitative studies as the 
worst thing about having an ulcer despite other important medical 

for the patient with a leg ulcer. Poor local hygiene adds to the 
problems of wound healing and complications like infection 
following surgery also increase. Recurrent ulcerations with 
frequent breakdowns of possible split thickness skin graft 
placed over the large ulcer are also likely to be more in the 
Indian patient due to the previously mentioned reasons. 
However, for the Indian patient, especially the poor laborer 
who cannot afford long periods of absence from work, with a 
large ulcer more than 5 cm in diameter, it may be prudent for 
coverage to be effected with the help of a skin graft to reduce 
the morbidity and enhance faster healing.
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problems.[5] Qualitative studies on patients with leg ulceration 
have highlighted that health care professionals may seem to lack 
the necessary skills or time to help them and may not always 
empathise with their needs.[6] The diffi culty is defi ning a suitable 
tool with which to measure the impact of a specifi c disease 
process and care on a patient’s perceived QOL.[6,7] The generic 
instruments most commonly used in another recent review 
were SF-36 and adaptations, the NHP and EuroQol-5, whilst 
the disease-specifi c tools were Hyland, Cardiff wound impact 
schedule, and Charing cross venous leg ulcer questionnaire. 
Two new instruments were also identifi ed, venous leg ulcer 
QOL and Sheffi eld preference-based venous leg ulcer 5D.[8] 
The review fi ndings suggested that the Charing cross venous 
leg ulcer questionnaire is the most appropriate instrument due 
to its disease-specifi c psychometric characteristics.

In another recent study involving 100 patients, split-thickness 
skin grafting resulted in statistically significantly better 
health-related QOL and self-esteem in patients with venous 
leg ulcers than did compression therapy with the Unna boot. 
The study used MOS 36-item SF health survey SF-36 and the 
Rosenberg self-esteem scale.[9]

Both healing the patient’s ulcer and normalizing the patient’s life 
should form the basis of care. The challenge is to move from a 
focus on wound management to understand the specifi c needs 
of each individual. Achieving normality in a chronic recurring 
condition, especially like venous ulceration with its demand 
for continued compression therapy, is a challenge yet to be 
met effectively by health care providers. Guidelines on leg 
ulcer management do not account for many of the far-ranging 
effects of leg ulceration. Therefore, they need to be adjusted 
in order to improve nursing and medical care in the future. 
QOL assessment has a signifi cant role to play in this endeavor 
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and should, therefore, be an integral part of the management 
protocol of patients with leg ulcers.
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Adjunctive treatment for leg 
ulcers
Sir,
The article venous leg ulcers: Other treatments by I Majid[1] 
was revealing. Leg ulcers are a therapeutic challenge. Many 
important facets integral to the treatment of leg ulcers have 
been covered extensively in the issue by various authors. 
The basic principles of treatment are to remove or treat 
precipitating causes; compression therapy to promote healing 
continues to be the cornerstone in effective treatment of the 
leg ulcer, especially the one with venous etiology. Apart from 
that for venous ulcers, leg elevation, multi-layered dressings, 
and surgical management help; for arterial ulcers, smoking 
cessation, revascularization, antiplatelet medications, 
pentoxifylline, and management of risk factors are of benefi t; 
for neuropathic ulcers, off-loading of pressure, topical growth 
factors, and tissue-engineered skin may be of value; for 
pressure ulcers, off-loading of pressure, reduction of excessive 
moisture, sheer, and friction with adequate nutrition may be 
key to success. Diabetics may further benefi t from improved 
glycemic control to reduce ulcer risk.[2] Glycemic control may 
also reduce the risk for amputations in patients with preexisting 
ulcers. The goal in diabetic foot ulcer treatment is complete 
wound healing. Standard wound care consists of debridement, 
infection control, offl oading through total contact casting, and 
dressings to maintain a moist wound bed.

Many adjunctive measures help in enhancing healing of the leg 

ulcer. Systemic therapy with hyperbaric oxygen or intravenous 
therapy with agents such as prostaglandins, local mechanical 
therapy such as negative pressure wound therapy (NPWT), 
electromagnetic stimulation or enhanced local oxygen therapy, 
topical therapy with vaso-active growth factors such as 
platelet-derived growth factor or tissue-engineered skin and 
skin products are the cutting-edge technological advancements 
for healing of the leg ulcer. A lot of other techniques and modes 
of treatment are anecdotal and individualized, and, therefore, 
cannot be covered fully in the present issue of leg ulcers. The 
author has very lucidly discussed the commonly used adjunctive 
modalities namely electrical stimulation, hyperbaric oxygen 
therapy (HBOT), NPWT, and laser therapy. A brief mention of 
nutrition, ultrasound therapy, and stem cells too merit a mention 
in this letter to the editor, to complement the comprehensive 
subject of adjunctive therapies for the treatment of leg ulcers.

Therapeutic ultrasound therapy and electrical stimulation 
are fast becoming very promising clinical tools for chronic 
wounds. The use of electrical stimulation for wound healing 
allows the clinician to deliver exogenous electrical signals 
into wound tissue, thereby mimicking the natural underlying 
bioelectrical response to injury. Interestingly, electrical 
stimulation is also being used for skin graft salvage.[3] In recent 
years, low-frequency (kilohertz) ultrasound devices have 
increasingly been used for wound healing, serving as debriders 
or as healing promoters.[3] Randomized controlled trials of 
low frequency, noncontact ultrasound treatment suggest an 
effect on neuropathy and superfi cial diabetic foot ulcers, with 
some evidence of benefi t in ischemic ulcers.[4,5] Two kinds of 
action of ultrasound are of particular interest for the wound 
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