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Introduction

Leg ulcers are a chronic disabling condition 
consisting of a lesion of the skin and the under-
lying connective tissue that tends not to heal 
spontaneously, frequently due to poor blood cir-
culation (London and Donnelly, 2000). Leg 
ulcers have a prevalence of 2.41 per 1000 
(Marazzi, 2010) and a median duration of 
6–9 months, with a range between 4 weeks and 
72 years (Briggs and Closs, 2003). A total of 
60 per cent of ulcers last for more than 6 months, 
33 per cent persist for more than 1 year (Harrison 
et al., 2001) and 20 per cent for more than 5 years 
(Price and Harding, 1996). It is hard to heal a leg 
ulceration completely: 45 per cent of healed 
patients risk a recurrence (Hamer et al., 1994).

Leg ulcers have a negative and pervasive impact 
on the quality of life (Hopman et al., 2013; Jull 
et al., 2004). This illness upsets lifestyle, impacts 

on job loss or affects other productive activities 
and leads to sleep disturbance (Persoon et al., 
2004), mobility difficulties, social isolation and 
financial problems in terms of supporting care 
costs (Philips et al., 1994). Patients live with 
their ulcer as a series of stages of a journey 
(Briggs and Flemming, 2007). Initially, patients 
perceive the wound as a simple nuisance that 
will heal on its own. They decide to consult a 
physician only when the pain becomes too 
severe to tolerate or when pushed to by their 
family. After specialist help, if healing does not 
occur, patients can feel guilty. They express 
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fear, anger, depression, embarrassment, worry 
and frustration and tend to lose self-confidence 
and self-esteem (Briggs and Flemming, 2007; 
Persoon et al., 2004; Philips et al., 1994). 
According to Chase et al. (2000), patients often 
show a knowledge deficit with regard to the 
cause and treatment of ulcers that relates to a 
lack of control of the disease. This induces a 
state of passivity and resignation (self-imposed) 
that, in turn, may delay the healing process.

Patients often report that pain is the worst 
problem in terms of having an ulcer (Charles, 
1995; Hamer et al., 1994). In particular, young 
age, living with others and a co-morbidity with 
arthritis are associated with high levels of per-
ceived pain (Hopman et al., 2013). Other physi-
cal effects of having an ulcer complained of by 
patients are odour, itch, leakage and infection 
(Briggs and Flemming, 2007). Although 
patients wish relief from ulceration symptoms, 
they often arrive at a point where they resign 
themselves and accept the ulcer as a feature of 
the rest of their lives (Brown, 2005). They can 
also experience a loss of vitality and a decrease 
in energy reserves and may need personalized 
techniques associated with energy conservation 
(Chase et al., 2000).

An important factor regarding leg ulcers is 
their impact on patients’ social life (Brown, 
2005). Patients experience a social disconnect-
edness: they feel alone, rejected by society and 
abandoned by friends and neighbours. A factor 
that contributes to social isolation is the associ-
ated poor mobility that makes patients feel pris-
oners in their own home. The poor mobility, in 
turn, can increase anxiety and a fear of falling 
leading to other injuries. Some patients try to 
conceal feelings of loneliness, pretending to be 
brave and cheerful, thinking that looking miser-
able may further alienate others. Although 
patients experience a substantial reduction in 
their normal social life, sometimes with the 
onset of an ulcer they gain a new and significant 
relationship: one with nurses. Patients can have 
particular faith in, and become attached to, par-
ticular nurses, as a result of these healthcare 
professionals trying to do their best to treat the 
wounds and alleviate physical and psychologi-
cal suffering (Chase et al., 2000).

To improve nursing and medical care, Herber 
et al. (2007) suggested to widen the focus from 
the wound to the whole person, hence under-
standing the illness experiences lived at first 
hand and the specific needs of each patient 
within the context of life history. If caregivers 
learn what it means to live with a leg ulcer, they 
will become able to anticipate patients’ needs 
and provide more sensitive, and therefore more 
adequate and effective, healthcare. Nevertheless, 
qualitative studies that illustrate the subjective 
experience of patients with leg ulcers are few 
(Green et al., 2014; Persoon et al., 2004), and 
many of them focus on the quality of life as per-
ceived by patients.

In order to understand patients’ experiences 
and subsequently offer a viable solution, we 
referred to the psychology of personal constructs 
(Kelly, 1955). Within this perspective, the same 
event (e.g. illness) can be experienced in multi-
ple ways according to the person who is making 
sense of it. Moreover, illness is not a cruel fate 
that affects the individual, but an urgent question 
posed through action (Cipolletta, 2013; Kelly, 
1979). We may subsequently ask ourselves what 
question the person is posing by suffering from 
leg ulcers, and why ulcers are an invalidating 
problem for some and not for others. This ques-
tion may be considered in relation to patients’ 
choice of confiding in themselves or in others for 
help. It deals with the distribution of dependency 
and it is involved in the way the person lives and 
copes with illness (Cipolletta et al., 2012, 2013a; 
Talbot et al., 1991) and gives and receives care 
(Cipolletta et al., 2013b, 2015).

The aim of our study was to differentiate 
among patients’ experiences, by analysing per-
sonal, social and relational dimensions related 
to leg ulcer onset and to the care process.

Method

Participants

We recruited a purposive sample of 21 patients 
suffering from leg ulcers, 9 male and 12 female, 
aged between 27 and 78 years who were in care 
at a Centre for Multidisciplinary Day Surgery in 
Northern Italy. We chose patients with a lower 
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age (mean age, 55 years) than that of those par-
ticipating in other studies, because we wanted 
to focus on the specific impact of illness on 
social life when ageing was not a factor. In all 
cases, ulcer onset dated back between 1 year 
and 49 years.

The prevalent illness aetiology was venous 
in the lower limbs. For six women, the onset of 
circulatory problems was related to the begin-
ning of pregnancy, a condition that often pre-
sents more or less serious circulatory problems 
of a venous type. All patients used compression 
banding and local medication that were self-
administered and periodically checked and 
administered at the Centre where the study took 
place. One patient underwent amputation of the 
index toe of his right foot and one patient under-
went amputation of four toes of his right foot.

Participants were selected basing on the fol-
lowing criteria: (a) presence of lower limb skin 
ulcers, (b) dependence on the Centre for treat-
ment and (c) understanding of the Italian lan-
guage and ability to interact in the interview. 
The final number of participants was not prede-
termined. Our sampling ended once we consid-
ered theoretical saturation had been reached, 
that is, the point at which gathering more data 
yields no further theoretical insights about the 
emerging theory (Charmaz, 2006).

Participation was voluntary. A nurse member 
of the clinic team asked patients whether they 
wanted to participate in the research, presenting 
the aims and methods of the research and giving 
them all the time they needed for deciding 
whether to accept or refuse the invitation. If 
patients accepted, they were given an appoint-
ment with the interviewer, a researcher in psy-
chology specializing in performing clinical 
interviews. Interviews were conducted before or 
after the treatment in a quiet and empty room at 
the Centre. One 61-year-old male physician and 
four female nurses, aged between 23 and 50 years 
(mean age, 42.3 years), were also interviewed.

Data collection

We used semi-structured interviews (Kvale, 
2007) to obtain rich descriptive information 

about the phenomenon and to allow participants 
to choose how and what to tell us. A curious and 
facilitative, rather than a challenging and inter-
rogative, stance was adopted. The interview 
began with a broad question about the person’s 
experience with the disease and went on to 
explore various topics: when did the symptoms 
begin? How did the person explain it? Did 
something significant happen in that period? 
What did other people think? Which solution 
did the person try? What were the results? How 
long has he or she attended this Centre? Is he or 
she usually accompanied by someone? If yes, 
by whom? Has he or she attended other clinics? 
What did he or she think of doing? What kind of 
person was he or she? If he or she could improve 
anything in terms of this service, what would he 
or she suggest to change and why? What advice 
would he or she give to another patient who 
faces this experience for the first time?

We also examined the medical records of the 
patients and used the interviews with the four 
nurses and the physician to evaluate patients’ 
clinical conditions, illness progression, use of 
medications and relationship with the health-
care professionals. Some of the questions posed 
in the interviews with the healthcare profes-
sionals were as follows: how would you 
describe the patient and your relationship with 
him or her? What does he or she expect from 
you? Might you tell me a positive/negative 
experience?

The interviews had an average duration of 
40 minutes. They were audio-taped and tran-
scribed verbatim. We used pseudonyms to pre-
serve the anonymity of the patients. The 
research was approved by an academic ethics 
committee and participants gave their written 
informed consent for data collection.

Data analysis

Data analysis was conducted guided by the 
principles of grounded theory (Glaser and 
Strauss, 1967; Strauss and Corbin, 1998), a set 
of rigorous inductive procedures that lead to the 
emergence of conceptual categories. The result 
of the analysis of each interview served as a 
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guide for the analysis of the subsequent inter-
views. Thus, data generation and data analysis 
proceeded simultaneously.

The categories that emerged from interviews 
were considered in relation to the indices 
derived by the medical records and the inter-
views with the nurses and the physician of the 
Centre. These indices were as follows: the 
extent of biological damage according to the 
stages of the illness, the use of morphine and 
opioids (that indicates a greater degree of pain 
perception and pain intolerance), the presence 
of autoimmune disease (that indicates a more 
difficult management, Spentzouris and 
Labropoulos, 2009) and the degree of depend-
ency on the Centre indicated by the number of 
visits and by the number of periods of healing 
followed by relapse.

In accordance with the quality criteria for 
qualitative research, the aim of this study was to 
achieve credibility (Lincoln and Guba, 1985). 
The depth and breadth of data enabled us to 
claim a comprehensive and authentic under-
standing of the patients’ experiences. Analysis 
was tested by maintaining logical consistency 
and subjective interpretation. To increase 
dependability, an auditor reviewed and verified 
the consistency of this research. Finally, trans-
ferability was achieved by grounding, using 
extensive quotes from the interviews.

Results

Four final categories emerged from the analysis 
of the interviews and the medical records.

1. Illness severity, as judged by healthcare 
professionals.

2. Personal perception of the disease: pain 
and pain management, patients’ expla-
nations of the disease, attitudes of resig-
nation versus fight against the disease, 
somatic awareness and economic issues 
related to the disease.

3. Self-construction: physical appearance, 
body image, emotions, feelings and 
self-perception of independence versus 
dependence.

4. Dependency relationships: patients’ 
perceived support to others and from 
others.

5. Relationship with healthcare services: 
with the staff of the Centre, with other 
health centres (both in relation to the 
ulcer and to any co-morbidity that might 
have arisen in the course of life) and 
other experiences of illness, linked or 
not to the bloodstream.

On the basis of these categories, we grouped 
the patients who had similar experiences among 
them and obtained four groups representative of 
four illness trajectories. The results will be pre-
sented by reporting the characteristics of each 
group of patients in the five categories. We 
named the four illness trajectories ‘possibility’, 
‘denial’, ‘focus on illness’ and ‘tragedy’.

Possibility

Four patients, all women, somehow managed 
the illness successfully without using morphine 
or opioids. The biological damage was limited 
even if illness onset dated back to 6–24 years. 
The onset of leg ulcers was subsequent to preg-
nancy in three cases and in the fourth to injec-
tions done to stimulate blood circulation.

In this group, people spoke relatively little 
about pain and the disease fitted well in their 
lives, not preventing them from carrying out the 
same activities as in the past. These women 
could recognise and pay attention to internal 
signals, suggesting a good awareness of their 
needs. Their approach to illness was explora-
tory. They gave multiple explanations of the 
onset of the disease and probed causes on sev-
eral explanatory levels: organic, genetic and 
external.

That is not a nice experience, but I don’t find it 
traumatic. (Rose, 45 years)

Now I don’t know what might change after all 
these years, because sometimes I also think ‘Well 
I have no more problems, step by step I will take 
out this Cumadin [the medicine] and I will see 
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how it goes’ […] anyway, let’s have faith in 
science [laughs]. (Alice, 49 years)

These patients saw themselves as sociable, 
open, confident and hopeful about the future. 
They managed to establish close relationships 
and were prone to freely expressing their own 
needs. They used to rely on themselves and also 
on others for help. They are autonomous and 
have a good social network that encourages and 
supports them in their lives.

If I need something, I can ask, but I don’t do it. I 
come alone by car, also because everybody else 
has something to do. And as long as I can, I prefer 
to manage it. And then I go to take my niece to 
school, I cook for her. (Kate, 69 years)

However it is not that I do not have anyone at 
home to confide in. I’ve got a daughter who is 
grown, she is almost as a friend, and then I’ve got 
my sister. (Alice, 49 years)

These patients trusted healthcare profession-
als, but did not ask them more than what was 
strictly necessary for their illness care. They 
used to go to the Centre only when it was strictly 
needed and self-administered treatments.

Denial

Six patients subjectively perceived their illness 
as under control or not serious. The extent of 
biological damage was limited in half of them, 
the other half of them needed pain care and 
their illness conditions were evaluated by 
healthcare professional as severe. Most of 
these patients had lived with the signs of ill-
ness for a long time before being looked after: 
they approached the healthcare system only 
when pain became unmanageable. The symp-
toms were denied and life was seemingly 
unchanged. Patients might even have said 
nothing to anybody about their ulcer onset and 
used linguistic expressions of uncertainty and 
surprise.

I can easily do what I did before, drinking coffee, 
cigarettes, alcohol. (George, 27 years)

Step by step everything will be settled, even if it 
will take ‘till the end of the year, but there are no 
problems. Most of it is done, so now let’s do less. 
(Jack, 46 years)

With this last one [ulcer] there has been no great 
discomfort of any kind. Nor with the others, 
except for the early signs of itching and burning 
and things like that. But after that, with the open 
wound, everything settles and there is no pain or 
suffering. (Alex, 55 years)

These patients ignored the prodromal signals 
and, in some cases, they did not even have any 
opinion on the aetiology. In some cases, they 
gave an organic explanation of leg ulcers, in 
other cases an external one. In any case, the ill-
ness was described as coming out of the blue.

It’s like the feeling of a blow overlooked, 
something that you do not even know when it 
appeared. (George, 27 years)

This ulcer appeared without presenting any kind 
of warning, no initial problems, it occurred one 
day suddenly without any pain or trauma […] I 
was fine, I enjoyed excellent health, I had a happy 
life, I quietly played football, I swam, twenty four 
hours a day. (Alex, 55 years)

These patients are active people with differ-
ent hobbies and interests, with many contacts 
and friendships. They are prone to relate to oth-
ers on the professional level rather than on the 
emotional level and they do not produce narra-
tives of particular affective relationships. They 
perceive themselves as subjects who are basi-
cally healthy and without problems and need to 
keep this role.

They cannot admit to be ill because this 
would imply searching for help and they prefer 
to confide mainly in themselves. One of these 
patients arrived at the Centre on a rainy day 
with the bandage completely wet because she 
did not want to ask anyone for a lift and arrived 
from the bus station on foot. Another patient 
said, ‘If I feel bad I have to be forced to say 
“‘I’m sick,” if not, it does not matter, it’s just a 
bit of pain’ (Iris, 44 years).
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Focus on illness

Five patients’ narrations about their leg ulcers 
were considered exaggerated by healthcare pro-
fessionals regardless of the severity of the bio-
logical damage, which was judged as extensive 
only in two of the five cases. In all cases, leg 
ulcer onset dated back many years (from 15 to 
50 years) and these patients attended healthcare 
clinics for many years.

They had countless disorders in their per-
sonal history that led them to turn to an inex-
haustible list of professionals and healthcare 
services. The focus for these patients is entirely 
on their illnesses. It is clearly visible, is shown 
and is used to relate to others and allows them 
to assume the patient role. The role of care and 
the role of friendship overlap.

The pain never leaves me, never. I have suffered 
for years, years, years and years … It’s surely 
40 years […]. How much trouble I have! (Diana, 
67 years)

For 30 years I have come here to the hospital. I 
know a lot of people, the nurses are like my 
sisters, they love me, also the doctor follows me 
[…] He is a worthy good person, truly, […] We’re 
not friends, we are brothers. (Bob, 62 years)

This group is the one that shows the widest 
range of possible explanations of the illness. 
Pathologies that accompany them throughout 
their lives are varied, and therefore the origin of 
a disorder cannot be unique, but necessarily 
multiple. If there are multiple explanatory pos-
sibilities, there will also be multiple relation-
ships of care that the patient will have to 
establish in order to cope with the illness.

I am a 100% invalid. I’m full of pains everywhere, 
and then I had also have problem with my legs. 
Then both my hips were operated on, then also 
the back is gone and so I have to use crutches. In 
short, a whole series of things. (Grace, 77 years)

We noticed that the emotional and relational 
background of these patients was often poor 
and rough, not being able to support and contain 

the constant desire to be cured and loved that 
the patient has. The perception of being aban-
doned by the family entourage is serious, even 
if related to small everyday issues. These per-
sons have a huge need to continually confirm 
the relationship of care and nurturance provided 
by their caregivers.

[welcoming the interviewer] … I personally 
swear, personally I feel much more at ease 
because I saw a wonderful person who has been 
able to listen to me. (Jenny, 55 years)

People around me don’t understand anything. Not 
a sister, not a brother, not a brother-in-law that 
could tell me – I’ll help you, do you need 
something? I’ll pick you up, I’ll meet your 
wishes. (Helen, 58 years)

These persons tend to rely mainly on others 
with the aim of being cared for and pampered. 
These patients are those with a high degree of 
dependency on the Centre, by which they feel 
welcomed and supported. They are afraid of 
losing touch with the Centre or with their patient 
role.

I met him [the doctor] and I have always been 
under him all these years [since 1998], and I’m 
still with him. I’m fine with him because for 
everything I say he is always close to me and 
helps me. […] For me, the wound will not 
improve anymore. For this reason I don’t look at 
it on my own any more, and I come to the Centre 
to show it. […] I do not want to leave here because 
I know the staff here, and I trust only them. 
(Jenny, 55 years)

Tragedy

Seven patients, of very different ages (from 29 
to 75 years old) and illness duration (from 2 to 
41 years), had the most severe illness condi-
tions, were affected by autoimmune diseases 
and more frequently used heavy medication to 
fight the pain. They recognized the illness, they 
lived with it as a burden and they would have 
avoided it willingly. They searched for an 
explanation that went beyond the pathological 
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condition and was rather related to ‘Why me, 
and why has it happened to me?’

These ulcers from my point of view are a pain in 
the ass, because they block that kind of perspective 
[living abroad]. (Max, 58 years)

Go crazy, go crazy … you just see that you don’t 
come out any more. You see that you are really in 
a blind alley, and you don’t come out any more 
because the pain is so excruciating and so 
unbearable. It seems that they rip the flesh 
because I think that if a dog bites you, it doesn’t 
rip you like that. (Gwen, 65 years)

This is the only group that presents an expla-
nation centred on the self. The motivation about 
the onset referred to events in which the patient 
had a direct involvement or one that he or she 
could control, for example, ‘I scratched the 
scab’.

Often there was a good deal of scepticism or 
criticism towards others. These patients con-
structed themselves as rebels and nonconform-
ists. The body could not be governed anymore 
and appeared challenging and rebellious. They 
presented social retirement and/or ‘existential 
apathy’, as one of these patients called it.

When I’m in the mountains I get mad, I have to 
mow the lawn, I have to keep the wood clean, the 
wood needs to be cut, all the stuff. I let you 
imagine. I become a barbarian when I’m there. So 
now I see me like this, now when I’m in bed and 
I think, I say ‘God, what do I do this summer 
sitting on a deckchair in the sun?’ I become crazy, 
a nightmare. (Ned, 46 years)

These patients mainly relied on themselves 
and avoided relying on others. They had a poor 
social network where often it is hard to grasp 
the kind of relationships they have with others: 
if they talked about some friends, they talked 
about them in a vague and non-supportive way, 
with no particular emotional connotations. In 
other cases, they even did not refer to anyone.

I don’t stay with my friends talking for half an 
hour about these things, they know what I have, 

then ‘How are you?’ and then we talk about 
something else, because fortunately I have a 
circle of friends and acquaintances, all persons 
who are also politically engaged, as I always have 
been for years. Now, unfortunately I have had to 
reduce the activity. So let’s talk about something 
else, we’re not here to cry over it. (Max, 58 years)

I’m not surrounded by people who understand 
me. People are all for themselves, they only think 
about their own problems. (Mary, 57 years)

Discussion

From the analysis of data, we found four illness 
trajectories that corresponded to different ill-
ness experiences. We have not found an associ-
ation between these trajectories and the length 
or aetiology of illness, thus suggesting that the 
illness trajectory is more traced by the illness 
experience than by intrinsic aspects of the 
illness.

The four illness trajectories have been subse-
quently defined, not so much on a dimension of 
time as is usual in the grounded theory literature 
(Corbin and Strauss, 1991; Glaser and Strauss, 
1967), but rather on the basis of two dimen-
sions: illness acceptance and the dispersion of 
dependency. The theory generated by our data 
proposes that these dimensions may influence 
illness progression.

Illness acceptance and a high dispersion of 
dependency (i.e. the possibility to go to differ-
ent persons, including one’s own self, for help) 
allowed recovery progression, as shown by the 
trajectory called ‘possibility’. People belonging 
to this trajectory actively re-construed the 
meaning of illness and their personal identity in 
order to include illness. Kelly (1955) defined 
this way to face adversity as ‘aggressiveness’.

The acceptance of illness became the need to 
maintain it and exaggerate the attention paid to 
it in the trajectory that we called ‘focus on ill-
ness’ because here it is combined with the 
attempt to maintain dependency on healthcare 
professionals. For these people, relationships 
were based on care and their lives were based 
on the search for care.
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Illness refusal and a concentration of depend-
ency on the self might lead to denial of illness 
or the experience of illness as a tragedy. People 
belonging to the third and fourth trajectories had 
in common a personal role centred on self-suffi-
ciency and they needed to be healthy to keep it. 
Illness represented a deep invalidation that could 
not be taken into consideration. Constriction, 
defined by Kelly (1955) as the attempt to exclude 
from one’s perceptual field some incompatibili-
ties in their view of the world, allowed people of 
the fourth group (denial) to maintain their per-
sonal identities, sometimes also making them 
feel better. If constriction failed because the ill-
ness forced people to face the evidence that they 
were frail and needed help from others, life 
became a tragedy because patients experienced a 
dislodgment of self from their personal role, 
which is defined by Kelly (1955) as ‘guilt’.

Each of these trajectories is considered 
below referring to the main aspects of leg ulcer 
experience highlighted in the scientific litera-
ture. One of the main problems often reported 
by patients is pain (Charles, 1995; Green et al., 
2014; Hamer et al., 1994). Nevertheless, our 
research highlighted how pain perception may 
vary, depending on the trajectory of illness to 
which the patient belongs: patients who con-
structively coexisted with illness were poorly 
focused on pain, despite having a discrete atten-
tion to body signals, and patients who con-
stricted on illness completely denied and 
ignored pain. On the other hand, pain was at the 
centre of the patient’s life if it allowed him or 
her to receive care and protection from others 
(focus on illness). Finally, in the trajectory of 
illness as a tragedy, pain was brooded on and 
extensive, and there was a massive use of pain 
medications. These patients struggled against 
an uncontrollable body, a ‘disobedient body’, as 
Ebbeskog and Ekman (2001: 240) call it. They 
felt that their body does not allow them to do 
what they did before. They felt imprisoned in 
their body and had a strong hope of being 
healed, and gaining freedom from a too-binding 
body (Cipolletta et al., 2014).

According to the scientific literature, a recur-
rent problem with ulcers is their negative and 

strong impact on the quality of life (Hopman 
et al., 2013; Jull et al., 2004; Persoon et al., 
2004). Nevertheless, our research showed that, 
especially in a specific group of patients – those 
who did not recognize or report disruption in 
their everyday lives – ulcers do not seem to 
have a significant impact on the patient’s qual-
ity of life. Therefore, delay in the healing pro-
cess can be caused not only by a sense of 
passivity and resignation due to knowledge 
deficits and lack of control on the disease 
(Chase et al., 2000) but also by the attempt to 
ignore illness.

In line with previous studies (Brown, 2005), 
our study participants were satisfied with the 
healthcare staff of the Centre and trusted and 
were attached to the nurses (Briggs and 
Flemming, 2007; Chase et al., 2000). However, 
sometimes the special relationship with health-
care staff became a way to maintain the illness: 
patients in the trajectory of focus on illness had 
a great need for care and protection that they 
could not get in daily relationships. In this 
sense, they were dissatisfied with their normal 
social life and the relationship with doctors and 
nurses became the most significant one.

Study limitations

One limitation of this study is related to the 
composition of the sample. We had no partici-
pants from ethnic groups other than Italian. 
There might therefore be differences in the 
experience of living with leg ulcers related to 
different cultural factors that we failed to pick 
up on. Another limitation is the uncertain trans-
ferability of the findings. Recruiting partici-
pants from a specialized clinic means that the 
results may not be transferable to patients in 
primary healthcare or non-healthcare seekers.

Finally, one limitation deals with the choice 
of the indices of illness severity. We had to infer 
them from the clinical records and from the nar-
ratives of healthcare professionals, because a 
comprehensive measure of illness severity does 
not exist. Nevertheless, this allowed us to 
observe the phenomenon from different per-
spectives and using different measures. This 
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plural and multi-methods approach is coherent 
with a constructivist grounded theory approach.

Conclusion

An important step for understanding patients’ 
experience is recognizing how the same phe-
nomenon, leg ulcers, can be experienced in dif-
ferent ways depending on the person involved. 
Our study worked in this direction, identifying 
four illness trajectories that correspond to four 
different possibilities of making sense of leg 
ulceration. These trajectories may be compared 
with the coping strategies defined by Lazarus 
and Folkman (1984), but they go further 
because they try to understand illness experi-
ence on the basis of a formulation of the whole 
person (e.g. distribution of dependency and 
ways to face changes). This process allows us to 
hypothesize different intervention strategies 
that can help healthcare professionals to 
improve assistance by personalizing it.

The patients who accept illness are already 
moving towards a path of healing. In clinical 
practice, it may be sufficient to strengthen their 
positive fit for the future, to welcome their need 
to search for solutions for healing elsewhere 
and/or with their own resources.

Patients who can hardly see the disease or its 
prodromal symptoms tend to have shallow 
interpersonal relationships and a perception of 
themselves as being healthy and without prob-
lems. This trajectory is particularly interesting 
when considered in light of the medical and sci-
entific evidence on the chronicity of the dis-
ease. The time that elapses between the illness 
onset and treatment can influence the healing 
ability and the transformation of the ulcer from 
acute to chronic. The constriction on illness 
prevents persons from taking care of them-
selves, thus delaying intervention. At a certain 
point, it is too late to intervene in favour of a 
final and conclusive solution, forcing the per-
son to live a non-stop cycle of subsequent heal-
ings and relapses. These patients should be 
encouraged to adopt an exploratory attitude that 
allows the person to recognize the signs of a 
worsening condition. Moreover, they might be 

helped to recognize body signals and take them 
into account. Developing a greater self-aware-
ness allows the person to live in a healthy way, 
increasing the quality of life and avoiding that 
possibility of the disease reaching a point of no 
return.

People who are focused on illness show high 
levels of somatization. They should be reas-
sured by expressing understanding of their 
experience and, in so doing, giving it meaning. 
It is also possible to suggest asking for psycho-
logical support to help the persons shift their 
attention from the symptom to life. They should 
be encouraged to do experiences in areas of life 
other than illness in order to allow other people 
or things to become significant in their lives. 
What in the previous trajectory is a limitation, 
in this one becomes a resource.

Patients who experience illness as a tragedy 
might be helped to integrate illness in their life 
and to accept the possibility to receive help, 
thus experiencing that confiding in others for 
help does not diminish their personal responsi-
bility. An intervention that encourages alterna-
tive ways to construct themselves through 
continuous validations might help these patients 
to re-construe their personal roles.

In a multi-disciplinary perspective, it would 
be interesting to try to articulate complemen-
tary activities to support medical and hospital 
activities, such as self-help groups or brief ther-
apy groups, to allow patients to narrate their 
story, to experience personally, as part of the 
inter-action that would be involved, other tra-
jectories and other equally valid ways to con-
struct themselves and their illness.
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