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Introductior

An ulcer, which occurring at any of the vital parts of the body
secretes a copious quantity of pus and blood, and refuses to be
healed, even after a course of proper and persistent medical
treatment, is sure to have a fatal determination.

An ulcer is docalizedarea of necrosis of the surface of the skin or mucops
membrane. It is usually produced by sloughing of inflamed necrotic tisque.
Ulcers of the skin are common, particularly on the legs and feet, on ardas
exposed to the sun, and on pressure areas such as the sacrum in oldey
people.

The national morbidity survey (UK) showed tBe8 per 1000patients per
annum consulted their general practitioner with ‘chronic ulcers of the sKin'.




TABLE 4-1 m Baslic Types of Skin Leslons

Primary Lesions (May Arise From Previously Normal Skin)

Circumscribed, Flat, Nonpalpable Palpable Elevated Solid Masses Circumscribed Superficial Elevations of
Changes in Skin Color the Skin Formed by Free Fluid in a
Cavity Within the Skin Layers

Macule—Small flat spot, up

" ] __‘,r"' twl.0cm

Examples: freckle, petechia

Patch—Flat spot, 1.0 ¢cm or

larger

Papule—Up to 1.0 cm.
Example: an elevated nevus

Plague—Elevared superficial
lession 1.0 cm or larger,
often formed by coalescence
of papules

Nodule—Marble-like lesion
larger than 0.5 cm, often
deeper and firmer than a
papule

Wiheal—A somewhat
irregular, relatively transient
superficial area of localized
skin edema. Examples:
mosquito bite, hive

T

Vesicle—Up to 1.0 cm; filled
with serous fluid. Example:
herpes simplex

Bulia—1.0 cm or larger;
filled with serous fluid.
Example: 2nd-degree burn

Pustule—Filled with pus.

Examples: acne, impetigo




Secondary Lesions (Result From Changes in Primary Lesions)

Loss of Skin Surface

Erosion—Loss of the Ulcer—A deeper loss of , Fisssre—A linear crack in
superficial epidermis; surface : v cpidermis and dermis; may M i theskin. Example: athlete’s
i 'l

wﬁ? 1s moist but does not bleed. : ¥ bleed and scar. Examples:

i"""ﬂ
Example: moist area after the " stasis ulcer of venous R ﬁ

foot

rupture of a vesicle, as in i insufficiency, syphilitic
chickenpox chancre

Material on the Skin Surface

Crust—The dried residue of Seale—A thin flake of

serum, pus, or blood. ' i . exfoliated epidermis.

Example: impetigo a0 Examples: dandruff, dry skin,
Vi psoriasls

(table continues next page)




Miscellaneous Lesions

Lichenification—Thickening and Atroply—Thinning of the skin with loss Exroriation—An abrasion or scratch
roughening of the skin with increased of the normal skin furrows; the skin looks mark. It may be linear, as illustrated, or
visibility of the normal skin furrows. shinier and more translucent than normal. rounded, as in a scratched insect bite.
Example: atopic dermanns Example: artenal insufficiency

Burrow af Scabies—A person with scabies has
intense itching. Skin lesions include small
papules, pustules, lichenified areas, and
excoriations. With a magnifying lens, lock for
the burrow of the mite that causes it. A
burrow is a minute, slightly raised tunnel in
the epidermis and is commonly found on the
finger webs and on the sides of the fingers. It
looks like a short {5-15 mm ), inear or curved,
gray line and may end in a uny vesicle.

Scar—PReplacement of
destroyed tssue by fibrous
tissuc. bMay be thick and
pink {hypertrophic) or thin
and white (atrophic), but
does not extend beyond
the injured area

Additional Terms:
s Comedo—The common blackhead that marks the plugged opening of a scbaceous gland, frequently seen with acne
s Nevus—The common mole; appears flat to slightly elevated, round and evenly pigmented; however, some nevi look quite different, as in the pigmented nevi of

melanoma.
s Telangicctasias—Iilated small vessels (can be venules, arterioles, including spider angiomas, or capillanies) that look either red or bluish. May appear by
themselves or as parts of other lesions, as in a basal cell carcinoma or radiodermantis (skin injury from 1onizing radiation).




a discontinuity of an epithelial surface.
There is usually progressive destruction of
surface tissue, cell by cell, as distinct from
death of macroscopic portions, e.g.
gangrene or necrosis.




Classification:

V Nonspecific
V specific(e.g.tuberculousor syphilitig
V malignant

Another classification:
Venqa#deridiabenheuropathic
malignamumatic




Nonspecific ulcerare due to infection
of wounds, or physical or chemical

agents. Local irritation, as in the case
of a dental ulcer, or interference with
the circulation, e.g. varicose veins, afe
predisposing causes.




Trophiculcers|trophe (Greek) = nutrition]
are due to an impairment of the nutrition of
the tissues, which depends upon an
adequate blood supply and a properly
functioning nerve supplyschaemiand
anaesthesidherefore will cause these ulcers.
Thus, in the arm, chronic vasospasm and
syringomyeliawill cause ulceration of the tig
of the fingers (respectively painful and
painless). In the leg, painfisichaemiailcers
occur around the ankle or on the dorsum af
the foot.




Neuropathic ulcerslue toanaesthesia
(diabetic neuritisspinabifida, tabes
dorsalis leprosy or a peripheral nerve
Injury) are often called perforating ulceys
(Fig.12.15).Starting in a corn or bunion
they penetrate the foot, and the
suppuration may involve the bones ang
joints and spread alonfgscialplanes
upwards, even involving the calf.

Fig. 12.15 Perforating ulcer in a diabetic.







X The most common causes of lower limb ulceration are venous disease, arterial
disease and diabetes.

Differentiating between leg ulcer8%%) and foot ulcerslg%) is very important since

they present two very different problem8.According to the survey by Stacey, venous
disease is present in twihirds of leg ulcers, while arterial disease occurdg¥ (
Table1032). Ulceration on the foot frequently has an arte@atiology(72%), with

many of these patients also having diabetes, whereas venous disease is present in on

6%.

x The differential characteristics are presented in Tdlf8.3 .

A general examination, including the leg, is very important. This includes examining
the venous drainage ( click here for further reference), the arterial pulses and the
sensation of the leg, and checking for the presence of diabetes.

x Appropriate investigations (if required) include:

Aull blood count

Alood sugar

Aluplexdoppler studies for arterial circulation




The leg

Venous disease

Mixed venous and arterial disease 15

% | Tablel032 Causes of chronic ulceration of the leg and foot

52

Arterial disease 13
Others 20
The foot
Arterial disease 72
Mixed venous and arterial disease
Venous disease 4
Others - Table1033 Comparison of typical features of venous and arterial ulceration
of the leg
Venous Arterial

Site Around ankle and lower third of leg (gaiter area) Distal to ankle

Just above medial and lateral mallecli Ower pressure points on toes, side of foot, metatarsal heads
Pain Nil to mild Usually moderate to sewvere
Oedema Usually present Usually absent

Ulcer features

Associated limb features

History

ABI

'Ragged' edge
Often superficial
Ooze +++

Varicosities

Varicose dermatitis
Haemosiderin deposits
Atrophie blanche

Limb cedema
Past DVT
Failed graft

= 0.9

'Punched out'

Often deep, involving deep fascia
Dry

'Cold" extremities

Ischaemic changes

Diminished or absent peripheral pulses
Thin, shiny, dry skin

Peripheral vascular disease—claudication, rest pain
Diabetes
Smoker

< 0.5-0.7

Based on a table prepared by Dr Denise Findlay; reproduced with permission




To swab or not to swab

A routine ulcer swab is not considered to be of significant value. If specific organisms su
as Mycobacteriunulceransare suspected, then cultures are necessary.

Measurementof ankle/brachial pressure index

To plan management of a leg ulcer, it is ideal to determine the blood flow with a hand
held doppler Measure ankle and brachial systolic pressures and then determine the ankl

brachial index (ABI), which is the ankle pressure divided by the brachial pressure. Typica
levels are:

normal = 0.9 (venous ulcer)
Ischaemic < 0.5 (arteral ulcer)

claudicant 0.5-0.9 {mixed arterial-venous ulcer, significant ischaemia if < 0.7)

The ability to determine the cause of the ulceration and thus treat accordingly,
especially with pressure dressings, has been a major advance in management.
An ABI €©.8 warrants caution in applying any compression







Venous ulceration (synonyms: 'varicose', 'stasis' and 'gravitational' ulcers) accouj:ts for
the majority of leg ulcers. Chronic venous insufficiency is one of the most commagn
medical problems in the elderly, with an estimated incidencb.#o.

The problem is invariably secondary to deep vernthusmbophlebitis The
subsequent chronic venous hypertension produttephic changes such as
hyperpigmentation fibrotic thickeningjndurationandoedema The end point of this
process is ulceration, which affe@% of those with varicose veins a6 of those
with trophic changes

Clinical features of venouscers:
Koccurin same area as venous eczema
Ashallow(but can reactperiosteurn)
Anore common medial than lateral

Aometimescircumferential

Hyranulatingfloor sometimes with surroundingellulitis
Aotoriouslyslow in healing

Hyenerallynot tender but can be painful
Fassociatedgain is usually relieved by raising the leg

On examination, superficial varicosities are usually but not invariably present. Pitting
oedemamay be present early but with time fibrosis and firmluration develop. Other
clinical features include dermatitis (eczema), punctuate capillary proliferation,
haemosiderinhyperpigmentationand atrophie blanche'.
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Ischaemiaulcers are generallipcalisedto the most peripheral areas below
the ankle joint, such as the tips of the toes and the point of the heel, or tp
pressure points such as the heatsalleolior head of the first metatarsal.
Clinical features:

Aoainful

Aounchedout

Aninimalgranulation tissue

Management is directed towards reperfusion.







