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Figura 1 Lesión tumoral ulcerada remitida como úlcera cró-
nica, correspondiente a un carcinoma basocelular.

Figura 2 Pioderma gangrenoso.

úlceras de origen venoso o arterial. Las úlceras venosas
empeoran en aquellas circunstancias que aumentan la pre-
sión venosa, como la bipedestación estática, y se alivian con
las que la disminuyen, como la deambulación, reposo con
elevación o terapia compresiva. El dolor arterial aparece en
reposo o durante deambulación.

Figura 3 Placa de necrobiosis lipoídica con ulceración inicial.

Figura 4 Úlcera de aspecto típicamente venoso.

Exploración física

Una primera maniobra necesaria es palpar los pulsos pedios
como primera evaluación de un posible componente arte-
rial. Posteriormente debemos interesarnos por el estado de
la piel perilesional de la úlcera de cara a, por un lado,
obtener datos sobre el diagnóstico (presencia de varices, de
lipodermatosclerosis, hiper o hipopigmentación, signos de
vasculitis, signos de necrobiosis lipoídica, etc.), y por otro,
para apreciar complicaciones que necesitan de terapia como
presencia de dermatitis, o signos de celulitis. Centrándo-
nos en la úlcera en sí, debemos constatar su localización,
profundidad, estado del borde (macerado, esclerosado,

Tabla 2 Diagnóstico diferencial úlcera venosa vs arterial

Úlcera venosa Úlcera arterial

Localización Región supramaleolar Dorso de pie, dedos
Aspecto Bordes excavados

Fondo sangrante
Bordes planos
Fondo liso

Piel perilesional Pigmentación
Dermatitis

Piel pálida, fría
Pérdida de anejos
Distrofia ungueal

Dolor Escaso
Mejora en decúbito con extremidad elevada o
con terapia compresiva

Importante
Empeora en decúbito o durante la
deambulación

IPTB > 0,8 > 0,6
0,8-0,6 = mixtas

IPTB: índice de presión tobillo-brazo.
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Resumen El tratamiento de las úlceras, incluyendo su forma más frecuente, las úlceras en las
piernas, es un motivo de consulta frecuente para el dermatólogo. En los últimos años se han
producido importantes avances en el campo del tratamiento de las úlceras, como el concepto de
la úlcera crónica como un proceso inflamatorio con implicación de citoquinas proinflamatorias y
déficits de factores de crecimiento, o la teoría de la cura húmeda que ha originado la aparición
de gran variedad de apósitos. La presente revisión intenta actualizar los conocimientos del
lector en la cura de las úlceras en general y de las úlceras en las piernas en particular, con
especial hincapié en los nuevos apósitos y en las terapias avanzadas para los casos refractarios.
© 2011 Elsevier España, S.L. y AEDV. Todos los derechos reservados.
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Diagnostic and Treatment of Leg Ulcers

Abstract Ulcers are a frequent cause of dermatologic consultation, and most correspond to
leg ulcers. Major advances in the treatment of ulcers have occurred in recent years as a result
of research that has led to new concepts such as the consideration of the chronic ulcer as
an inflammatory process involving proinflammatory cytokines and deficits of growth factors.
Furthermore, studies into the use of the wet dressing have led to the appearance of a wide
variety of new dressings. The aim of this review is to update the reader’s knowledge of the
treatment of ulcers in general and of leg ulcers in particular, with a detailed description of the
new dressings available and of the new therapies for use in refractory cases.
© 2011 Elsevier España, S.L. and AEDV. All rights reserved.

Es lógico comenzar esta revisión con una definición del con-
cepto úlcera. Para el dermatólogo consiste en una pérdida
de integridad de la piel que afecta por lo menos a la dermis
y es causada por un proceso patológico. Cuando el origen
es traumático, en castellano la denominamos herida, distin-
ción que no existe en inglés. Además, se prefiere denominar
ulceración cuando es un proceso agudo y conservar el nom-
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bre de úlcera para procesos crónicos1. Por lo tanto, hablar de
úlcera crónica es algo redundante. Otra cuestión es el con-
cepto de cronicidad. Algunas revisiones basan el concepto en
un periodo determinado de tiempo, pasado el cual se habla
de «herida crónica» (traduciendo del inglés chronic wound),
periodo que oscila entre 4-12 semanas2. Sin embargo, el con-
cepto más aceptado es hablar de úlcera cuando ésta no cura
en el tiempo esperado, presentando una escasa tendencia
a la cicatrización3,4. Nos vamos a referir en concreto a las
úlceras en las piernas, patología en la que el dermatólogo,
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insufficiency and should lead to further investi-
gation by a vascular surgeon.19 Lower ABIs are 
associated with more severe vascular disease, 
and ABIs lower than 0.5 are often seen in pa-
tients who have ulcers that developed as a result 
of arterial insufficiency. Falsely normal or even 
elevated ABIs may be seen in patients with non-
compressible vessels, in patients with diabetes 
that is caused by glycation of blood vessels, and 
in elderly patients with vessel calcification. Com-
puted tomographic angiography and magnetic 
resonance angiography may be used if the diag-
nosis is unclear. Transcutaneous oxygen tension 
(oxygen level of the tissue below the skin), when 
it can be measured, is a good indicator of critical 
limb ischemia. A recent meta-analysis showed that 
a transcutaneous oxygen tension of 20 mm Hg 

was a valid cutoff value for predicting the need 
for limb amputation and that a transcutaneous 
oxygen tension of 30 mm Hg was an appropriate 
value for predicting wound healing after limb 
amputation.20

 Neuropathic Diabetic Ulcers
Neuropathy usually occurs in patients with dia-
betes mellitus and is an important risk factor for 
foot ulceration. A simple blood-sugar (or glycated 
hemoglobin) measurement should be obtained to 
assess for hyperglycemia, and a sensory exami-
nation of the legs and feet should be performed 
to assess for neuropathy. Neuropathic ulcers are 
usually located at sites of trauma (often repeti-
tive) or at sites of prolonged pressure such as the 
tip of the toe (e.g., because of hammer toe), the 
medial side of the first metatarsal phalangeal 
joint, or the plantar surface of the feet (Fig. 1). 
A simple assessment that uses a 10-g filament 
has been validated as a measure of the foot’s 
ability to detect sensation, regardless of whether 
it is performed along with an assessment of the 
foot’s ability to sense vibration from a standard 
tuning fork.21 Testing for neuropathy should not 
be performed over areas of callus.22

 Pressure Ulcers
Pressure ulcers occur because of the inability to 
sense (e.g., neuropathy) or relieve (e.g., debilita-
tion) prolonged pressure over the skin, typically 
on the heel of the foot. Skin atrophy and loss of 
muscle mass, common conditions in debilitated 
patients, further contribute to the susceptibility 
to pressure-ulcer formation.

 Identifying Infection
Although recognition of infection in lower- 
extremity ulcers may be difficult, it is essential. 
Of all lower-extremity ulcers, diabetic foot ulcers 
are the most prone to infection, with more than 
half involving clinical infection at the time of a 
patient’s presentation to a health care practitio-
ner.23 Early identification of infection in diabetic 
foot ulcers is critical, because one in five patients 
with an infected foot will eventually undergo 
amputation.24 Diagnosis of infection is made 
clinically and should not be based on findings 
from wound-surface swabs. Microbiologic find-
ings support and direct antibiotic therapy. Signs 
and symptoms of localized infection include local 
warmth, erythema, tenderness or pain, swelling, 

Figure 2. Measuring the Arterial–Brachial Index.

To measure the arterial–brachial index, a Doppler ultrasound device is used 
to amplify the sound of arterial blood flow in the arm and to locate the sound 
of arterial blood flow in the ankle. A blood-pressure cuff is used to record 
the pressure in the brachial artery of the arm and in the arteries of the ankle 
after each arterial flow is located.
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Fig. 105.6 Livedoid 
vasculopathy. A Multiple 
hemorrhagic crusts and 
small, very painful ulcers 
associated with brown 
discoloration due to 
hemosiderin deposits.  
B Stellate, porcelain-
white atrophic scars with 
peripheral telangiectatic 
papules, referred to as 
atrophie blanche. 
B, Courtesy, Julie V Schaffer MD.
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lower third of the leg may become involved, leading to an appearance 
that has been likened to an “inverted champagne bottle”. Some authors 
believe the degree of lipodermatosclerosis correlates with delayed 
wound healing. Chronic lipodermatosclerosis may be preceded by an 
acute inflammatory stage characterized by warm, erythematous, firm 

plaques that are tender and painful and are often misdiagnosed as cel-
lulitis or another type of panniculitis, especially erythema nodosum4.

Lipodermatosclerosis, along with ulcerations, is not limited to the 
lower extremities, as these changes can be seen in other sites such as 
the most dependent portion of the pannus (Fig. 105.7).

Laboratory Evaluation
Standardized evaluation of patients with chronic venous disease is 
based on the CEAP classification system which generates scores derived 
from objective clinical signs (C), etiology (E), anatomical (A) location 
of the affected veins, and pathophysiology (P) (reflux, obstruction or 
both)14. Table 155.1 outlines the details of the CEAP classification 
system.

Duplex ultrasonography, preferably performed with the patient in a 
standing position, is useful for assessing both reflux and obstruction 
within the deep, superficial and perforating veins, from the inferior vena 
cava to the calf veins. It provides information that is necessary for 
determining the CEAP score. In general, venography is performed if an 
intervention is planned. Ascending venography is recommended for 
patients with post-thrombotic disease as it gives a detailed anatomic 
map of the venous return of the lower extremity, whereas descending 
venography is helpful in assessing valvular disease and estimating 
reflux severity. Experience with high-resolution magnetic resonance 
venography and computed tomography venography is still limited, but 
should increase over the next decade5,14.

D

E

D Stasis dermatitis and 
chronic lipodermato-
sclerosis with serous 
crusts and the “inverted 
champagne bottle”  
or “bowling pin” 
configuration.  
E Acroangiodermatitis 
(pseudo-Kaposi 
sarcoma). Violaceous 
plaque in a patient with 
venous hypertension. 
Histologically, these 
lesions can resemble 
Kaposi sarcoma. 

Fig. 105.5 Associated 
findings in patients with 
venous hypertension 
and venous 
insufficiency (cont’d).
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