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Compression therapy for leg 
ulcers
Sir,
The article compression therapy for venous leg ulcers by 
B Nair[1] is interesting, and the author has very lucidly dealt with 
an important aspect of management for leg ulcers, especially 
of venous origin. The cornerstone of management of patients 
with venous ulcers continues to be compression of the limb 
to eliminate edema counteracting the ambulatory venous 
hypertension (AVH) underlying the causative infl ammatory 
mechanisms.[2] Based on multicenter, prospective, randomized 
trials, it appears that high-strength compression (more 
than 30 mmHg) and multilayered compression methods 
are more effective than lower strength or single layered 
compression.[3] Numerous bandaging regimens including 
a short stretch, multilayer systems, and double-layered 
compression stockings have been advocated. However, a 
multilayer graduated compression bandaging applied by 
trained personnel (providing 40 mmHg of pressure at the ankle 
and 17 mmHg at the upper calf) is accepted as the mainstay 
of treatment for chronic venous ulceration.[4] Compression 
materials can be classifi ed into elastic and inelastic materials. 
Elastic material is not able to achieve strong pressure in the 
standing position when properly applied. Inelastic material 
exerts a very high standing pressure and strong or very strong 
pressure peaks during muscular exercise. This pressure is 
able to intermittently occlude the venous lumen. For these 
reasons, the inelastic bandage has a hemodynamic effect, 
is able to reduce AVH and should be preferred in ulcer 
treatment.[2] Once healed, patients should be advised to wear 
elastic stockings (Class II) to reduce the risk of recurrent 
ulceration.[5]

Usually, 15-20% but maybe up to half of ulcers due to venous 
origin may be associated with arterial insuffi ciency.[6] All limbs 
must be examined carefully for adequate arterial supply 
before high-strength compression is applied. Patients who 
do not have palpable pedal pulses should be tested with 
Doppler ultrasound to determine their ankle brachial pressure 
indexes (ABPI). If the ABPI is above 0.8, the arterial supply 
is likely to be adequate for high-strength compression.[7] 
With ABPI between 0.5 and 0.8, no more than light (Class I) 
compression is to be used as arterial disease is likely, and 
compression may further compromise arterial blood supply. 
For patients with signifi cant arterial insuffi ciency (ABPI < 0.5), 
compression stockings should not be worn. In these patients, 
it is important that other standard aspects of venous leg ulcer 
care are combined with compression to obtain optimal results. 
With an ABPI >1.3, compression should be avoided because 
high ABPI values may be due to calcifi ed and incompressible 

arteries. In such patients, a specialist vascular assessment 
should be sought.

Most venous leg ulcers are heavily exudative. Therefore, 
foams, alginates, and other highly absorptive primary dressings 
are selected for temporary coverage along with compression 
therapy. Which dressing is the best for these ulcers is not 
known. An extensive review published in the Cochrane 
database in 2006 concluded that the type of dressing applied 
to the wound under compression was not found to affect ulcer 
healing.[8]

That compression therapy is the mainstay of management 
of leg ulcer is beyond doubt. However, clinicians should 
recognize that compliance with compression is likely to be 
poor, particularly as compression stockings may be very 
diffi cult to put on and takeoff. Owing to that and other reasons, 
patient compliance can vary widely from 10% to 80% with an 
average of approximately 40%.[9,10] It is this poor adherence 
to compression therapy that can be critical in not allowing 
ulcers to heal or to cause high recurrence. Therefore, it is 
of paramount importance for the health care professional, 
to educate and motivate the patient to embrace this remedy, 
often for life.
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Preventing leg ulcer 
recurrence
Sir,
The article prevention of venous leg ulcer recurrence 
by MM Shenoy[1] was well-presented. The author has 
given a detailed account of how to prevent leg ulcer 
recurrence, especially of venous origin. Elsewhere in 
the issue, the pivotal role of compression therapy in 
the prevention of ulcer recurrence has been touched 
upon. However, in isolation or due to poor compliance 
and consequent cessation of compression therapy, 
1-year venous ulcer recurrence rates as high as 69% 
have been reported. In other reviews, at least 50% 
of patients experienced repeated episodes of venous 
ulceration at 3-5 years of follow-up.[2] Over 50% of active 
ulcers are recurrent, and these data alone would favor 
the widespread introduction of preventive strategies.[3] 
Approximately, 30% of patients with venous ulcers have 
venous hypertension, primarily caused by incompetent 
valves in the saphenous veins.[2] Because compliance 
with compression therapy over time is poor, correction 
of venous hypertension is an attractive solution. Within 
the famous the effect of surgery and compression on 
healing and recurrence (ESCHAR) trial, recurrence 
rates for patients treated with compression and venous 
surgery were 12% at 1-year and 31% at 4 years. These 
were significantly lower than recurrence rates for patients 
treated with compression alone (28% at 1-year and 56% 
at 4 years).[4,5] Several surgical procedures have been 
advocated for the healing and prevention of venous ulcers 
such as crossectomy, saphenous stripping, perforator 
interruption or subfascial endoscopic perforator surgery, 
and endovascular laser and radiofrequency procedures. 
The latter have been used to treat venous insufficiency, 
but few comparative studies to venous surgery have been 
performed. Split-thickness skin grafting for coverage of 
the ulcer has a high rate of initial success, but recurrence 
rates are high.[6]

Some patients with venous ulcers and a history of deep vein 
thrombosis have obstruction of the iliac venous outfl ow tract 
as a major cause of venous hypertension. In many cases, 

these obstructed veins may be treated successfully with 
percutaneous recanalization and stenting to improve venous 
outfl ow from the limb. Limb pain and swelling are signifi cantly 
improved, which should reduce the incidence of recurrent 
ulceration. In a recent study, it was reported that 74% of 
patients with venous ulcers were found to have thrombophilia 
on hematologic testing.[7] This suggested that venous ulcer 
patients should be routinely tested for hypercoagulable states. 
However, if a patient with venous ulceration has no history 
of deep venous thrombosis or superfi cial thrombophlebitis, it 
is unlikely that the anticoagulation would be recommended; 
so selective testing based on individual history is likely to be 
more cost-effective.

After ulcer healing, compression must be maintained chronically 
to prevent recurrent ulceration. Patient compliance with 
compression treatment is a critical component of successful 
wound care. Compression treatment prolongs the mean 
time to ulcer recurrence from 18.7 months in noncompliant 
patients to 53.0 months in compliant patients.[8] Because 
the higher the compression pressure applied, the lower is 
the recurrence rate, the highest pressure tolerated by the 
patients is recommended.[9] Class III pressure garments are 
less well-tolerated, but when tolerated, the recurrence rate is 
lower than with Class II garments.

The prevention of recurrence of other common leg ulcers also 
merits a mention. In patients with ulceration due to severe 
arterial compromise, healing rates are unlikely to exceed 50% 
despite an aggressive policy of revascularization as these 
patients are often unfi t or unsuitable for arterial intervention.[10] 
In the neuropathic ulcer, especially in the diabetics who have 
been medically optimized and continue to experience peripheral 
neuropathy symptoms in the lower extremities, nerve 
decompression may prevent further nerve fi ber deterioration.[11] 
This may enhance ulcer healing and promote the reduction in 
ulcer recurrence. Other ancillary measures that may help to 
some extent are calf exercises, limb elevation, nutritional 
supplementation, cessation of smoking, weight reduction 
and change of lifestyle, use of veno-active drugs, and 
improvement of psychosocial well-being. The patient with 
a leg ulcer indeed needs strong motivation and quality help 
from the clinician and health-care professionals to be able 
to prevent ulcer recurrence.
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