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INTRODUCTION 

Lower extremity ulcer is most common in our population 

due to their chronicity. Not only from lower and middle 

strata but also from upper class, this problem affects more 

in adults, who are in their prime working age. At many 

places, lower extremity ulcers are considered unimportant 

of all the disease and its management is usually done by 

the most junior in the unit. As a result of the ageing 

population and increased risk factors for atherosclerotic 

occlusion such as smoking, obesity, and diabetes, there is 

rising in incidence of ulceration. The overwhelming 

majority of leg ulcers are of venous origin, cited in the 

literature from anywhere between 45% and 90% of all leg 

ulcers.1,2 

Venous ulcers, or stasis ulcers, account for 80 percent of 

lower extremity ulcerations.3 Other lower extremity 

ulcerations include arterial insufficiency; prolonged 

pressure; diabetic neuropathy; and systemic illness such 

as rheumatoid arthritis, vasculitis, osteomyelitis, and skin 

malignancy are less common etiologies.4  

The main mechanisms behind venous ulcers are reflux, 

venous out flow obstruction, or the combination of the 

two.5 Ulcers of skin can result in complete loss of the 
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ABSTRACT 

 

Background: Lower extremity ulcer is most common in our population due to their chronicity. Lower extremities are 

exposed to injury and having a circulation strained by upright posture. This has reason for researchers and surgeon 

who have been concerned with the reasons for their common occurrence and difficulty in their cure. Researcher 

interested to study the lower extremity ulcer cases in respect of their aetiological basis.  

Methods: 100 patients of lower extremity ulcer with various types were admitted in surgical wards of Mallareddy 

Institute of Medical Sciences, Hyderabad during study period.  The cases were examined in detail and investigated 

thoroughly.  If there is clinically doubtful case, the diagnosis was made only after histopathological examination. 

Results: Most common type of ulcer was found in the present was venous 25 (25%) cases, contributed by male (21) 

and female (04) followed by diabetic 22 (22%) and Traumatic 18 (18%). Most of cases belongs to the age group 41-

60 years (45) and male (37 cases). High saphenous vein ligation with stripping of veins (21.4%) and conservative 

(21.4%) treatment were common surgical procedures used for the treatment of Venous ulcer.  

Conclusions: In the present, Venous ulcers are the most common of all leg ulcers with high morbidity. The surgical 

procedures are directed at prevention of venous reflux at various levels.  
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epidermis and often portions of the dermis and even 

subcutaneous fat.6 If these ulcers are to heal quickly the 

underlying cause is to be removed which necessitates the 

correct diagnosis bases on detailed history, clinical 

examination and investigation and proper treatment and 

follow up. With right approach, the vast majority heal 

with simple ambulatory outpatient therapy the essential 

requirement for treating lower extremity ulcer include a 

thorough understanding of lower extremity anatomy 

vascular haemodynamic and management of 

inflammatory skin changes. 

In the course of a lifetime, almost 10% of the population 

will develop a chronic wound, with a wound-related 

mortality rate of 2.5%.7 Of these, underlying venous 

pathology is the most common aetiology of lower 

extremity ulceration.8 An integrative review of previous 

studies on quality of life in patients with venous ulcers 

was published, which confirmed the negative impact of 

the disease on health-related quality of life.9 Venous 

ulcers are often recurrent, and open ulcers can persist 

from weeks to many years.10-12 A correct diagnosis is 

essential to avoid inappropriate treatment that may delay 

wound healing, cause deterioration of the wound, or harm 

the patient. 

The present study is based on the patient of lower 

extremity ulcer of different etiology, which was treated in 

Mallareddy institute of medical sciences for one year. 

The treatment advocated was mainly minor surgical 

procedure, chemotherapy posture, elastic compressor 

bandaging and surgery. In this study, which follows an 

attempt is made to evaluate the results obtained by these 

procedures. Aim of the study was to evaluate lower 

extremity ulcer cases in respect of their aetiological basis. 

METHODS 

The present is prospective study design. In the present 

study, 100 patients of lower extremity ulcer with different 

types were included during study duration. And they 

were admitted in surgical wards of Mallareddy Institute 

of Medical Sciences, Hyderabad.  Detailed records of the 

cases were maintained through standardized proforma.  

The cases were examined in detail and investigated 

thoroughly.  The ulcers were associated with signs and 

symptoms and these included pain, swelling, burning 

sensation, itching, heaviness, restless limb, skin 

discoloration, and lipodermatosclerosis.  

In clinically doubtful cases, the diagnosis was made only 

after histopathological examination. The treatment 

advocated was mainly minor surgical procedure, 

chemotherapy posture, elastic compressor bandaging and 

surgery.  In this study, which follows an attempt is made 

to evaluate the results obtained by these procedures. Data 

were entered in Microsoft excel and analysis was 

performed. 

RESULTS 

Table 1: Age and sex distribution. 

Age group 

(years) 

Male 

(%) 

Female 

(%) 
Total (%) 

< 40 32 (76) 10 (24) 42 (42) 

41 - 60 37 (82) 8 (18) 45 (45) 

>= 61 11 (85) 2 (15) 13 (13) 

Total 80 (243) 20 (57) 100 (100) 

Majority of cases belongs to the age group 41-60 years 

(45) and male (37 cases) also presented in Table 1. 

Table 2: Different types of ulcers. 

Type of ulcers Male Female Total (%) 

Venous 21 04 25 (25) 

Diabetic 15 07 22 (22) 

Traumatic 13 5 18 (18) 

Arterial 12 2 14 (14) 

Leg ulcer AV fistula 11 2 13 (13) 

Trophic  08 00 08 (08) 

Total 80 20 100 (100) 

Most common type of ulcer was found in the present was 

venous 25 (25%) cases, contributed by male (21) and 

female (04) followed by diabetic 22 (22%) and traumatic 

18 (18%) presented in Table 2. 

Table 3: Various types of surgical procedure used for 

the treatment of venous ulcer. 

 

Types of procedure Male Female Total 

Debridement of ulcer 

with skin grafting 
05 01 06 

High saphenous vein 

ligation with sripping of 

veins (Trendelenburg) 

04 00 04 

Subfacial ligation of 

perforator 
04 00 04 

Subfacial ligation of 

(previously treated 

varicose vein) 

perforating vein 

03 00 03 

Sclerotherapy 02 00 02 

Conservative 03 02 05 

Total 21 04 25 

Rest, elevation and compression bandaging treated all 

patients of venous ulcer till ulcer healed or become 

healthy before any surgical intervention. High saphenous 

vein ligation with stripping of veins (21.4%) and 

conservative (21.4%) treatment were common surgical 

procedures used for the treatment of Venous ulcer 

presented in Table 3. 
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DISCUSSION 

In the present study, 100 cases of lower extremity ulcer 

have been studied in relation to their etiology clinical 

features and management. 

The importance of gravity in the cause of venous ulcer 

was stress by Brodic, Hilton and recently by Angle and 

Bergan.  Gay was the first shown that, such ulcers are due 

to obstruction of trunk veins (deep and superficial) and 

that varicose vein play no part. Venous ulcers are often 

recurrent, and ulcers can persist from weeks to many 

years. Severe complications include cellulitis, 

osteomyelitis, and malignant change.13  

Chronic ulceration of lower extremity following deep 

vein thrombosis is a condition that undoubtedly has 

plaqued the human race since man assumed the erect 

position. Venous ulceration occurs in the gaiter area in 

95% of cases especially around the malleolar region.14 

On the basis of study conducted, a conception of 

pathogenesis is suggested the main links of which are 

micro circulatory disorder in the system of perforating 

veins of a closed structure and deficient resolution of 

fibrin due to diminished local fibrinolytic activity of the 

plasma insufficient ferber splitting leads to the formation 

of paravasal collagen cuffs preventing normal exchange 

between the capillaries and tissues.15 It has been reported 

that, ulcers associated to venous insufficiency comprise 

70%, arterial disease 10%, and ulcers of mixed etiology 

15% of leg ulcer presentations.16 The remaining 5% of 

leg ulcers result from less common pathophysiological 

causes, and this last group include considerable 

challenges in assessment, diagnosis and management.17 

Venous ulceration is a chronic disease, which is 

distinguished by periods of exacerbation and remission. 

Due to longer duration for healing of venous ulcers 

frequently, which affects in physical and psychological 

discomfort and negatively affects a patient’s functional 

status.18 

It is mostly to atherosclerosis of thromboangitis 

obliterians (Buerger’s disease) can be `pure’ when ulcer 

is only due to obliterate arterial disease or combined 

when it is associated with varicose veins or post-

thrombotic disease. Arterial leg ulcers occur as a result of 

reduced arterial blood flow and subsequent tissue 

perfusion.19 

Avoidance of weight bearing special shoes, to 

debridement is often effective. For neuropathy vitamin 

B12 injection is tried. Diabetic patients can develop 

ulcers due to higher risk for arterial diseases and 

neuropathy. In addition, hyperglycemia poses the risk of 

ulcers secondary to neuropathic impairment of sensory, 

motor, and autonomic function, typically in the hand and 

foot, or “stocking and glove” distributions.20  

From peripheral vascular disease, the major underlying 

causes are noted to be peripheral neuropathy and 

ischemia. Other factors in ulceration are trauma, 

deformity, callus formation, and edema.21 

CONCLUSION 

As case reports scattered throughout the literature, 

extremely rare ulcers of numerous etiologies are existing 

only. In this study, it was found that, venous ulcers (25%) 

are the most common of all leg ulcers with high 

morbidity. Many times, it is not properly diagnosed and, 

unnecessarily, expensive treatment is undertaken. 

Conservative management with leg elevation and 

compression therapy is effective and is the mainstay of 

therapy, particularly in the elderly and informs not 

suitable for surgery. No particular dressing material has 

been found to be superior to the others. Surgery will 

require for those who, ulcers of prolonged duration not 

responding to conservative measures or patients may be 

for life style reasons, are unable to undertake it. At 

prevention of venous reflux at various levels, the surgical 

procedures are recommended. 
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