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Can | apply compression
to a leg with:

A) An active infection?

B) Deep thrombophlebitis?

C) Pain?

Traditional teaching

has often stated that
we should not compress an
extremity with active infection
or thrombo-phlebitis. Patients
will not let us squeeze legs
that are extremely painful!

A. An Active Infection

Infection is the result of a complex
relationship as outlined in the
following equation:

Infection =
Bacterial numbers X Virulence

Host resistance

The most important factor is
host resistance. We know that there
are systemic and local factors that
contribute to host resistance. One
of the local factors that promote
bacterial growth is uncontrolled
edema. To treat edema we need to
first assess the cause. If edema is
the result of congestive heart failure
or low albumen, the treatment is

systemic. If, however, local factors
such as venous insufficiency are
the cause, a patient will benefit
from external compression.
Infections can be in the superficial
wound bed deep compartment
(critical colonization), in the sur-
rounding skin (cellulitis) or present
in bone (osteomyelitis). All deep
infections usually require systemic
antimicrobial agents. The trick for
compression therapy is to use a
system that allows frequent exam-
ination of the surface skin. This is
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usually translated into using a
reusable system — elastic bandage,
short-stretch or long-stretch band-
ages. Local skin examination
should be performed daily for
acute infections and every second
to fourth day for subacute or
chronic cases as control of bacterial
burden is obtained.

B. Deep Thrombophlebitis

Deep thrombophlebitis usually
presents with an extremely painful
leg due to a clot in the deep
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venous system (clots below
the knee are less likely to cause
pulmonary emboli). Diagnosis is
made with the non-invasive
duplex Doppler and there is
little need for an invasive
venogram. There is no evidence
that applying external pressure
will increase the likelihood of
clot mobilization. Either elastic
systems or increasing edema
will increase local pain. Inelastic
systems (short-stretch bandages,
thromboembolic stockings) can
be used for edema control. A
short-stretch system will not
exert pressure at rest but only
with muscle contraction. The
pressure comes from within
against a fixed resistance as

outlined in the diagram below.

There is a difference between
compression and  support.
Compression is an elastic system
with high pressure at rest and
high but less pressure with
muscle contraction. A support
system is relatively rigid (inelas-
tic) giving very little pressure
at rest and high pressure with
muscle contraction against a
fixed resistance.

Painful legs especially those with
open, oozing wounds and uncor-
rected edema create a clinician's
nightmare! The edema will
aggravate the pain. If nothing can
be applied externally, start with
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the legs up to the level of the
heart. This is often accomplished
with a two-seater couch and two
pillows below the couch arm with
nothing under the knees. Burgers
exercises can be performed every
30 to 60 minutes, rotating the
ankle 10 times and then dorsi-
flexing the foot a similar number
of times. Patients should be
encouraged to sleep in bed at
night with their legs up on pillows
or the foot of the bed elevated 30
degrees. If they cannot lie flat,
patents need to be checked for
congestive heart failure.

The periodicity and character
of the pain should also be
assessed. Pain should be charac-
terized as episodic (with debride-

ment), intermittent (with dressing
changes) or continuous, and
the timing of pain control med-
ication should be tailored to
the corresponding need. Aching
pain is nociceptive (normal
nerve function) and needs to
be approached with the World
Health  Organization ladder:
acetaminophen or aspirin  pro-
gressing to mild and stronger
narcotics. Most chronic wounds
also have a buring, stinging,
stabbing or shooting pain compo-
nent as well. This type of pain
is neuropathic (nerve irritation or
injury) and requires tricyclics
(second-generation agents such
as Nortriptyline, 10 to 30 mg at
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