http://researchspace.auckland.ac.nz

ResearchSpace@Auckland

Copyright Statement
The digital copy of this thesis is protected by the Copyright Act 1994 (New
Zealand).
This thesis may be consulted by you, provided you comply with the
provisions of the Act and the following conditions of use:
•
•
•

Any use you make of these documents or images must be for
research or private study purposes only, and you may not make
them available to any other person.
Authors control the copyright of their thesis. You will recognise the
author's right to be identified as the author of this thesis, and due
acknowledgement will be made to the author where appropriate.
You will obtain the author's permission before publishing any
material from their thesis.

To request permissions please use the Feedback form on our webpage.
http://researchspace.auckland.ac.nz/feedback
General copyright and disclaimer
In addition to the above conditions, authors give their consent for the
digital copy of their work to be used subject to the conditions specified on
the Library Thesis Consent Form.

Epidemiological studies of leg ulcers
in Auckland, New Zealand
Natalie K. Walker
Clinical Trials Research Unit
Department of Medicine
University of Auckland
Auckland
New Zealand

A thesis submitted for the degree of Doctor of Philosophy, University of Auckland, 2000

Abstract
A leg ulcer is generally considered to be any break in the skin on the lower leg (below the
the
knee) or on the foot, which has been present for more than six weeks' Typically
condition

is a consequence of

of the circulatory

disease

system, and can cause

study of leg
considerable disability. The Auckland leg ulcer study is a community-based
of New
ulceration conducted in the North Auckland and Central Auckland health disfiicts
in the
Zealand. The study aimed to determine the prevalence and incidence of leg ulcers
were
commpnity and investigate several possible risk factors for the condition. Cases
Cases
identified through notifications from health professionals and by self-notification'
were invited
aged between 40 and 99 years and on the electoral roll for the study region

to participate in a case-control study. Controls were individuals without leg ulcers and
Contols
were selected from the electoral roll using a stratified random sampling process..
region to
were also aged between 40 and 99 years and had to be resident within the study
identified
be eligible. Four hundred and twenty-six cases with current leg ulcers were
during the l2-month study period, with 241 cases and 224 controls interviewed for the
population was
case-control study. Overall, the occurrence of leg ulcers in the general
age'
low, however, the prevalence and cumulative incidence increased dramatically with

and changed according

to

gender and

region. The average age at ulcer onset in

to
interviewed cases was 65 years. Leg ulcers took approximately 12 months on average
and
heal, and recrurence occurred in59% of cases. Treatment stategies were variable,
almost a quarter

of all cases had been admitted to hospital within the last five

years

of their ulcers. The average length of hospital stay was 34 days. Results from
the case-contol study indicated that deep vein thrombosis, lower limb surgery, leg
fracture, and varicose veins wsre sfiong risk factors for the development of leg ulcers'

because

Furthermore, nulligravida increased the

risk of ulcer deveiopment while prolonged

of
breast-feeding decreased risk, suggesting a hormonal component to the development
prevention of this
leg ulcers in women. These data have important implications for the
chronic condition.
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