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ABSTRACT

Introduction: Venous ulcers of lower limbs are often chronic and non-healing, many a time neglected 
by patients and their treating physicians as these ulcers mostly do not lead to amputation as in 
gangrenous arterial ulcer and also cost much to complete the course of treatment and prevention 
of recurrence. Materials and Methods: One hundred and twenty two lower limb venous ulcers 
came up for treatment between May 2006 and April 2009. Only twenty nine cases completed the 
treatment. The main tool of investigation was the non invasive Duplex scan venography. Biopsy of 
the ulcer was done for staging the disease. Patients’ choice of treatment was always conservative 
and as out-patient instead of hospitalisation and surgery, which required a lot of motivation by the 
treating unit. Results: Out of twenty nine cases, ten cases were treated conservatively and seven  
(24.13%) healed well. Remaining nineteen cases were given surgical modality in which fifteen 
cases (51.74%) were successful. Only seven cases (24.13%) failed to heal. Compression stockings 
were advised to control oedema, varices and pain. Foot care, regular exercises and follow-up were 
stressed effectively.
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INTRODUCTION

Venous ulcers are full thickness defects of skin in 
lower limb mostly in ankle region, due to venous 
hypertension, also known as chronic venous disease 
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(CVD) of lower limb. It is five to seven times more common 
than arterial ulcer. Its overall prevalence was given as  
0.18%.[1] Chronic venous disease is mainly reported in women in 
Western countries. The incidence may be more in our country 
as here patients do not seek early medical advice because of 
limb covering apparel, scanty financial resources, and disregard 
for disfigurement of the limb.[2] It is often ignored and poorly 
managed as many wound centres treat the problem and not 
the cause.[3] The plastic surgeon’s help is sought only when the 
ulcer becomes complicated with deeper infection, foul smell 
and intractable pain. A hospital based observational study of 
leg venous ulcer patients has been performed to assess the 
efficacy of our management protocol in these patients.
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MATERIALS AND METHODS

One hundred and twenty two chronic lower limb venous 
ulcers were treated between May 2006 and April 2009. The 
number of cases who took complete treatment and formed 
our study, was only 29 (23.7%) consisting of 25 males (86.2%) 
and 4 females (13.8%) as others dropped out due to financial 
crunch or fear of hospitalisation. The presenting features of 
all the patients have been summarised in Table 1. Average 
duration of the symptoms was 2 years and 6 months. 
The coexisting diseases, past treatment and examination 
findings  have been summarised in Tables 2 and 3. Nine 
patients were medically treated in the past and one patient 
had small saphenous vein ligation in the left leg 3 years 
before [Tables 1-3]. 

Investigations for basic vital parameters and specific ones 
in only severe thrombotic ulcers, like prothrombin time, 
platelet count, international ratio (PT, PC, INR values) were 
done. X-ray of the leg and foot, wound culture and sensitivity 
and abdominal ultrasonogram were also done routinely. 
Doppler study showed normal Ankle Brachial Index (ABI) 
between o.8 and 1.1, ruling out arterial insufficiency in these  
ulcers.[4,5] Duplex scan venography was done in all cases as it is 
the gold standard to evaluate both anatomical and functional 
changes of the venous system [Figure 1].[6,7] Valveless major 
and perforator veins were seen with reflux. An analysis of 
scan findings revealed mostly post thrombotic features as 
depicted in Table 4. Biopsy of the ulcer was done from the 
edge and scrapings. Histopathological findings showed 
typical large venous sinuses with pericapillary inflammation, 
showing macrophages with plenty of neutrophils near the 
vessel wall, with non healing granuloma. Destruction of 
normal subcutaneous tissue and replacement with thick 
fibrosis was also detected with severe skin destruction and 
ulcer crater [Figure 2].[8]

All the 29 cases (25 males and 4 females) were initially 
treated with thorough cleaning and dressing. They were 
analysed  as per Clinical findings, aetiology, anatomical site 
and pathological picture (CEAP classification)[9] for further 

management  by either  conservative or surgical modality. 
Ten cases (34.5%) with shallow, spreading ulcers having only 
superficial vein thrombosis were treated conservatively 
with saline or skin substitutes. We used locally available 
dressings like collagen sheet[10] in three patients [Figure 3], 
Quinidochlor cream with polyurethane foam dressing in 
three cases and nanocrystalline silver coated dressing[11,12] in 
four cases. Out of these ten cases, seven cases (24.1% of total 
29 cases) healed within 3 months of conservative treatment 
[Figure 3]. Compression stockings were given concurrently 
to the affected limb to reduce oedema,  lymphostasis,  pain 
and to enhance venous flow. Three cases failed to show 
healing.

Surgical treatment was required for nineteen patients(65.5%) 
as their ulcers were deep and recalcitrant. Split thickness 
skin grafting of varying thickness[13] was done for eleven 
superficial ulcers out of which ten were successful and there 
was one failure [Figure 4]. Full thickness skin grafting[14] was 
done for four cases with deep ulcers. There were three 
failures and one successful healing [Figure 5]. Pedicled flap 
cover[15] was done for two deep ulcers exposing muscle as 
they were able to provide good vascularised tissue to reduce 
the ongoing ulceration  One patient was treated with reverse 
sural artery flap and the other with local fasciocutaneous 
flap after good debridement. Both the ulcers healed 
satisfactorily. No recurrence has been encountered in a 
follow up of 2 years [Figure 6]. Free flaps[16,17,18] were used 
in two patients with deep ulcers having skin changes with 
lipodermatosclerosis (LDS). Latissimus dorsi free muscle flap 
in the one and a free anterolateral thigh flap [Figure 7] in the 
other patient were done. Both flaps settled well (6.89% of 
total cases) and the patients are ulcer free on follow up. In 
our study, we did not use V.A.C therapy[19] due to prohibitive 
cost of the commercial unit. In summary, surgically good 
results were obtained in fifteen out of twenty nine cases 
(51.72%).Four cases failed to heal. The outcome of the 
procedures is summarised in the Table 5.

The healed ulcer cases were followed up with class 2 
compression stockings[20] and physiotherapy to further 

Table 1: Summary of clinical features on presentation
Symptoms No. of patients (n=29) Duration Average duration 
Swelling of leg with non-healing, painful ulcer in lower leg with 
hyperpigmented,eczematous changes

10 6 months to 2 years 9 months

Swelling of ankle with pain and ulcer in lateral malleolus, 
discolouration and prominent   dilated veins

18 8 months to 3 years 1.25 years

Swelling and ulcer over the dorsum of foot with pain, discoloration 
and pruritus 

01 3 years 3 years
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