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Abstract

Aim To determine the quality of life (QoL) of clients with venous leg ulcers (VLU) treated in the community and investigate
if age-related frailty or disability posed an additional impact on QoL.

Methods Clients with VLUs receiving wound care on 7 November 2019 from a community nursing service in Perth, Western
Australia were invited to participate. Data was collected from an electronic management system on client demographics,
comorbidities, key assessments and wound outcomes. A nurse-administered survey was used to collect data on clients’
current health status and VLU health experience, frailty via the FIND (Frail Non-Disabled tool), and QoL via the Wound-QoL

tool.

Results There were 262 clients with VLUs who were invited to participate; 253 were considered eligible and 244 eligible
clients completed the survey (96.4%). Common client comorbidities included obesity (48.9%), heart disease (34.5%),
diabetes (24.2%), history of deep vein thrombosis (DVT) (19.7%) and varicose veins (44.7%), and 30% had their ulcer
for =12 months. All but five clients (98%) reported the VLU had impacted their QoL. A total of 54% were classified as
‘disabled’ and 23.7% as ‘frail’. Independent predictors of poor QoL included a previous hospital admission, obesity and
FiND classification of frail or disabled. Increasing age was protective of poor QoL.

Conclusion Almost all VLU clients reported an impact on their QoL. They also demonstrated high levels of frailty and had
significant comorbidities. Interventions to improve QoL for these clients must be considered.
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Introduction

Silverchain is a large not-for-profit Australian community
health and aged care organisation and wound management
comprises the largest component of clinical care delivered.
Venous leg ulcers (VLU) are amongst the most common
chronic wounds treated by the organisation'. VLUs are
associated with chronic venous insufficiency (CVI), varicose
veins and/or a history of deep vein thrombosis (DVT)?2.
They are more commonly associated with older age* and
individuals with comorbidities of obesity, immobility and
rheumatoid disease®®. Estimates of VLU prevalence vary
from 0.6-4% amongst people aged over 60 years®S.

The impact of VLUs on individuals is substantial, with
compromise in individuals’ activities of daily living, comfort,
alterations in cosmesis and body image, reduced mobility
and disability, which subsequently impacts on quality of life
(QoL)*". The World Health Organization defines QoL as “an
individual’s perception of their position in life in the context of
the culture and value systems in which they live and in relation
to their goals, expectations, standards and concerns”'2. An
individual’s perceptions of QoL are subjective and influenced
by their health status and their ability or inability to fulfil their
activities of daily living independently.
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There are a considerable number of health-related quality
of life (HRQoL) tools and several specifically for assessment
of individuals with VLUs™. Although these tools have many
common components, their utility for researchers and
clinicians is dependent upon factors such as the number
of responses required and the timespan over which QoL
is to be evaluated?. Although not specifically designed
for individuals with VLUs, the Wound-QoL tool is designed
to ascertain QoL impacts associated with the presence
of a chronic wound within the immediate context and the
preceding 7 days'. The Wound-QoL for measurement of
QoL in chronic wounds has been reported to be internally
consistent, valid and responsive®. The ability to evaluate
QoL in the immediate context was of particular interest to the
researchers who perceived this information to be most relevant
for contemporary clinical decision making and care planning.
In addition, a generalised Wound-QoL tool was anticipated to
facilitate future QoL assessment and comparisons amongst
clients with other chronic wound types.

In 2019, in Western Australia (WA), Silverchain staff managed
1,164 clients with 2,537 VLUs. The mean age of these
clients was 75 years. Overall, 82% of clients with VLUs
were discharged from the service with wounds healed or
relegated to self-care (almost healed) after a mean of 97
days (SD=112)?". However, the QoL of VLU clients was not
routinely collected. This study aimed to determine the QoL of
patients with VLUs treated in the community and, considering
the age of VLU clients, it also aimed to investigate if age-
related frailty or disability posed an additional impact on
clients’ QoL.

Methods

Sample and setting

Clients were invited to participate in this study if they were
receiving treatment of a VLU from the organisation in Perth,
WA in November 2019 and met the inclusion criteria as
follows:

Inclusion

¢ Clients identified in the electronic patient management
system as being current patients in Perth, WA on
7 November 2019.

¢ Clients with a definitive diagnosis of a VLU.

e Able to understand and read English (or have someone
who could assist with this).

Exclusion
e (Clients with evidence of arterial disease (ankle-brachial
pressure index <0.8).

e Clients with a cognitive disability that impacted on their
ability to interpret the questions as determined by nurse
assessment.

The organisation utilises a purpose-built, in-house electronic
management system (EMS) which incorporates a digital

wound module that enables the collection of wound
assessment and management data at point of care by nurses
on smartphones or tablets. Data from all clients meeting
the study inclusion criteria was extracted from the EMS on
7 November 2019.

Assessment tools

The Wound-QoL comprises 17 questions attributed to three
subscales — everyday life, body and psyche'®. Answers to
each item are coded with numbers (0='not at all’ to 4="very
much’). A Wound-QoL global score on overall disease-
specific QoL is computed by averaging all items. The
Wound-QoL global score ranks a maximum score of 6822,
The higher the score, the greater the impact of the VLU on
participant’s QoL.

The Frail Non-Disabled (FiND) tool is designed to identify
non-mobile, disabled elderly individuals®. It is suitable for
self-completion, and is designed to differentiate frailty from
disability. The tool has two questions related to physical
disability (the ability to walk 400m, and the ability to climb
a flight of stairs) and three other conditions generally
considered components of the frailty syndrome - weight
loss, exhaustion and sedentary behaviour. Mobility disability
is defined as ‘a lot of difficulties’ or ‘inability’ to walk 400m
and/or climb a flight of stairs. People who report one or more
of the frailty criteria in the absence of mobility disability are
classed as frail.

Survey

A digital survey platform (Microsoft Forms) was used to
create the survey. Part 1 was designed to encourage the
participants to reflect upon their current VLU experience with
treating nurses. The questions included:

e Participant’s health status as related to the VLU.
¢ Participant’s weight and height.
¢ Presence of clinical risk factors for VLU.

Part 2 was completed by the participant and included:
e The FiND questionnaire®
e The Wound-QoL tool'
e Three additional questions about the impact of a VLU on
the participant’s showering, wearing of shoes or clothing,
and feeling attractive. These questions used the same
rating scale as the Wound-QoL tool and were worded as
follows. In the last 7 days:
¢ My wound treatment makes it difficult for me to shower
or bathe.

¢ My wound treatment makes it difficult for me to wear the
clothes and shoes | want.

* My wound makes me feel unattractive.

e A rating scale (1 = ‘no impact’ to 5 = ‘high impact’) to
determine the client’s perception of the impact of the VLU
on their QoL compared to their QoL prior to their VLU.
This question was worded as follows: Compared to before
you had an ulcer, how much has your quality of life been
impacted?
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Training

Information about the project methodology and education
on the data collection tool was provided to 182 registered
nurses (RNs) based at all service centres in the Perth
metropolitan area. Each RN was provided with a working
list of their clients. During the client’s usual treatment visit,
the RN discussed the survey with their client (and carer if
present) and provided each client with an information sheet.
If they agreed to participate, consent was recorded digitally
by RNs prior to survey participation.

Data analysis

Client demographic characteristics and current wound
management data were collected from the EMS and
linked to the survey responses. Data was analysed using
STATA®152%4, Scores from both the FiIND survey questions®
and the Wound-QoL questions' were calculated as per tool
protocols???. The three additional questions added to the
Wound-QoL were not included in the tool calculations and
analysed separately. Body mass index (BMI) was calculated
using height and weight variables, and descriptive statistics
(mean, standard deviation and percentages) were calculated
as appropriate. Differences between groups as classified
by the FiIND were identified using analysis of variance
(ANOVA) for continuous variables and chi squared analysis
for categorial variables.

Multivariable logistic regression was used to analyse the
relationship between the Wound-QoL global score and the
clients’ demographic and clinical details. The Wound-QoL
score was transformed into a binary variable with scores
of greater than the 75th percentile 21 being classified as
high impact on QoL. This multivariable logistic regression
approach included all demographic and clinical factors listed
below due to their clinical relevance to VLU development
and healing. A backward elimination strategy for this logistic
regression was also used to determine the impact of removal
of non-significant variables to the model. McKlelvey and
Zavoina’s R? was used to determine the impact of removal
of variables on fit.

The demographic and clinical factors considered in the

multivariable logistic regression were:
e Gender

e Age (years)

P ———
Patients not
Patients with VLUS available in 4
in Perth week period for
: survey due 1o
metropolitan area riar healin
an 7 Movember pricr Neaung,
hospitalisation or
2019 -
unavailable for a
N=309 nursing visit
=47
—

Figure 1. Survey participation flowchart

Patients
aviilable and
approached

to participate
n=262

Presence or absence of ischaemic heart disease, diabetes
and/or chronic obstructive pulmonary disease

Obesity (BMI =30) (yes/no)

DVT in the past (yes/no)

Varicose veins in the past (yes/no)

Current varicose veins (yes/no)

Current VLU treated for infection (yes/no)

Time of existing VLU (1 year or less/greater than 1 year)
Hospitalisation for existing VLU (yes/no)

Current compression therapy (yes/no)

FiND classification

Similarly, multivariable logistic regression was used to
analyse the relationship between the clients’ perception
of the impact of the VLU on their QoL compared to their
QoL prior to their VLU adjusting for demographic and
clinical details. The rating scale was transformed to a binary
variable with those rating 5 (large impact) compared to other
scores. This multivariable logistic regression approach used
the same demographic and clinical factors as described
above and used the same backward elimination strategy as
described.

Results

On 7 November 2019, 309 clients were identified as having
a current VLU on the EMS. A total of 47 of those clients
either healed prior to the survey period, were hospitalised or
were unavailable for a nursing visit during the data collection
period. Overall, 262 clients were approached to participate
in the survey. Of those, nine were not considered eligible as
their attending RN did not consider them to be independently
able to take part due to their cognitive deficits or their ability
to understand English. Additionally, nine clients declined to
participate, giving a total of 244 (96.4% of eligible) recruited
clients (Figure 1).

Half of the respondents were female (50%), and the mean
age was 72.9 years, with 74.2% aged 65 or over. Obesity
was common, with almost half (48.9%) presenting with
Class I, 1l or lll obesity based on BMI?». Other common
comorbidities were ischaemic heart disease (34.5%) and
diabetes (24.2%). Respondents reported significant vascular
histories including DVT (19.7%) and varicose veins (44.7%).

Patients excluded
based on exclusion
criteria
{cognition/language)

n=4

Patients
participated
in survey
Patients declined n=244
consent

n=49
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A total of 31% reported current varicose veins. Healing
times were protracted for many of the VLUs, with over 30%
of clients with ulcers taking more than 12 months to heal,
indicating long admissions to community care’. According to
the FiND classification, more than half (54.5%) of participants
were classified as ‘disabled’, 23.7% as ‘frail’ and 21.7% as
‘robust’ (Table 1).

All but five participants (98.0%) reported that the VLU had
impacted their QoL. Two (0.8%) individuals reported Wound-
QoL global scores of more than 60, indicating that the wound
had a significant impact on all aspects of their QoL. Subscale
analysis showed scores for the psyche subscale had the

Table 1. Participant demographic characteristics

largest impact, with a mean score of 6.5 out of a possible 20
(Table 2).

Participants’ frustration over the time taken for the VLU to
heal was high, with 37% stating it had ‘quite a lot’ or ‘very
much’ effected their QoL. Recreational activities were the
most impacted (21.3%) area of everyday life. Two of the
questions added to the survey elicited high responses — the
‘Wound treatment makes it difficult for me to shower or bathe’
(36.6%) and the ‘Wound treatment makes it difficult for me to
wear the clothes and shoes | want’ (36.3%) (Figure 2).

The mean scores for the Wound-QoL global and subscale
scores'® were calculated for each of the FIND? classifications,

Characteristic | n=244 | % Characteristic | n=244 | %
Gender: Treatment for varicose veins 58 54.7
Male 122 50.0 Injections (sclerotherapy) 15 6.1
Female 122 50.0 Keyhole surgery 13 5.3
Age (median) (IQR): 75 (64-85) | NA Open surgery 37 15.2
<65 years 63 25.8 Recurrence of treated varicose veins | 29 50

>65 years 181 74.2 Current varicose veins 77 31.9
Ischaemic heart disease 84 34.4 Leg ulcer in past 148 60.7
Diabetes 59 24.2 Current VLU treated for infection 176 73.6
Chronic obstructive pulmonary 19 7.8 Length of time of current VLU:
disease (COPD) <3 months 53 21.7
BMI (median and IQR): 29.71 NA 3 - 6 months 59 24.2

(24.76- >6 — 9 months 28 115
40.12) >9 — 12 months 30 12.3

Underweight (<18.5) 8 3.3 >1-2 years 35 143

Normal weight (18.5-24.9) 68 28.7 2 — 5 years o4 98

Overweight (25-29.9) 45 19.0 >5 years 15 6.2

Class | obesity (30-34.9) 38 16.0 Hospitalised for current VLU 63 26.4

Class Il obesity (35-39.9) 18 7.6 One hospitalisation 46 740

Class Ill obesity (>=40) 60 25.3 More than one 16 5.8
DVT in past: 48 19.7 Currently receiving compression 222 90.1

Last 12 months 6 2.4 therapy management

>1-2 years 5 2.0 FiND classification:

>2-5 years 10 4.1 Disabled 133 54.5

>5 years 27 111 Frail 58 237
Varicose veins in past 109 44.7 Robust 53 217

Table 2. Wound-QoL' scores

Total possible score

Wound-QoL global score 15 12.9 11 5-21 68
Subscales:
Body 3.1 3.3 2 1-5 20
Psyche 6.5 5.2 5 2.5-9 20
Everyday life 5 5.9 3 1-7 24
Financial 0.4 1.0 0 0-0 4
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Figure 2. Wound-QoL scores with a response of ‘quite a lot’ or ‘very much’, plus additional survey questions
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Figure 3. Wound-QoL domains by FiIND? classification

robust, frail and disabled. There was a significant difference
between each of the FIND?® categories and the Wound-QoL
global score' and all subscales. Participants who were
classified as disabled had a consistently worse Wound-QoL
scores for each subscale (p<0.05), indicating a greater QoL
impact of the VLU compared to those classified as frail or
robust (Figure 3).

Multivariable logistic regression showed that, holding all
other predictor variables constant, the odds of a high

Wound-QoL global score (>21) being reported increased
with: having a previous hospital admission compared to no
admission; being obese compared to not obese; and being
classified as frail or disabled compared to being classified
as robust. In addition, a 1-year increase in age decreased
the odds of a high impact Wound-QoL score. The final
model included disabled classification, age and obesity. The
removal of non-significant variables had a minor influence -
McKlelvey and Zavoina’s R?=0.43 (all variables model) versus
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0.41 (significant model) — therefore only significant variables
remain in the final model (Table 3).

Clients were asked to rate from 1 for ‘no impact’ to 5 for
‘large impact’ on their QoL compared to QoL before they had
their VLU. On average, clients reported a score of 3.2, with a
large proportion (31%) reporting a ‘large impact’ (Figure 4).

Multivariable logistic regression showed that the odds
of a perceived large impact of the VLU on patients’ QoL
compared to prior to their VLU increased by: being classified

Discussion

This study describes valuable information about a community
cohort of clients with current VLUs. The point of care
digital survey data collection methodology achieved a high
response rate of 96% of eligible clients, hence the sample
is likely to be representative of clients being treated in the
community for VLUs more broadly.

Table 4. Odds ratios for independent predictors of clients’
perception of a large impact on QoL as compared to QoL prior
to having a VLU*

as disabled compared to being classified as robust; or having Predictor Odds | 95%ClI Level of
compression therapy compared to no compression, whilst a ratio significance
1-year increase in age decreased the odds of a perceived (p value)
large impact on QoL (Table 4). Removal of non-significant Disabled 5.19 |1.81-14.94 | <0.01
variables had an influence — McKlelvey and Zavoina’s classification**
R?=0.35 (all variables model) versus 0.28 (significant model) — Age 096 |0.94-0.99 |<0.01
\t/)vhezrg ;he \{:\r:la;:ce accour;tecfi i(r)]r by the 'moillel wtas reqtcl:ed Compression 4.90 |0.99-24.39 | 0.05
wi e removal of the non-significant variables;
y =ure moval ol 9 VLU for more than | 1.88 | 0.92-3.86 | 0.08
therefore, they remain in the final model.
one year**
Ischaemic heart 1.80 |0.87-3.71 |0.11
Table 3. Odds ratios for independent predictors of a high disease
impact of VLU* when measured with the Wound-QoL tool -
Obesity 1.80 |0.87-3.71 |0.11
H o,
Predictor Odds | 95%Cl | Level of Diabetes 051 [021-1.21 [0.13
ratio significance
(p value) Hospital admission 1.69 [0.81-3.53 |0.16
Disabled 13.80 | 2.89-65.86 | <0.01 COPD 2.36 | 0.66-8.51 |0.19
classification™ Current varicous veins | 0.72 | 0.27-2.35 | 0.50
Age 0.97 |0.94-1.00 |0.02 Frail* 1.46 |0.44-4.86 |0.54
Obesity 2.45 |1.09-5.51 |0.03 Gender (male) 125 |0.61-2.54 |0.54
Frail classification™ 5.68 | 1.09-29.56 | 0.04 Infection 1.23 |0.55-2.78 |0.62
*The Wound-QoL score was transformed into a binary variable, with Past varicous veins 0.95 [0.39-2.35 [0.92

scores of greater than the 75th percentile? being classified as high
impact on QoL.
**Compared to clients classified as robust on the FiND tool

*The rating scale was transformed to a binary variable with those
rating 5 (large impact) compared to other scores.

**Compared to clients classified as robust on the FiND tool
***Compared to VLUs for less than 1 year

35
30
25
20
16.6 16.18
15

10

Percentage

1: No impact 2

27.39

Impact QoL Score

30.71

3 4 5: Large impact

Figure 4. Perception of QoL compared to before VLU
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Our study participants reported a mean global Wound-QoL
score of 15 (SD=12.9), with the psyche domain having the
largest mean score of 6.5 (SD=5.2). The global score is
comparable to a homecare VLU population in the Netherlands
who reported a mean global Wound-QoL of 15 (SD=10.4),
n=20%. Importantly 31% of our participants reported a large
impact on their QoL compared to their QoL prior to the VLU.
Similar QoL impacts were found in a study that compared the
general population norms for the SF-36 in New Zealand to
individuals with VLUs?". Clients reported their VLU reduced
QoL associated with physical functioning, bodily pain,
general health, vitality, social functioning and mental health?’.
The New Zealand study found that a younger age group
(<65 years) were impacted more than older individuals?. In
our study, age was found to be an independent predictor
of improved QoL, with Wound-QoL scores decreasing as
clients aged.

Disabled or frail clients reported a greater impact of the
VLU on QoL than did robust clients. More than half (54.5%)
of the participants in the study were classified as disabled,
with disability defined by difficulties in walking and climbing
stairs?®. Despite this, only a small proportion rated the impact
of their VLU on moving (8.2%) or climbing stairs (13.5%)
as problematic. However, disability was an independent
predictor of QoL after adjusting for multiple confounders
(AOR=13.8, 95%CI|=2.89-65.86).

Over two-thirds of participants were classified as obese
(48.9%) or overweight (19%) according to BMI. Although
the proportion of overweight and obese individuals in this
population was like the general WA population (67%)% and
Australia wide (67%)%, our VLU cohort had a significantly
larger proportion of morbidly obese individuals compared
to the general Australian population (25.3% versus 11.7%
respectively)?®®, |t is possible that obese participants
associated their reduced mobility with their high BMI rather
than the presence of an VLU. Previous research examining
the relationship between QoL and obesity indicates that
obese individuals have a significantly worse QoL than
non-obese individuals and obesity is strongly related to
decreased mobility®®. Our study also identified that obesity
and classification of disability and frailty were independent
predictors of reduced QoL. Additionally, overweight, obesity
and decreased mobility are reported risk factors for the
development of VLUs®*-% but, conversely, a VLU can impair
mobility with subsequent increase in weight or obesity®.
Furthermore, impaired mobility has also been demonstrated
to impair healing of VLUs*, largely due to inefficient
calf muscle pump function and valvular incompetence344°,
Therefore, QoL deficits for individuals with a VLU could be
exaggerated when immobility, obesity and delayed healing
are presenting clinical factors.

While a large proportion (37%) of individuals with VLUs
reported that frustration over the time that it was taking for
the VLU to heal impacted on their QoL, time to heal was not
an independent predictor of high impact on QoL. VLUs can

take weeks to years to heal*'. While the VLUs of participants
in this study were not yet healed, over half had the VLU for
6 months or more and over 15% for 2 years or more. Healing
in chronic wounds can be inhibited by a variety of factors,
not least of them comorbidities that affect vascular perfusion
or immunity*? such as ischaemic heart disease and diabetes
which were relatively prevalent in our study participants
despite not being identified as independent predictors of
reduced QoL.

A total of 20% of the participants reported a history of a
DVT. The sequelae of post-thrombotic syndrome and CVI
is associated with initial development and recurrence of a
VLU32%4546  Fyrthermore, Utne and colleagues* found QoL
in DVT/post-thrombotic clients was significantly impacted
in the long-term. Such impairment in QoL may be related
to painful and unsightly varicose veins due to valvular
incompetence and venous hypertension associated with CVI.
While not found to be independent predictors of QoL, 32%
of our study participants stated they had varicose veins at
the time of the survey and 45% reported history of varicose
veins, amongst which 50% stated they had reoccurred after
treatment. VLUs, varicose veins and concomitant lower leg
oedema can be unsightly and impair cosmesis and QoL.

It is well recognised that compression therapy in the
form of bandages, stockings or wraps is a gold standard
management of VLUs and prevention of recurrence*4647, |n
this study, 91% of participants were wearing compression
therapy and, when compared to clients without compression
therapy, it was a borderline (p=0.05) independent predictor
(AOR=4.9, 95%CI=0.99-24.39) of having a high impact
on QoL compared to prior to having the VLU, albeit with
a wide confidence interval. Compression therapy is well
recognised as having an impact on an individual’s ability to
perform activities of daily living®. In particular, compression
bandages may inhibit the wearing of an individual’s preferred
clothing and footwear®''444 and their ability to shower or
bathe independently®'%2. In our study, 37% of participants
identified that the VLU impacted their ability to shower, and
36% identified an impact on wearing preferred clothes and
footwear. Differences in the type of compression bandaging
(e.g., wraps versus bandages or stocking) was not explored
further but may be a factor in the impact of compression
therapy on QoL. Additionally, further research is required
to investigate the small proportion (9%) of participants who
were not on compression therapy at the time of the survey in
terms of how long they had a VLU, recurrence, and reasons
for not using compression therapy.

The literature identifies wound malodour®®5-%3, excessive
exudate**®?, pain'®%5 and cost of treatment®*%” to be
significant factors with subsequent impacts on individuals’
QoL. However, amongst our study participants, few reported
malodour (2%), exudate (7%) and cost (7%) concerns. Cost
may be less of a consideration in our cohort than in other
studies as the organisation provides evidence-based wound
care products and wound management services free of
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charge to clients as a component of care provision. Access
to advanced wound management products may have also
had an impact in controlling pain as only 10% of participants
reported that pain impaired their QoL compared to 64% of
clients attending a leg ulcer clinic in Sweden or the United
Kingdom in a study by Hofman et al®®. Pain is recognised
to inhibit physical mobility®® and decreased mobility is a
reported risk factor for the development or impaired healing
of VLUs, which can lead to a vicious cycle for clients®>%,

Participants reported greater impacts of their VLU in the
psyche and everyday life domains of the Wound-QoL' than
the physical. A total of 20% of participants reported that
their VLU impacted on their life by limiting their recreational
activity. While ‘recreational’ is not further described, it is
assumed that recreational activities would include some form
of social and/or physical activity. Other research has reported
that the negative impacts of the VLU on social activities
and other physical activities is a result of increased pain®,
fear of further injuring the wound®', and restrictions due to
compression therapy®'. In addition, impact on recreational
activities may have been impacted further by participants’
mobility issues, with more than half of the participants having
markers of disability and a significant proportion presenting
with obesity.

Limitations

Information about the participants’ VLU background and
clinical history were not obtained from clinical notes but
through a survey administered by RNs to clients. This was
aimed at encouraging the participant to think about their
VLU and the impact it had on their current QoL. However,
a limitation is the clients’ recall and potential inaccuracies.
Additionally, whilst the survey had a high response rate, the
participants are from a single state service and there should
therefore be some caution with extrapolation of results.

Conclusions

The results of this study clearly show that VLUs impact on
clients’ QoL. Being frail, disabled and obese were factors
that were found to be independent predictors of increased
impact of VLUs on the QoL in this cohort. Additionally, the
major impacts on the QoL for these clients identified by the
survey were the frustration over the time taken for the VLU to
heal and the difficulties the VLU caused in wearing desired
clothing and footwear or being able to shower or bathe.
These aspects are often not addressed by nurses in care
plans which tend to focus on the management of the wound.
QoL should therefore be considered in client care planning
for optimal outcomes and targeted for active intervention as
much as practicable.
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