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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 a localized area of necrosis of the surface of the skin or mucous 
membrane. It is usually produced by sloughing of inflamed necrotic tissue. 
Ulcers of the skin are common, particularly on the legs and feet, on areas 
exposed to the sun, and on pressure areas such as the sacrum in older 
people.
The national morbidity survey (UK) showed that 2-3 per 1000 patients per 
annum consulted their general practitioner with 'chronic ulcers of the skin'.









Definition:

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:

VNonspecific
Vspecific (e.g. tuberculousor syphilitic) 
Vmalignant

Another classification:

Venous, arterial, diabetic, neuropathic, 
malignant, traumatic.



Nonspecific ulcers are 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, are 
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 supply. Ischaemiaand 
anaesthesiatherefore will cause these ulcers. 
Thus, in the arm, chronic vasospasm and 
syringomyeliawill cause ulceration of the tips 
of the fingers (respectively painful and 
painless). In the leg, painful ischaemiculcers 
occur around the ankle or on the dorsum of 
the foot.



Neuropathic ulcers due to anaesthesia
(diabetic neuritis, spinabifida, tabes
dorsalis, leprosy or a peripheral nerve 
injury) are often called perforating ulcers 
(Fig. 12.15).Starting in a corn or bunion, 
they penetrate the foot, and the 
suppuration may involve the bones and 
joints and spread along fascialplanes 
upwards, even involving the calf.





×The most common causes of lower limb ulceration are venous disease, arterial 
disease and diabetes.
Differentiating between leg ulcers (85%) and foot ulcers (15%) is very important since 
they present two very different problems. 3 According to the survey by Stacey, venous 
disease is present in two-thirds of leg ulcers, while arterial disease occurs in 28% ( 
Table 103.2 ). Ulceration on the foot frequently has an arterial aetiology(72%), with 
many of these patients also having diabetes, whereas venous disease is present in only 
6%. 

×The differential characteristics are presented in Table 103.3 .
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.
×Appropriate investigations (if required) include:
Åfull blood count
Åblood sugar
Åduplex dopplerstudies for arterial circulation



Table 103.2 Causes of chronic ulceration of the leg and foot

Table 103.3 Comparison of typical features of venous and arterial ulceration 
of the leg



To swab or not to swab
A routine ulcer swab is not considered to be of significant value. If specific organisms such 
as Mycobacterium ulceransare suspected, then cultures are necessary.

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

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 < 0.8 warrants caution in applying any compression





Venous ulceration (synonyms: 'varicose', 'stasis' and 'gravitational' ulcers) accounts for 
the majority of leg ulcers. Chronic venous insufficiency is one of the most common 
medical problems in the elderly, with an estimated incidence of 5.9%.
The problem is invariably secondary to deep venous thrombophlebitis. The 
subsequent chronic venous hypertension produces trophicchanges such as 
hyperpigmentation, fibrotic thickening, indurationand oedema. The end point of this 
process is ulceration, which affects 3% of those with varicose veins and 30% of those 
with trophicchanges.

Clinical features of venous ulcers:
Åoccur in same area as venous eczema
Åshallow (but can reach periosteum)
Åmore common medial than lateral
Åsometimes circumferential
Ågranulating floor sometimes with surrounding cellulitis
Ånotoriously slow in healing
Ågenerally not tender but can be painful
Åassociated pain 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 firm indurationdevelop. Other 
clinical features include dermatitis (eczema), punctuate capillary proliferation, 
haemosiderin, hyperpigmentationand 'atrophieblanche'.





Ischaemiculcers are generally localisedto the most peripheral areas below 
the ankle joint, such as the tips of the toes and the point of the heel, or to 
pressure points such as the heels, malleolior head of the first metatarsal.
Clinical features:
Åpainful
Åpunched out
Åminimal granulation tissue
Management is directed towards reperfusion.




