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Luckless legs
The skin of the legs can be aﬀected by several disorders such as venous ulcers and forms of
eczema, as well as purpura, cancers, and infections. Since the legs are usually covered by
clothing, patients might not know about the condition until it is fairly advanced.
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Leg skin of elderly people has a tough
time. Many disorders seem to focus
their attack on the skin of the lower
extremities for reasons that are not
always clear. Presumably our bipedal
stance and gravity have something to
do with this predilection, but other
factors including the frequent minor
trauma to which legs are subjected to
also has a role. An aggravating factor
is that leg skin is usually hidden from
view by trousers or tights and the
elderly patient may not be aware of
the skin problem till fairly late.

Venous hypertension
No commentary on skin disorders of
the legs in the elderly can ignore the
importance of venous hypertension
and its consequences. At one end of
the spectrum of venous disease there
are patients with only varicosities, a
venous ﬂare, and mild oedema. Such a
combination is extremely common but
benign and usually non-progressive.
At the other end of the spectrum
are patients with dreadful large
exuding ulcers (ﬁgure 1). These lesions
are extremely disabling and take a
great deal of time and trouble to heal.
Although strongly associated with
impaired venous return, in many
patients there is also an element of
arterial inadequacy in the pathogenesis.
This is important to recognise as it
guides choice of treatment—avoiding
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compression for patients in whom
ischaemia is present.1 Management
of venous ulcers is best organised in
a dedicated clinic with the services
of tissue-viability nurses who are
extremely skilled in the practical care
of patients with chronic ulcers.
General principles of treatment
1. Eliminate pathogens with
appropriate antimicrobial agents
used topically, or systemically if
required.
2. Improve venous drainage by
regular elevation of the leg,
use of support bandaging or
hosiery, judicious exercise, and
weight reduction.
3. Application of non-irritant,
absorptive, occlusive non-stick
dressings.
Certainty of the diagnosis is
important—not all ulcers are venous.
Some of the other possibilities are
set out in the table. If you have any
doubt then refer the patient to a
dermatologist!
Eliminating all bacteria from
the surface of the ulcer is impossible,
and attention needs to be given only
to pathogens such as Staphylococcus
aureusandPseudomonasspp.Another
important issue in the management
of venous ulcers is the ease with
which allergic contact dermatitis to
medication can develop. Most of the
so-called stasis dermatitis is in fact
dermatitis medicamentosa.2 Allergic
contact dermatitis can develop to a

wide variety of substances used in
medications3 including neomycin,
lanolin and lanolin derivatives,
biocides (antimicrobial preservatives
such as Germall, bronopol), fragrances
and rubber constituents (such as
mercaptobenzthiazole). Curiously

Figure 1: Large exuding
venous ulcer

Figure 2: Dermatitis
medicamentosa

This can sometimes spread to other
areas and is often due to sensitivity
to an applied medication
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the eczematous rash resulting from
dermatitis medicamentosa is not
conﬁned to the sites of application
but is also distributed symmetrically4
with emphasis on the upper limbs
(ﬁgure 2).

Eczema of the legs
Legs are also prone to discoid
eczema, which is characterised by
the appearance of several itchy
round, red, coin-sized, scaling
patches (ﬁgure 3). Discoid eczema
is particularly a problem for men in
the 6th, 7th, and 8th decades.
Another form of eczema that
aﬀects legs of the elderly is eczema
craquelé (also called asteatotic
eczema). Classically, this develops
in those who have severe systemic
illness and are admitted to hospital.
It seems to be due to a combination
of low relative humidity and overenthusiastic nursing hygiene. 5
Affected skin has a crazy paving
appearance (ﬁgure 4) and looks dried
out. Both eczema cracquelé and
discoid eczema beneﬁt from frequent
use of emollients. Weak corticosteroid
ointments can be added to the
treatment regimen if required.
A continuing mystery is the
eczematous disorder known as lichen
simplex chronicus (also known as
neurodermatitis circumscripta). A
curious feature of this disorder is its well
deﬁned margins. It is often conﬁned
to one or several patches around the
ankles and dorsa of feet or around the
knees—other sites can be involved
but the legs seem very often aﬀected.
The condition can be catastrophically
itchy driving the patient to embrace
any possible means of relief. The
individual patches are thickened and
lichenified (showing exaggerated
skin surface markings, ﬁgure 5) as a
result of the skin hypertrophy from
the constant scratching and rubbing.
The individual lesions can look very
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much like psoriatic plaques but they
are much more diﬃcult to clear than
psoriasis. They respond poorly to
topical corticosteroids but sometimes
respond to tar preparations. They
do resolve spontaneously in most
instances although this takes time.

Purpuric conditions
Purpuric rashes are not infrequently a
diagnostic problem in elderly patients.
Purpura may be thrombocytopenic
or non-thrombocytopenic but we
will only consider the latter here.
Anaphylactoid purpura (HenochSchonlein purpura) is uncommon in
elderly people. It is accompanied by
painful arthropathy of medium-sized
joints as well as abdominal symptoms
and signs in some cases. Nephropathy
might also be evident, but HenochSchonlein purpura is really a type of
vasculitis that is acute or subacute in
onset and lasts for several weeks or
months. Treatment depends on the
extent of renal and gastrointestinal
involvement and may require systemic
steroids or immunosuppressives.6
Purpuric lesions frequently
accompany venous hypertension and
have no special signiﬁcance, or need
for treatment. When they resolve

they leave permanent brownish
stains on the skin.
A group of benign purpuric
conditions of unknown cause
occur almost exclusively on the
legs of men. These conditions are
known collectively as the persistent
pigmented purpuric eruptions. They
are all characterised by the appearance
of asymptomatic purpuric spots and
brownish stains around the lower legs.
The most frequently seen is known as
Schamberg’s disease. It tends to fade
after some months and its importance
is only for recognition to prevent
unnecessary investigations.

Skin cancer
Legs are not normally considered
as sun exposed sites. They are,
nonetheless, subject to a wide range
of skin cancers. Elderly women are at
particular risk, presumably because
skirts do expose the lower legs to
solar ultraviolet radiation. The lower
legs are also the target of another
type of radiation—infrared from
focal heating sources.
When central heating was
uncommon, elderly people often
warmed themselves by sitting in
front of an open coal or gas fire.

Clinical Features

Comment

Ischaemic ulcer

Found at periphery of foot.
Shows signs of skin ischaemia

Is painful

Decubitus ulcer

Seen on heel. Usually
ulcers elsewhere over body
pressure points

In unconscious or
paraplegic patients

Haemoglobinopathies

Seen in ethnic groups with
inherited haemoglobinopathy

Neurotropic ulcers

Deep penetrating ulcers over
soles or bony prominences

In sensory neuropathies
(eg, diabetes)

Squamous-cell
carcinoma

Irregular nodular ulcerated
plaque with raised margin

Anywhere on lower leg

Table:

Diﬀerential diagnosis of venous ulcers

www.gerimed.co.uk

This caused a kind of chronic burn
known as erythema ab igne in which
a reticulate red or brown patch
appeared (ﬁgure 6). In some patients,
neoplastic lesions can develop. The
most frequently seen neoplastic
lesions are patches of Bowen’s disease
(intraepidermal epithelioma) which
are precancerous. These are usually
raised rounded red scaly patches,
which can look psoriatic (ﬁgure 7).
They slowly grow and thicken and
eventually transform into squamouscell carcinoma lesions.
Solar keratoses are also seen on
legs, although for some reason these
seem less common and mostly take
the form of irregular small warts with
reddened bases. Both keratoses and
Bowen’s disease are usually easily
removed surgically by curettage or
simple excision. Cryotherapy is still
also used but it is quite painful and
for this reason it is not my favourite
modality. Topical chemotherapy using
5-ﬂuorouracil (5%), diclofenac (3%), or
imiquimod (5%)7,8 are all quite eﬀective
and are particularly useful for multiple
lesions and if the patient is frail and
intolerant of surgical procedures.
Squamous-cell carcinoma can
take the form of a warty nodule,
a horny plaque, an ulcer, or some
combination of all these types. It can
result from sun damage, chronic heat
injury, or occasionally, secondary to a
longstanding venous ulcer. Treatment
for squamous-cell carcinoma will
depend on the size, site, presence of
metastases, and the general health
of the patient. In addition to the
treatments mentioned above for
precancers, X-ray therapy and even
amputation may also be required for
squamous-cell carcinoma.
Malignant melanoma must be
suspected with all newly appearing
pigmented lesions or darkening and
enlargement of existing lesion. A
proportion of these will be benign
seborrhoeic warts, which can be
difficult to distinguish. These are
very common in elderly individuals.

Excising or taking a biopsy sample
may be necessary to be certain of the
diagnosis. Pigmented lesions appearing
on the soles, around the toes or in the
nail beds must be regarded with great
suspicion as they may represent the
very threatening melanoma known
as acral lentiginous melanoma. The
treatment for all melanoma is early and
complete excision.
One further malignant disorder
needs to be mentioned before closing
this section and that is Kaposi’s
idiopathic haemorrhagic sarcoma.
This is a rare malignancy, which
is multifocal, and seems to be a
neoplasm of endothelial cells caused
by the herpes simplex-8 virus. It was
ﬁrst described as occurring on the feet
and lower legs of elderly men of either

Figure 3: Discoid eczema

Figure 4: Eczema craquelé
Note the “crazy paving” pattern.

Figure 5: Lichen simplex
chronicas

Note the exaggerated skin markings
and well deﬁned margin
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Italian or Jewish origin. Later, it was
described as occurring in epidemic
form in certain African states, and
most recently it became recognised
as an AIDS-defining illness. It is
characterised by the appearance of
mauve red nodules and plaques which
spread rapidly not only to other areas
of skin but also to other organ systems
such as lungs, liver and brain.

Infectious diseases
A serious disorder in elderly people
is cellulitis, which is mostly a
problem of the lower legs presumably
because infection enters between the
toes. Typically, an area on the leg

Figure 6: Erythema ab igne
Note the reticulate pattern of
pigmentation

Figure 7: Bowen’s disease
(intraepidermal epithelioma)

Note the appearance quite like a patch
of psoriasis
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becomes painful, red, and swollen
quite suddenly. Blistering and skin
necrosis sometimes occur. Usually the
individual feels ill and is feverish. Such
patients need urgent attention and
may need to be admitted to hospital
to minimise tissue destruction and
shorten disability. They will require
antibiotics, usually given intravenously
for speed of effect. Since knowing
what microorganism is responsible is
diﬃcult, broad-spectrum antibiotics
are usually administered.9
Ringworm infections are
extremely common in older patients.
Tinea unguium is present in excess
of 20% of elderly men.10 Affected
toenails are thickened, misshapen,
and discoloured with green, brown,
yellowish, or creamy hues. Although
asymptomatic, their appearance
often gives rise to concern.
Before embarking on treatment
with a 3-month course of oral
terbinaﬁne, check that the condition
you assume is due to chronic ringworm
infection of the toenails is not in fact
psoriasis, because the two conditions
can look very similar. It is always best
to take a small nail clipping for culture
before starting treatment. Interdigital
ringworm (ie, athlete’s foot) with
maceration, fissuring, and scaling
between the toes is due to infection
with Gram negative microorganisms as
well as ringworm species in the hostile
microclimate of toes that are forced
together.11 Loose ﬁtting footwear, use
of imidazole creams or lotions, and
adequate drying after bathing should
help with this problem.
Patches of ringworm on the legs in
older age groups are uncommon and
much overdiagnosed. Psoriasis can be
annular, and other conditions such as
granuloma annulare and erythema
annulare centrifugum often have a
ring-like morphology. Ringworm is
progressive and usually quite itchy.
Taking a few superﬁcial scales with a
blunt scalpel for culture is very simple,
and treatment should not start before
this is done. Usually topical treatment

with one of the imidazole creams is
given for 4–8 weeks but many prefer
to also give oral terbinafine at the
same time. All types of inﬂammation
are muted in the elderly and so the
diagnosis of red rashes is more diﬃcult
in some instances.

Conclusion
Skin disease of all kinds increases in
frequency in elderly patients, and
the legs are a common site. Venous
disease ulcers of various sorts and
eczematous disorders of all types are
especially common.
I have no conﬂict of interest.
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