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Background
When is it appropriate to consider adjunctive

therapies for Venous Leg Ulcers (VLUs)?

Experts agree that hard to heal ulcers would

benefit from aggressive treatment and

adjunctive therapies early in the treatment

trajectory, but a review of best practice

guidelines shows a lack of consensus as to

timing. The literature varies greatly on the

average healing times. Smaller wounds of

shorter duration generally heal more quickly

(1-2). An estimated 30% will remain unhealed

at one year, and 10-20% at 2 years (3-5), ,

including individuals who may never heal (6-

7). Patients with delayed or non-healing

venous leg ulcers (VLUs) often require nursing

care for > 2 years, with incremental increases

in costs and negative impact on quality of

life. This presentation is a call to action to

implement adjunctive therapy within the

first two weeks of treatment using a

validated VLU Risk Assessment tools.
Discussion

Conclusions
Performing a lower leg assessment and Ankle

Brachial Pressure Index, to determine what

amount of compression therapy is appropriate

for a new patient with a VLU is a key

component of best practices. By also

determining which patients will have delayed

healing proactively rather than

retrospectively, clinicians can recommend

early intervention with adjunctive therapies

in the management of VLU’s, resulting in

improved healing outcomes, reduced costs,

and contributing to improved quality of life.
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New technologies continue to evolve that also

merit consideration. An example is the geko™

Wound Therapy device. This is a muscle pump

activator worn just below the knee at the

fibular head, stimulating the common

peroneal nerve. By acting as a calf muscle

pump, it can improve many complex factors

that contribute to chronic venous

insufficiency (CVI) and venous leg ulceration.

When compared to Intermittent Pneumatic

Compression, the geko™ device is significantly

more effective than IPC devices in increasing

superficial femoral venous and arterial blood

velocity and flow, and microcirculatory flux

on the dorsum of the foot (p ≤ 0.001 for all

parameters) (12). The geko™ device combined

with best practices has already shown a

statistically significant improvement in

healing rates with chronic, non-healing VLUs

(13-14). Further evaluations and randomized

controlled trials are currently underway.

Table 1.

Box 1.

Identification of patients who are NOT going

to heal in 24 weeks in spite of appropriate

wound care and compression therapy should

be done as early as possible in their

treatment. Clinicians can then proactively

promote wound healing using appropriate

adjunctive therapies.

To provide an overview of adjunctive

therapies recommended for management of

venous leg ulcers, a search for clinical

practice guidelines regarding venous leg

ulcers, plus the Cochrane Library database

(2007-2017) was performed. The therapies

having more than 2 recommendations are

Table 2.

Method
The Margolis Prognostic Indicators(8-9)

(Table 1) and the newer Venous Leg Ulcer

Risk Assessment (VLURAT) tools (Box 1) (10-

11) are both validated and can predict at the

time of admission those VLU’s that would not

be healed at 24 weeks. Done at baseline,

and the VLURAT again at week two, would

provide the opportunity to implement more

aggressive therapy such as adjunctive

therapies earlier in the management of

VLU’s, improving healing outcomes.

shown in Table 2, with only Intermittent

Pneumatic Compression (IPC) therapy

recommended in 4 guidelines.
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