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Leg ulcers
By  the end of this session YOU will:

¨ recognize the different types of leg ulcers
¨ understand  the concept of moist wound healing
¨ understand compression therapy  treatments
¨ Identify  risk factors in patients with 

nonhealing wounds



S. J. Fratesi and T. K. Scobie 
Venous ulcers CMAJ 1982 126: 
631-635. 



Leg ulcers

Venous Arterial

Other

80%

5-10%

10-15%



Wound Care 2010

A wound is constantly changing 
and often the manner of treatment 

must change as well 



The   Skin…20 square feet surface

¨ 3 layers….Epidermis

¨ ….Dermis

¨ ….Hypodermis(subcutaneous tissue)     



Role of skin

¨ PROTECTION
¨ REGULATION
¨COMMUNICATION
¨ HOMEOSTASIS



Definitions

¨A wound is any break in the continuity of the 
skin

¨The skin’s response to insult is to restore the 
integrity of the structure

¨Wounds are considered acute or chronic and heal
either by primary or secondary intention



Wound Etiology



Stages of Wound Healing

Inflammatory

Proliferative

Maturation or 
Remodelling



INJURY

hemostasis

inflammation fibroblasts

(Macrophages/granulocytes)

Neovascular growth
contraction

Proteoglycan synthesis

Debridement/resist infection

epitheliazation

Collagen lysis

Collagen synthesis

remodelling

HEALED  WOUND



Inflammatory phase

¨Red ,hot, swollen painful and loss of function
¨Cellular activity

¨Removal of bacteria and foreign body
¨Autolytic debridement

¨Release of enzymes and growth factors



Proliferative  stage
¨Angiogenesis and fibroblastic proliferation
¨Epidermal regeneration
¨Mitosis and collagen repair(dermal involvement)
¨The granulation tissue with it’s growth 

factors,glycoaminoglycans,hyaluronic acid



Maturation/Remodelling phase

¨Upward migration

¨ Stratification

¨ remodelling



Wound care management

¨Restoration    OR  maintenance ?

¨Etiology, wound management, local skin care , 
nutrition

¨Damage control…internal factors , environmental 
factors…behavioral factors



Wound management 2010

¨Address the underlying etiology
¨Healing will not occur with infection or necrotic 

tissue
¨The importance of debridement

¨ Surgical
¨Mechanical
¨Enzymatic
¨ autolytic



Issues peculiar to the elderly

¨ Poor skin  quality
¨ Lack of mobility
¨ Increased co-morbid conditions
¨ Decreased healing
¨ Poor nutrition
¨ Compliance 

INCREASED SKIN BREAKDOWN



Traditional wound 
classification…….by stages
¨Methodology for description of tissue loss or 

destruction
¨ Supplanted by color  status of wounds as these 

best describe  modes of treatment
¨The color of a wound may be a guide to the 

phase of healing of that wound



Wounds by stage

¨ Stage 1…redness of skin that does not turn 
white with pressure

¨ Stage2…abrasion,blister,ulcer..partial thickness 
..involves epidermis/dermis

¨ Stage3…full thickness skin loss into subcut. 
tissue…necrosis present

¨ Stage 4…extensive..through fascia into 
supporting structures (muscle/bone )



Wound Evaluation
Document the Ulcer

IAET Stage III IAET Stage III Schematic

IAET Stage IV IAET Stage IV Schematic



How would you describe the ulcer base?            

Wound Evaluation
Document the Ulcer

IAET Stage I IAET Stage I Schematic

IAET Stage II IAET Stage II Schematic



Topical Wound Overview

¨RED

¨YELLOW

¨BLACK

¨ assessment after  proper cleansing                  



NUTRITION

¨Necessary for epithelialization, collagen 
synthesis, immune function , cellular 
cohesiveness

¨Low proteins lead to edema and decreased 
resistance to infection

¨Key factor in wound breakdown and impaired 
healing



Nutrition      

VIT E

ZINC PROTEINS

VIT A VIT C

CA/MG



An Interdisciplinary        
Approach to  Wound Care 

Management 
Family Doctor

Enterostomal 
Therapist/

Clinical Nurse 
Specialist

Social WorkerPlastic Surgeon

Dietitian/
Nutritionist

Dermatologist or
other specialist

Physical/Occupational
Therapist

Institutional Nurse
Clinic Nurse

Community Nurse 

Patient/
Family

Infectious Disease
Specialist

Vascular Surgeon





HOW MUCH DOES IT COST ?

WHO IS GOING TO PAY?



Red Wound( Objectives )

¨Relieve/prevent pressure and shear

¨ Prevent from friction

¨ Protect from excessive moisture



Red Wound (Site Management )

¨Keep clean/dry
¨Use protective cream/ointment
¨Use powder sparingly
¨Use transparent occlusive dressings
¨Use Hydrocolloid dressings
¨Use medicated ointment…Zn Oxide 7%

Cornstarch 56%
Vaseline 37%

¨May need extra Vaseline/canesten powder



Yellow wound (Objectives)

¨ Wound cultures
¨ Remove debris from wound base
¨ Provide moist environment
¨ Once wound has red granulation tissue treat 

as Red wound
¨ Notify dietician



Yellow wound (Management)

¨Normal saline cleansing
¨Mechanical debridement
¨Topicals  to keep wound moist and debride 
¨ Saline and occlusive dressings
¨ If  foot ulcers involved needs proper orthotic and 

vascular assessment  
¨Rule out yeast infection    



Black   Wound (Objectives)
¨ Appropriate cultures
¨ Remove eschar and slough
¨ Wounds don’t heal with dead tissue
¨ Skin breakdown means contamination
¨ When red granulation present treat as Red

wound
¨ Dietician involvement



Black wound (Management )

¨Normal saline cleansing
¨Debridement.   …………… .mechanical 

dressing(wet/dry……..dry/wet)
¨ ……………. Surgical
¨ …………enzymatic
¨ …………. Autolytic (continuous wet saline 

,Hydrogels ,Occlusive dressings or colloids



Black wound (Key points)

¨MD order needed for Rx
¨Wounds don’t heal with dead tissue
¨Bacteria are always present
¨Beware of coagulation status with debridement
¨Clear wound of debris to get into red phase , then 

treat as such
¨Be patient!



Those nasty bugs ……

¨ Impairs healing by prolonging inflammatory 
phase of wound healing

¨ Inhibits collagen synthesis and epidermal 
migration

¨Causes further tissue damage by competing for 
oxygen with normal tissues



Some things we know but 
…..sometimes forget

¨The importance of culture specific antibiotics
¨ Packing any cavity

¨Management of the wound exudate
¨The importance of wound dressing in the healing 

process(1962)



Why is a moist environment better?
¨ Prevents dryness and scab formation

¨ Promotes angiogenesis and collagen growth

¨ Stimulates autolytic debridement



What does  Science say ?

¨ Moist wound
¨ Lower infection rate
¨ Lower total cost
¨ Faster healing time
¨ Prevents cell death
¨ Facilitates growth

¨ Dry wound
¨ Higher infection rate
¨ Delays healing
¨ Overall, more costly



What does Science say about…

…an ischemic wound in a diabetic foot which 
will never  heal ?

…the importance of distinguishing a wound 
which can be restored from  one that can only 

be maintained ?



Leg ulcers

Venous Arterial

Other

80%

5-10%

10-15%



Venous ulcers

¨By far…the most common leg ulcer
¨ 80%associated with post phlebitic syndrome
¨ 15% associated  with primary varicose veins with 

an incompetent perforator
¨ 5% misc. A-V fistula ,extrinsic pressure





Venous pressure at the ankle of a 
subject who is lying supine is around 
10 mmHg, but on standing this will 
rise by about 80 mmHg

During walking, as the foot is dorsal flexed, 
the contraction of the calf muscle compresses 
the deep veins and soleal sinuses to the point 
at which they become almost totally 
collapsed, producing internal pressures of up 
to 250 mmHg and emptying them of blood. 



As the foot is plantar flexed, the 
pressure in the veins falls, the 
proximal valves close, and the veins 
are refilled by blood passing through 
the perforators from the superficial 
system. 

In a normal leg, the distal valves of the 
deep veins and the valves of the 
perforators will ensure that the expelled 
blood can go in only one direction -
upwards, back to the heart.



This 'pumping' action of the calf muscle 
causes the hydrostatic venous pressure 
in the ankle region to gradually fall until 
it reaches a steady state, usually about 
30 mmHg in the deep veins and 40 
mmHg in the superficial veins. If the 
subject then stands still, the pressure in 
both systems will slowly return to a 
stable value of about 90 mmHg, a 
process that usually takes about 20-30 
seconds.





Blockage or damage to the venous system will 
cause disruption to normal blood flow

If the valves in the superficial system are 
affected, venous return will be impaired and 
blood may accumulate in the veins causing them 
to become distended, leading to the formation of 
varicosities (varicose veins).

The function of the perforator valves is 
impaired, the action of the calf muscle pump 
will tend to cause blood to flow in the reverse 
direction into the superficial system increasing 
the possibility of damage to the superficial 
vessels.



After a DVT  there may be  complete or 
partial obstruction of a deep vein, 
resulting in  unrelieved pressure  by the 
calf muscle pump on the perforator 
valves rendering them incompetent 
causing  a large rise in the pressure in 
the superficial system, which  forces 
proteins and red cells out of the 
capillaries and into the surrounding 
tissue and  causes staining of the skin -
an early indicator of possible ulcer 
formation.



Location                                                       Size

Depth                                                            Undermining

Edges                                                            Periwound

Pain                                                               Exudate

Granulation tissue                                         Color

Wound description

Odor

Wound bed



Presentation of the venous ulcer
¨ Pain,bleeding ,itching or 

burning..

¨ Stasis dermatitis…gaitre 
zone

¨ Varicosities(1/2)

¨ Swelling

¨ Cellulitis

¨ +culture>20%



Treatment of venous ulcers

¨ 90%…..may be controlled non-surgically
¨Control infection/edema

¨Bed rest,elevation,compression antibiotics 
¨ ambulatory..compression,elevation,control of 

infection and local wound care.
¨ If infected,staph 

,proteus,klebsiella,enterococcus,strept. 
Pseudomonas,E coli



Wound management ..Venous

¨ Control the edema
¨ Manage the exudate
¨ Maintain a moist 

environment
¨ Protect from 

mechanical/thermal 
trauma

Compression therapy is mainstay of  therapy



Wound care…venous ulcers
¨ HYDROGELS
¨ HYDROCOLLOID DRESSING
¨ HYPERTONIC saline GAUZE
¨ ALGINATES
¨ FOAM DRESSING
¨ TRANSPARENT FILM DRESSING
¨ SILVER IMPREGNATED DRESSING
¨ TOPICAL ANTIBIOTICS
¨ INTAL
¨ SPECIALIZED SKIN GRAFTS



History: venous leg ulcers

¨ Previous pregnancies
¨ Previous DVT/varicose veins
¨Allergies/medications
¨ Previous 

phlebitis/infection/trauma/ulceration
¨ Smoking history
¨ Employment/mobility
¨Weight/diet 
¨ Leg swelling at the end of the day
¨ Pain









Case study 

• 65-year-old female with 7 cm leg ulcer  X five mos.
• varicose veins and had previous DVT same leg
• pain and  exudate 
• eczema present in surrounding skin
• Classic champagne leg

• WHERE DO WE GO FROM HERE??





Case study 

How would you heal the leg ulcer?

Improve the surrounding skin condition? 

Manage the pain?

Control the exudate?



Management strategies: venous 
leg ulcers

cause wound patient

Pain
Compliance
Education
Manage anemia/ nutrition

Moist wound healing if 
adequate blood 
supply to heal

• Compression



Physical exam: venous leg ulcers

¨ Gaiter area (around 
ankle)

¨ Edema
¨ Eczema
¨ Pigmentation
¨ Varicose veins
¨ Ulcer: irregular margin, 

granulation base



Demonstration: venous reflux

Clinical
Tourniquet test

Non-invasive

Duplex Doppler

1. Lie flat
2. Elevate leg 45º
3. Wait 30 seconds
4. Apply tourniquet above knee
5. Stand and release tourniquet

Filling of saphenous vein above the 

ankle in less than 20 seconds 

Monitor venous reflux
Measure venous refilling times
Look for demonstration of backward 

flow (incompetence)



Venous duplex





Pathophysiology: venous leg 
ulcers

Venous hypertension
valvular incompetence

– phlebitis
– infection – trauma
outflow obstruction
– obesity
– pregnancy

thrombosis

Intact valve Incompetent 
valve





Prevention/patient education: 
venous leg ulcers

1.  Stockings
What type would you 

order?
2.  Weight control/adequate 

diet
3.  Exercise

4.  Leg elevation/rest
5.  Skin care

• moisturizers
• lubricants

Without compression 
stockings for life, the 
re-ulceration rate in 
the first year is high



Compression therapy

Laplace’s Law
P = TN (constant)

CW
P = sub-bandage pressure
T = tension in bandage
N = number of  layers
C = circumference of  limb
W = width of  bandage

Graduated 
compression

35 cm

20 cm



Compression therapy

Compression is superior to no compression

High compression is superior to low compression 
in the absence of significant arterial disease

High compression therapy remains an important 
element in the treatment of venous leg ulcers

Fletcher et al BMJ 1997
Eagle M Nursing Standard 2001



Graduated compression therapy

venous 
return to 
the heart

edema

removal of 
fibrin 

distention of 
superficial 
veins





Blood Clearance
Thigh Length vs. Calf-Only Sleeve

¨ Calf-Only, Uniform 
Compression:
– Pooling of blood behind the 

valve cusps
• Creates stasis

¨ Thigh Length Compression:
– Collapse femoral vein, forcing 

the valve cusps against the 
vessel wall

• Expels blood



Four-layer bandage for 
sustained graduated compression

natural padding bandage light conformable bandage 

light compression bandage flexible cohesive bandage

S S

8 S

S = spiral
8 = figure 8

Apply all 
elastic layers 
at half-stretch. 
Why?

1 2

3 4







Venous insufficiency



Indications for compression stockings in lower extremity chronic venous 
disorders

Class Pressure      Level of support Indication
OTC• <15 mmHg Minimal               Asymptomatic  for comfort

I 15-20 mmHg Mild Minor varicosities, tired aching legs,   
minor swelling

II 20-30 mmHg Moderate            Moderate to severe varicosities, swelling                                                     

III 30-40 mmHg Firm Severe varicosities,  swelling, ulcers  
DVT ,surgery

IV >40 mmHg Extra firm Lymphedema



Indications for surgical therapy in 
venous ulcers(10%)
¨Failed medical therapy
¨Large painful ulcers
¨Primary vv/incompetent perforators
¨ If not healing because of an arterial component
¨Ulcer present x1 year and malignancy not 

excluded



Surgical procedures..venous

¨Perforator ligation
¨Vein stripping
¨Excision and skin grafting
¨Ligation/stripping and skin grafting
¨Valvuloplasty  or vein transposition
¨Arterial bypass



Layered compression therapy

Applying the wound 
contact layer 

Applying the 
compression bandage

ProGuide* 1 applied without 
pressure using spiral technique 
with 50% overlap

ProGuide* 2 applied with 
minimal tension using spiral 
technique with 50% overlap



Infected or not?

not always obvious

friable granulation 
tissue/bleeds

lack of healing 
despite adequate 
treatment



Dr. F likes silver!
HE ALSO LIKES IODOSORB



1. Venous leg ulcers can significantly compromise quality of life.

2. Interdisciplinary, collaborative assessment, and treatment planning with the 
client  is essential

3 Early prevention strategies decrease the potential for ulcer development
.

4. Therapy involves client acceptance and participation.

5. Clinicians must be knowledgeable of the features and management of venous 
disease.

Principles and Assumptions of care in Venous leg ulcers



6. Venous leg ulcers are managed with effective 
compression and wound management therapy.
7. An Ankle Brachial Pressure Index (ABPI) 
measurement must be done prior to 
commencement of compression therapy.
8. Clinicians must have sound practical 
knowledge and experience in the use of Ankle 
Brachial Pressure Index (ABPI).
9. Clinicians must have sound practical 
knowledge and expertise in the use of 
therapeutic compression.
10.Maintaining therapeutic measures reduces 
the risk of re-occurrence.
11.Proactive care supports rehabilitation and 
return of client independence

Principles and Assumptions of care in Venous leg ulcers



Non-healing ulcers

Wrong diagnosis…..biopsy

Inadequate/incorrect treatment

Underlying medical condition

Undetected infection

IS THE PATIENT COMPLIANT ?



Non-healing ulcers
Does the wound need a boost? 

Intal

Honey

Dermagraft/Apligraft

Growth  factors



Case study 

¨ 70-year-old  male
¨ Previous leg ulcer
¨ Smoker
¨ claudicates
¨Absent pulse

What is your most likely diagnosis?



Skin breakdown due arterial 
causes….risk factors
¨ Diabetes
¨ Tobacco
¨ Hyperlipidemia
¨ Hypertension
¨ Obesity
¨ Cardiac disease
¨ Renal disease
¨ COPD
¨ Coagulation disorders



Progression of disease
¨Mild claudication

¨ Severe claudication

¨Night pain/rest pain

¨Ulcer/gangrene



Arterial wound management 
objectives
¨Keep clean
¨Keep dry?
¨Debride necrotic tissue
¨Manage exudate by hydration
¨Protect from mechanical/thermal trauma
¨Protect from infection



Initial conservative measures

¨General measures 
¨Loose weight 
¨Exercise
¨QUIT SMOKING
¨Pharmacologic agents….Trental ,Adalat,Asa,
¨ Ischemic bed routine



Characteristics of an ischemic limb
¨PAIN
¨PALLOR
¨PULSELESSNESS
¨PARESTHESIA
¨POIKILOTHERMIA
¨PARALYSIS

The 
6 P’s



Clinical assessment(

¨Documentation of pulses/intensity

¨ Skin nutrition,ulcer, fissure ,cold 
paronychia,temperature of foot

¨ Pallor with elevation/rubor with dependency

¨ Prolonged venous filling time



Investigations

¨History

¨Clinical examination

¨Non-invasive arterial study(ABI<.3,>.6)

¨Arteriogram(done only if surgery is entertained)









Prevention/patient education: 
arterial ulcers

Cessation of 
smoking

¨Patch/gum
¨Hypnosis/behaviour 

modification
¨Check cholesterol/triglycerides
¨Ideal weight

¨Build up collaterals
¨Encourage exercise to increase 

body’s ability to heal

Diet

Exercise



Characteristics of the arterial ulcer

¨ Location
– usually distal 
– proximal due to 

trauma/infection
¨ Base

– necrotic (black)
– fibrous (yellow)



Assessment tools: arterial disease

Palpation of peripheral pulses

Doppler 
– ABI (ankle brachial index)

Duplex Doppler

Systolic toe pressure

Transcutaneous oxygen pressure ( 
(TcPO2)

80–90 mmHg

0.9–1.2 normal
0.5–0.8 moderate arterial insufficiency
<0.5 severe arterial insufficiency

Identify blockages in arteries

>50 mmHg

>30 mmHg adequate for healing



Diagnosis: arterial disease

Clinical
• ABI

¨usually <0.5

¨identify stenosis/blockage

¨>30 mmHg adequate for 
healing

¨used for angioplasty
¨diagnosis of bypassible 

conditions

Non-invasive
• complete leg 

Doppler

Invasive
angiography

TcPO2



Treatment of arterial ulcers

¨medical…………..Calcium channel blocker
Trental
Plavix,ASA

¨ Surgical………….vascular assessment
ABI ,duplex
angioplasty/stent
bypass



Treatment of arterial ulcers

No blood supply…leave to dry and demarcate

BETADINE

Good blood supply……..Moist wound environment



Surgery

¨Angioplasty

¨Angioplasty/stent

¨Bypass procedure…inflow/outflow*





The diabetic foot

¨Almost 2 million Canadians have diabetes
¨ 15%diabetics will develop foot ulcers
¨Diabetics 15x likely to have amputation vs non 

diabetics
¨ In amputated diabetics…50% ulcer contralateral 

limb<2 years
¨ 50% contralateral amputation within 5 years
¨ 3 year mortality after 1st amputation..50%



Diabetic ulcers

ANGIOPATHY NEUROPATHY INFECTION

Etiology of skin breakdown



Diabetic ulcer risk

¨Peripheral neuropathy
¨Foot deformity

¨Limited joint movement
¨Elevated plantar pressure
¨Prior ulcer/amputation

¨Peripheral vascular disease
¨ Susceptibility to infection



Tissue loss in the diabetic foot

Diabetic foot

Callus/trauma

ulceration

Failure to heal

infection

amputation

High foot pressure



Leg ulcers in the diabetic patient

Neuropathy

Ischemia                                                    leg ulcers

Deformity



Case study 
¨ JF(65)Type 2 diabetes
¨ Leg vein harvested for 

coronary bypass surgery
¨ Swelling of leg 
¨ Leg ulcer X 6-mos.
¨Unsuccessful skin graft
¨ Local pain
¨Decreased pulses
¨ABI 1.6



Diabetic control

Control of sugars DO make a difference

Glycosylated 
hemoglobin
(HgbA1C)

<12% is required 
for healing
<9% is optimal



Leg ulcers: infection
¨ Infection is common in the wounds of patients with 

diabetes
¨ Often polymicrobial
¨ Methods of detection

– semi-quantitative swab
– quantitative biopsy
– curettage
– needle aspiration

¨ Topical antimicrobials
– silver sulfadiazine cream
– metronidazole gel
– cadexomer iodine

¨ Systemic antimicrobials
How would you 
treat the edema?



Light sustained graduated 
compression

flexible cohesive bandage

1 2

3



Prevention/patient education: 
leg ulcers in the diabetic patient

¨Light compression stockings
¨Monitor glycemic control
¨Risk factors……THESE ARE ALL IMPORTANT !

– smoking
– hypertension
– hyperlipidemia
– obesity
– congestive heart failure



Leg ulcers: conclusion

Treat the cause Moist healing 
if  it can occur

Patient
considerations
• pain
• compliance
• quality of life



ASSESSMENT

1. Assessment and clinical investigations should be undertaken by 
healthcare professionals  trained and experienced in leg ulcer 
management.  C

2. A comprehensive clinical history and physical examination 
including blood pressure measurement, weight, urinalysis, blood 
glucose level and Doppler measurement of Ankle Brachial 
Pressure Index (ABPI) should be recorded for a  patient 
presenting with either their first or recurrent leg ulcer and should 
be ongoing thereafter.  C

3. Information relating to ulcer history should be documented in a 
structured format.  C

4. Examine both legs and record the presence/absence of the 
following to aid in the assessment of underlying etiology      C



Venous Disease:
usually shallow moist ulcers
situated on the gaiter area  
edema
eczema
ankle flare
lipodermatosclerosis
varicose veins
hyperpigmentation
atrophie blanche

Arterial Disease:
ulcers with a “punched out” appearance
base of wound poorly perfused, pale, 
dry
cold legs/feet (in a warm environment)
shiny, taut skin
dependent rubor
pale or blue feet
gangrenous toes



4 Measure the surface areas of ulcers, at regular 
intervals, to monitor progress. Maximum length and 
width, or tracings onto a transparency are useful 
methods.                    B

6. The client’s estimate of the quality of life should be 
included in the initial discussion of the treatment plan, 
throughout the course of treatment, and when the ulcer 
has healed.   C

7. Assess the functional, cognitive and emotional status 
of the client and family to manage self-care.  C

8. Regular ulcer assessment is essential to monitor 
treatment effectiveness   C



DIAGNOSTIC EVALUATION

9. Venous disease of the leg is most commonly detected by a 
combination of clinical examination and measurement of a 
reliably taken Ankle Brachial Pressure Index (ABPI).    A

10. Doppler ultrasound measurement of Ankle Brachial 
Pressure Index (ABPI) should be done by practitioners trained 
to undertake this measure.  B

11. If there are no signs of chronic venous insufficiency and the 
Ankle Brachial Pressure Index (ABPI) is abnormal (greater than 
1.2 or less than 0.8),arterial etiology should be assumed and a 
vascular opinion sought.   C

12. Vascular assessment, such as Ankle Brachial Pressure 
Index (ABPI) is recommended for ulcers in lower extremities, 
prior to debridement, to rule out vascular compromise   C 



PAIN

13. Assess Pain. C

14. Pain may be a feature of both 
venous and arterial disease, and 
should be addressed.     B

15    Prevent or manage pain 
associated with debridement. Consult 
with physician and pharmacist as 
needed     C



VENOUS ULCER CARE

16. Choose the technique of debridement, considering 
the type, quantity and location of non-viable tissue, the 
depth of the wound, the amount of wound fluid and the 
general condition and goals of the client.  C

17. Cleansing of the ulcer should be kept simple; warm 
tap water or saline is usually sufficient.  C

18. Dressings must be simple, low adherent, acceptable 
to the client and should be low cost.    A

19. Avoid products that commonly cause skin sensitivity, 
such as those containing lanolin, phenol alcohol, or 
topical antibiotics.  C

20. Choose a type of dressing depending on the amount 
of exudate and the phase of healing.  C



21. No specific dressing has been demonstrated to encourage ulcer 
healing.  A
22. In contrast to drying out, moist wound conditions allow optimal 
cell migration, proliferation, differentiation and neovascularization  . A

23. Refer clients with suspected sensitivity reactions to a dermatologist 
for patch testing. Following patch testing, identified allergens must be
avoided, and medical advice on treatment should be sought   . B

24. Venous surgery followed by graduated compression hosiery is an 
option for consideration in clients with superficial venous insufficiency.  C

25. Biological wound coverings and growth factor treatments should not 
be applied in cases of wound infection. C

26. Optimal nutrition facilitates wound healing, maintains immuno 
competence, and decreases the risk of infection. B



INFECTION
27. Assess for infection.  A

28. An infection is indicated when > 105 bacteria/gram tissue is 
present.  B

29. The treatment of infection is managed by debridement, 
wound cleansing and systemic antibiotics.  A

30. Antibiotics should only be considered if the ulcer is clinically 
cellulitic (pyrexia, pain; increasing erythema of surrounding skin, 
purulent exudate, rapid increase in ulcer size).   C

31. Do not use topical antiseptics to reduce bacteria in wound 
tissue, e.g., povidone iodine, iodophor, sodium hypochlorite, 
hydrogen peroxide,or acetic acid.    B

32. Topical antibiotics and antibacterial agents are frequent 
sensitizers and   should be avoided    B



33. The treatment of choice for clinical venous ulceration 
uncomplicated by other factors, is graduated compression 
bandaging, properly applied and combined with exercise. 
Graduated compression is the main treatment for venous 
eczema.  A
34. High compression increases venous ulcer healing and is 
more effective than low compression, but should only be used 
where ABPI ≥ 0.8 and ulcer is clinically venous   A

35. Compression bandages should only be applied by a suitably 
trained and experienced practitioner.  B

COMPRESSION



36. Venous ulceration should be treated with high compression 
bandaging  C

Recommendations to achieve a pressure between 35-40 mm Hg. at 
the ankle, graduating to half at calf in the normally shaped limb, as 
per La Place’s Law.
37. Use protective padding over bony prominences when applying 
high compression.  C

38. Arterial insufficiency is a contraindication to the use of high 
compression. C
A modified form of compression may be used under specialist 
supervision.

39. Use compression with caution in clients with diabetes, those with 
connective tissue disease and the elderly. C

40. Compression therapy should be modified until clinical infection is 
treated. C



41 Bandages should be applied according to manufacturer’s 
recommendations. C

42. When using elastic systems such as “high compression” bandages, the 
ankle circumference must be more than or padded to equal 18 cms. C

43. Ankle circumference should be measured at a distance of 2.5 cm (one 
inch)  above the medial malleolus.   C

44. The concepts, practice, and hazards of graduated compression should 
be fully understood by those prescribing and fitting compression stockings A

45. Graduated compression hosiery should be measured and fitted by a 
certified fitter.  C

46. To maintain a therapeutic level of compression, stockings should be 
cared for as per manufacturer’s instructions, and replaced every six months C



46. To maintain a therapeutic level of compression, stockings 
should be cared for as per manufacturer’s instructions, and 
replaced every six months.  C

47. Graduated compression hosiery should be prescribed for 
life. B

48. External compression applied using various forms of 
pneumatic compression is indicated for individuals with chronic 
venous insufficiency.  A

49. The client should be prescribed regular vascular exercise by 
means of intensive controlled walking and exercises to improve 
the function of fhe upper ankle joint and calf muscle pump.  A



50. Consider electrical stimulation in the treatment 
of venous leg ulcers.  B

51. Hyperbaric oxygen may reduce ulcer size in 
non-diabetic, non-atherosclerotic leg ulcers.  A

52. Therapeutic ultrasound may be used to reduce 
the size of chronic   venous ulcers A

COMPLEMENTARY THERAPIES


