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Leg ulcers: An Indian 
perspective
Sir,
The article venous leg ulcer: Management aspect in Indian 
scenario by V Vishwanath[1] very vividly brought out the 
problems and peculiarities of the Indian context. In the absence 
of a central trauma and wound registry and quality research 
on the issue, it is diffi cult to correctly assess the magnitude 
of the suffering generated by leg ulcers in this country of 
over 1.2 billion people. This coupled with poor infrastructure, 
superstitions, and beliefs of the rural population that accounts 
for the majority of the population, makes treating such patients 
an arduous challenge. Popular perceptions of the cause of 
leg ulceration may be infl uenced by the humoral theories 
of balance and imbalance. Other explanations include poor 
circulation, lowered immunity, bad blood, being cursed and 
doing something wrong in a past life or this life.[2]

While there are few Indian studies on the epidemiology of 
chronic wounds, one study estimated the prevalence at 
4.5/1000 population. The incidence of acute wounds was more 
than double at 10.5/1000 population.[3] As has already been 
brought out elsewhere in the issue, in the Western world, leg 
ulcers are mainly caused by venous hypertension, arterial 
insuffi ciency, neuropathy, especially in the diabetic, pressure, 
vasculitis, or a combination of these factors. Most of the ulcers 

in India are undoubtedly due to venous etiology, but many 
other causes such as fi lariasis, tuberculosis, and leprosy, not 
frequently seen in the western countries, add to the misery of 
the Indian patient. The study from India shows that etiology of 
chronic wounds included systemic conditions such as diabetes 
and atherosclerosis. Other major causes included pressure 
ulcers, vasculitis, and trauma. Not surprisingly, the study stated 
that an inappropriate treatment of acute traumatic wounds was 
the most common cause of the chronic wound.

The author has brought out another interesting aspect: The 
possibility of the association of more co-morbidities in the 
Indian patient with leg ulcers as compared to the one in the 
West. Again, in the paucity of adequate studies, it is diffi cult 
to ascertain this difference but this aspect may be a trigger 
for future research. Yet again, the author stimulates the novel 
thought of translating quality-of-life indices into multiple Indian 
languages to reach out to the Indian population.

The author has mentioned the use of honey, activated 
charcoal, and potato peel for dressings and maggot therapy 
for debridement. There are other agents that have been used 
since times immemorial. However, randomized controlled trials 
are lacking in Indian literature.

A lot of patients, especially in rural India, cannot afford many 
of the investigations listed elsewhere in the issue. Therefore, 
ankle-brachial pressure index with color. Duplex ultrasound 
scanning should form the backbone of investigative work-up 
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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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