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External audits reveal 
overwhelming support 
for  Leg Club concept

It is now 17 years since Ellie Lindsay 
established her first Leg Club. During 
this time the Leg Club Foundation 
has seen the numbers of clubs rise 

to more than 21 clinics in the UK. The 
social model of health care delivery for 
those suffering from leg ulcers was also 
successfully established in Australia about 
a decade ago, specifically in Queensland, 
New South Wales, Adelaide and Southern 
Australia, as was reported by Edwards 
(2009) and Shuter (2011). There has also 
been interest in the concept shown in 
other countries.

In the last 17 years the NHS in the UK has 
undergone many changes — financially, 
structurally and in the provision of 
services and the deployment of personnel. 
Resources have become scarcer, stressing 
the importance of value for money and 
best-possible practice.

Practitioners should be mindful that the 
philosophy of the Leg Club Model is 
one primarily of empowering patients to 
become stakeholders in their care within 
a social environment. At their local Leg 
Club the patients are known as ‘members’, 
as are the professional and volunteer 
staff. This is in contrast to the passive care 
implied by the traditional label ‘patient’. 
Therefore, there are three distinct groups 
of people within the dynamic of the club: 
 Patients/members 
 Professional staff 
 Volunteers. 

As a tripartite whole, each group has 
distinct but shared roles. Patients that 

become Leg Club members should 
find themselves in both a clinical and 
social setting that offers health care 
and promotes and actively encourages 
a strong sense of ownership by the 
members. At the same time, a similar 
sense of shared ownership and common 
intent is felt by the clinical and 
volunteer staff.

Such an environment of care should 
address the:

	 ‘...social needs of isolated patients 
[members]...through mechanisms 
for social interaction, empathy and 
peer support, rebuilding self-esteem 
and self-respect by de-stigmatising 
their condition’ (Lindsay, 2004).

For several years NHS organisations have 
been required to sign up to the concept 
of Clinical Governance (DH, 1998) the 
delivery of which involves the practice of 
clinical audit.

Once established, each Leg Club is 
required, on a quarterly basis, to send 
the Leg Club Foundation records of its 
activities to establish the quality of care 
being delivered, the outcomes achieved 
and to discover any gaps in the data 
(Clark, 2011).

This, however, does not capture how 
the ethos of the Leg Club concept is 
being practised by any particular club, 
the feelings and opinions of the patient 
members or the level of commitment 
to the concept by the professional and 

‘The feelings and 
opinions of the 
patient members 
is sought out, 
as is the level of 
commitment to 
the concept by 
the professional 
and volunteer 
members’

GEOFF THOMPSON
External Auditor, Lindsay Leg Club  
Foundation

In order to maintain best practice, Leg Clubs are required to 
record basic data which is copied to the Leg Club Foundation.  
This data is collated and analysed quarterly. Yet, central to the 
ethos of the Leg Club Foundation is the idea that members 
should feel empowered to become stakeholders in their care. 
This article discusses how information regarding the opinions 
of club members is obtained for a productive annual review.
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volunteer members. This is, instead, 
addressed by the annual external audit 
conducted by the foundation‘s auditor, 
which seeks to identify the services 
within the Primary Care Organisation 
(PCO) and how these interface with the 
Leg Club.

Each Leg Club lead nurse is contacted 
in advance and an audit date is agreed at 
the manager’s convenience. A structured 
questionnaire divided into eight sections 
is used to determine:
 People and the environment
 Physical setting of the community 

Leg Club 
 Staff /skill mix
 Health and safety
 Standards and monitoring
 Communication
 Documentation
 Patient satisfaction. 

This is performed by a combination of 
observation and interview.

The auditor has to be mindful of the 
workload in-hand at each visit and will 
vary the sequence for data gathering 
depending on who is most freely available 
for interview, such as the clinical staff, 
patient-members, volunteers or other 
agents (e.g. Social Services, Age UK) 
providing a service in the club. For 

example, an exercise therapist, who may 
be provided by the commercial sector, 
may only be available for interview for a 
short space of time.

Capturing data from the club’s 
documentation is relatively 
straightforward and involves completing 
the Foundation’s questionnaire criteria 
against the information contained in the 
Club’s records. 

The auditor is looking for the quality of 
practice rather than poor or bad practice. 
The latter does not need to be sought out 
as it makes itself apparent as the club’s 
documents are examined.

However, there are two important 
aspects of the audit which cannot be 
directly identified just by checking the 
club’s paperwork. These are:
	Whether members ‘feel’ the 

environment of the club is positive, 
dynamic and interactive; what the 
observed relationship is between the 
three distinct but linked groups within 
the club; whether there is an apparent 
promotion of the social model of 
patient-member empowerment rather 
than the medical model of care, which 
encourages patient dependency

	The feelings and opinions of the 
patient-members.

Members of one of the many Leg Clubs.
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Data on these aspects is obtained by selecting 
members’ clinical notes at random and 
interviewing the relevant patient-member 
prior to, and maybe after, receiving treatment. 
This is conducted using the questionnaire 
but adapting it to the individual’s level of 
comprehension and attention span. It is not 
possible to interview all patient-members as 
attendance numbers are regularly in excess of 
20. Questions include: 
 At present, on which legs do you have 

ulcers?
  At what age did you first suffer from 

ulceration?
 How long has this current episode of 

ulceration lasted?
 How does the ulcer affect you in terms 

of pain?
 How satisfied have you been with the 

treatment you have received over the 
past x number of weeks?

 How would you rate the comfort of the 
bandages and dressings that have been 
used in your treatment?

The questions enable conclusions to be 
drawn about members’ comprehension of 
their condition and the clinical record. In 

the process, the members’ positive feedback 
in nearly all cases adds support to the social 
concept of the club as a means for them to 
receive treatment. Support for the club is 
often more strongly identified if the member 
has previously had experience of leg ulcer 
care in other settings, such as a hospital clinic 
or health practice. These annual audits show 
overwhelming support for the Leg Club 
concept among professional staff, volunteers 
and, most importantly, the patient-members 
themselves.

While standards of practice are not always 
uniform throughout the UK, the audit 
provides an opportunity for the auditor to 
discuss with the manager and staff, the good 
practice being undertaken, identification 
of possible areas of poor practice and their 
opinions on how to resolve problems.

From the auditor’s perspective, the most 
valuable aspect of the process is the 
identification by the patient-members of 
their support for the concept of this model 
of care delivery and the commitment to their 
care and best interests from the clinical and 
volunteer staff. Wuk
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