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Management of patients with lower leg venous ulcer- casesharing
Ngan Hau Lan, RN, ET' BN (Hons), MN

\
Advanced Practice Nurse (Wound care), United Christian Hospital
Introduction
Venousleg ulceration is a common problem that may take a long time to heal. It is a continuing challenge
to healthcareprofessionals,despite it has been well documentedthat sustainedcompressiontherapy is an
effective method to promote venous ulcer healing (Fletcher, Cullum, & Sheldon, 1997). Healing of
venous leg ulcers is achieved through applying bandageswhich gives sustainedgraduatedcompression
from toe to below knee which reversesvenous hypertensionin lower leg as a result of improving venous
blood and minimizingthe impedimentsto wound healing (Brown, Maloy, Oddo, 2001). However, there is
insufficient evidenceto suggestwhich type of compressionbandagessystem is more effective for venous
ulcer (Figure 1).
Compressionbandages
There are different types of compressionbandagesavailable in the market, including long stretch (elastic)
compression bandages, short stretch (inelastic) compression bandages, single or multiple-layer high
compressionbandages.Long stretch compression bandagesare extensible and exert high compression
during rest and exercise. Whereas short stretch compression bandages are minimally extensible and
produce passive compression mainly when the calf muscle contracts, increasesin volume and creates
pressureagainstthe bandage(high working pressures).At rest, short stretch compressionbandagesexert
pressuredependenton the tension used which give low working pressuresduring periods of inactivity.
Multi-layers bandaging systems have 3-4 layers and include either elastic (provides sustained
compression) or inelastic (provides rigidity and enhancesthe calf muscle pump function) compression
bandages, cohesive / adhesive bandages, crepe bandages and /or padding layers. The concept of
multi-layers is that the pressure is applied in layers, giving an accumulation of pressure (Eagle, 1999;
Stacey,Falanga,Marston,et aL,2})2;Kumimoto, Cooling, Gulliver, et al, 2001).
For active and mobile patients, either long stretch or short stretch compressionbandageis recommended.
For immobile patients or those with a fixed ankle movement, long stretch compression bandage is
recommended whilst short stretch compression bandage is not recommended as this bandage cannot
perform properly if the calf muscle is weak or ineffective to generateadequatelevels of compression
(Moffatt, 2007; Stacey,Falanga,Marston, et aL,2002).
In my clinical practice, short stretch compressionbandagesare commonly used for ambulatory patients
with venous leg ulcer as the first-line compressiontherapy. Since short stretch compressionbandages
exert low pressureat rest, most of my patientswere well-toleratedto wear thesecompressionbandages.
Moreover, long stretch compressionbandagewill be used for patients who found difficulty in or fail to
heal their ulcers by short stretch compressionbandages.

Case Sharing
A seventy-five years old man had a history of foot ulceration over his right leg for more than sevenyears.
He had left below knee amputation performed 30 years ago becauseof trauma. He could walk freely
with his prosthesis. On examination,the ankle brachial pressureindex was 1.0 (normal) and Doppler
ultrasoundshowedno deepvein thrombosis. Angiogram was norrnaland biopsy of the ulcer was benign.
He was then referred to Wound Care Nurse Clinic for wound care advice. His wound located at right
medial malleoluswith size 5 x 6 cm. Wound basewas red granulatingwith somebiofilm slough.Wound
exudated moderate amount of greenish discharge. Dressing containing silver with short-stretch
compressionbandageswere appliedand scheduledto changedressingtwice weekly.
Patient was educatedon leg elevation, ankle and calf exercises,high protein diet and increasedfluid
intake. The size of his leg ulcer reducedto 4.5 x 3 cm after eight months of short stretchcompression
therapy (Figure 2). Wound base showed red granulatingwith some bio-film slough, wound exudated
moderateamount of serousdischareeand surroundins skin was mild macerated.In view of the slow
progress,compressionbandageswere changedfrom short stretch to long stretch.Wound dressingand
compressionbandagewere changedto once weekly. His leg ulcer healedprogressivelyafter eight months
with long stretch compressionbandages.Compression stockings were introduced to prevent ulcer
recuffencethereafter.
This case showed that for patients with long history of confirmed venous leg ulceration and fairly
ambulatory long stretch compressionbandageswere more effective to promote wound healing. Therefore,
the choice of compressiontherapy should be tailored accordingto patients' life style, ambulatoryability
and wound condition.
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Figure 1: Different types of compressionbandages

Figure 2: Patient wound healing progress after long stretch compressionbandagestherapy applied
17thAugust
First day of long stretch
compressionstarted
Wound size:4.5 x 3cm

29thSeptember
6 weeks
Wound size:4 x 1.5cm

15j5ebr.u-ary
26 weeks
Wound nearly healed
Wound srze 2 x 0.2cm

llth Mav

38weeks
Woundhealedcompletely.

3'd Congressof Asia Pacific Enterostomal Therapy Nurses Association ( APETNA )
ApETNA is a sub-group of WCET. The Third APETNA Congress will be held in CHINA on
is
Decemberll-I2, 2009. The theme is Strengthening Collaborstion, Fostering Progress. Website
www. apetna.org;Email:w-lingyan@l63.com
Keynote speakers:
1. Ms Elizabeth English: WCET president, RoyalAdelaide HospitalAustralia'

RN'CETN

Topic 1: The challengeof managing difficult stomas
Topic 2: ET nurses- we've come a long way in 40 years but there is more to be done
2. Prof. Elizabeth A. Ayello: WCET Journal President PhD, RN, ACNS-BC, ETN, FAPWCA
Topiel:

Publishingyour ostomy careexperiences:secretsfrom the WCET editor

Topic2:

Managementof Diabetic foot ulcer - a growing problem

3. Ms Michelle LEE Wai-kuen: NS (stoma care) in Queen Mary Hospital, Hong Kong
Topic:

Fecal incontinenceand wound - a challengeto ET nursing

4.prof. Carlo pezcoller: Director of Lion Club, Specialist in General Surgery, Colorectal
ooHonoris Causa ooat the University UDABOL : SANTA CRUZ surgeon, Professor
BOLIVIA,Italy
Topic 1: Visiting program : guidelines to train the visitors
Topic 2:

Lions for stoma care project

5. Dr Tong Bing Chuang: Senior Medical Officer in PrincessMargaret Hospital, Hong Kong
Topic:

Essentialsof geriatric urinary incontinence
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Our WCET representatives:
PeterLai
SusanLaw

Chairman of Norma N. Gill Foundation
International Delesate
Member of ConstitutionCommittee

Lee Wai Kuen &
Ip Mei Ha

Walter Lo

Hon.Treasurer
of WCET

Pang Chau Hau

Member of Educationalcommittee
Member of Editorial committee

Lee Wai Kuen
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Comingcoarsg.........,
Update Managementon ContinenceCare
Content
1. Surgical Managementon Male
Urinary Incontinence
2. Nursing Managementon Male
Urinary Incontinence
1. SurgicalManagementon Female
Urinary Incontinence
2. Nursing Managementon Female
Urinary Incontinence
1. Bladder Dysfunction & Urinary
Incontinencein Children
2. PaediatricUrodynamic Study &
Urotherapy Trainins
1. SurgicalManagementon Faecal
Incontinence
2. Nursing Managementon Faecal
Incontinence
Date:
Time:
Venue:
Deadline:
Enquiry:

Guest Speakers
Dr CHU SauKwan, ConsultantUrologist,TMH
Mr TO Hoi Chu,NS (Urology),QEH
Dr. BiIl WONG
Urologist,PedderClinic
Miss CherryCHAU
RN, PedderClinic
Dr. Jennifer Sihoe
AssoeiateConsultant,PWH
Miss FrancesShit,NS, PWH.

Dr. PatrickLau
AssociateConsultant,
KWH
Miss LeeWing Shan,ET,APN, KWH

9thOctober2009to 30thOctober2009 ( Every Friday)
18:00to 20:00,(Registration
start at 17:30)
Lecture Hall, G/I, Wai Oi Block, CMC
20-9-09
course(Detnu
rse.eom.hk

AdvancedWound Managementof DiabeticFoot
Time
1730to 1800

Guest Speeker

Content
Reeistration& Refreshment

1800to 1900

1. Screeningof the Diabetic Foot

1900to 2000

2.Management of the " At Risk Foot"
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Date:
Time:
Venue:
Deadline:

19thociob er 2aU9 lnnonoayl.
18:00 to 20:00
Seminar Room \H[Building,
5-10-09

Enquiry:

course@etnurse.com,hk

Mr. JasperTong,
Senior Principal
Podiatrist,
Master of Science
(Biomedical
Engineering), Podiatry
Unit, SingaporeGeneral
Hospital.
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Events.. . . . . . . . . . .

Hong Kong Academy of Nursing Preparatory Committee concluding
sessionon 5-5-09
Speaker:
ProfessorTanyaWhitehead,University of Missouri-KansasCity;
Commissioneron accreditation,AmericanNursesCredentialingCenter;
Programofficeq Nursing skills competencyprogram,AmericanNurses
Association
* In the meeting,ProfessorWitehead hadpresentedher report after her
visits to various nursingsocietiesin HK andprovided valuable
suggestionsfor establishingan Academyof l,{ursing in HK

Wound Vlanagement
Updatein VariousSpecialties
Date: 15-4-09to 6-5-09 (EvervWednesday
Venue:HA Buildins
)

