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This article reviews the JOBST UlcerC ARE 
system and its application and use for the 
treatment of venous leg ulcers. 

Chronic venous insufficiency of the lower extrem­
ities is a complicated disorder, affecting the produc­
tivity and wellbeing of millions of people worldwide 
(Donaldson, 2000; de Araujo et al, 2003). It is also a 
major cause of morbidity among patients in hospital 
and community settings (Jones and Nelson, 2001). 

Deep vein thrombosis and lipodermatosclerosis 
(Figure 1) are sequela of deep venous insufficiency 
and a risk factor for the occurrence of venous leg 
ulceration (Gniadecka et al, 1998). Venous disease is 
the most common cause of leg ulcers. Identification 
of the risks of venous ulceration is important, as is 
optimal therapy, which requires control of abnormal 
venous physiology combined with adjunctive treat­
ments to correct secondary skin ulceration, infection 
and lymphoedema (Donaldson, 2000). 

Management of venous leg ulcers is based on 
understanding the pathophysiologic abnormalities 
associated with venous disease. Treatment has in 
recent years been advanced through the identifica­
tion of prognostic factors for healing and the devel­
opment of novel therapeutic approaches for venous 
ulcers (de Araujo et al, 2003). 

Treatment approaches include calf and foot 
pumps. Browse et al (1988) explored the action of 
the calf pump, which is thought to exert high pres­
sure on the deep veins. The calf pump only functions 
effectively when the calf muscles contract (Ertl, 
1991). The foot pump, placed against the sole of the 
foot, is activated by weight-bearing and flattening of 
the plantar arch (Gardner and Fox, 1989). It operates 
independently of any muscular action and works as 
well on people with paraplegia. Both of these physi­
cal pumps are assisted by compression therapy 
(Weidinger and Bachl, 1987). 

Compression hosiery vs 
compression bandaging 
Management of venous disease requires careful dif­
ferential diagnosis and a systematic long-term mul-
tidisciplinary care effort directed toward realistic 

goals within the context of the patient's lifestyle Sylvie Hampton is an 
(Donaldson, 2000). Leg ulcers have a significant independent tissue 
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impact on individuals lives. Many patients expen- Eastbourne 
ence considerable pain and distress as a result of this 
condition (Jones and Nelson, 2001), although the 
degree to which this occurs varies between patients 
(Rich and McLachlan, 2003). 

The vast majority of venous ulcers can be healed 
using compression bandages (Nelson et al, 2003). 
Graduated compression therapy is now recognized as 
the optimum approach for the treatment of venous 
ulcers (Johnson, 2002) and is rapidly becoming the 
treatment of choice (Stemmer et al, 1980; Blair et al, 
1988; Charles, 1991). However, variations of ban­
dage practice and poor technique (Stockport et al, 
1997; Taylor et al, 1998) lead to only 50% of patients 
receiving adequate compression under their bandage. 

Moreover, the bulkiness of the bandages can lead 
to non-concordance (non-compliance) with the com­
pression treatment regime. The literature suggests 
that many factors influence patients' compliance, 
including patient-practitioner relationships, treat­
ment regimes and psychosocial influences (Furlong, 
2001). The nurse practitioner's role is highlighted 
as being pivotal in promoting concordance or non-
concordance. 

As graduated compression hosiery works in a 
similar way to compression bandages (with the 
shape and elasticity of the stocking providing 
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by enabling patients to be an active participant in 
their own treatment regimes (Furlong, 2001). 

Cost-effectiveness 
Compression hosiery may be a particularly cost-
effective option as at present up to 22% of commu­
nity nurses' time is spent treating venous ulcers 
(Hutcheson, 1999) at a cost in 1996 of over £60 per 
visit (Thambiaya, 1996). This cost is certainly high­
er today. Venous insufficiency therefore has high 
annual costs to the NHS (Jones and Nelson, 2001). 

However, the simple purchase price for any dress­
ing is not a true indication of cost-effectiveness. The 
real cost is a combination of the price of the dressing 
plus the cost of nursing tirhe, physician time, hospi­
tal stay, home-health costs, risks and costs of com­
plications (e.g. infection); the frequency of dressing 
changes also needs to be taken into account 
(Kerstein, 2003). 

UlcerCARE 
JOBST UlcerCARE is a two-part compression 
hosiery system with a mechanism for achieving a 
high graduated compression of 40 mmHg at the 
ankle (the pressure recommended by Stemmer 
(1980) for promoting venous return). The combined 
pressures are as follows: 
1. A white liner stocking (Figure 2) provides 

10 mmHg at the ankle and permanently remains in 
situ; this layer offers a soft feeling against the skin 

2. A beige over-stocking with a zip at the rear 
(Figure 3) provides 30 mmHg at the ankle; this 
layer is removed at night. 

The zip, which can be supplied with a large ring 
for easy handling (Figure 4), enables all but the most 
infirm patient to use UlcerCARE unaided. The gra­
dient pressure achieved by UlcerCARE makes this 
hosiery particularly useful in healing and preventing 
venous leg ulceration, particularly as it can be used 
to replace compression bandages. 

The JOBST UlcerCARE stocking is aesthetically 
pleasing and acceptable to both men and women. The 
zip and liner stocking promote ease of application. 
This has implications for reducing labour and finan­
cial costs, as the patient is able to apply the stocking 
and remove it independently. The stocking can also 
be washed and worn repeatedly. It is easy and quick 
to apply compared to other kinds of bandaging. An 
evaluation undertaken on JOBST UlcerCARE indi­
cated a time saving of 5-50 minutes compared to 
their previous bandaging regimen (BSN Medical Ltd, 
2003). This provides the potential for major cost sav­
ings to the NHS. JOBST UlcerCARE is not current­
ly available on prescription. A pack of three liners 
costs £17.88, and the stocking with a liner, £31.18. 

Figure 1. 
Llpodermatosclerosis. 

graduated compression), an alternative to bandag­
ing could be the use of below-knee graduated com­
pression hosiery to promote patient concordance 
(Johnson, 2002). 

Compression stockings facilitate leg ulcer healing 
and prevent occurrence of ulcers (Gniadecka et al, 
1998). Once the measurements have been taken and 
the hosiery is fitted, limited skill is required to apply 
the stocking and compression levels will be consis­
tent, Patients can apply their stockings independent­
ly, promoting patient compliance and empowerment 

Figure 1. UlcerCARE liner stocking 
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'Patients should 
be offered 
the strongest 
compression with 
which they can 
comply in order to 
reduce the risk of 
recurrence and to 
reduce the 
financial burden 
of leg ulcer 
management 

Figure 3. UlcerCARE over-stocking, showing zip. 

Assessment for fitting UlcerCARE 
As with any compression therapy, accurate patient 
assessment, using a handheld Doppler, and limb 
measurement is essential to ensure that hosiery is 
appropriate and fits the individual patient 
(Armstrong and Woollons, 1998); stockings will not 
be successful in treatment unless they fit properly 
(Dale and Gibson, 1990). 

Patient assessment is needed before measurement 
and fitting to establish suitability of the treatment. An 
ankle brachial pressure index of less than 0.8 should 
exclude the patient from wearing compression 
hosiery (London and Donnelly, 2000). Any oedema 
should be corrected before measuring for stockings, 
or a second pair of stockings will be required once 

Figure 4. Detail of stocking zip with large ring 

the oedema is resolved. The oedema can be correct­
ed by bandaging over a short period and removing 
the bandage once the oedema is resolved. 

Measurement should always be carried out by a 
nurse or technician experienced in measuring and 
applying stockings. The optimum time for measur­
ing is the beginning of the day, as a measurement 
at the end of the day will be entirely different. In 
case the UlcerCARE standard sizes do not fit, 
JOBST hosiery can be made to measure, with a 
4-day turnaround time. 

Applying JOBST UlcerCARE hosiery 
The hosiery is fitted as shown in Figure 5: 
1. Pull the liner stocking iBside out as far as the heel 

so that the heel can be placed easily to the foot 
2. Gently pull the stocking onto the leg, taking care 

not to disturb the dressing 
3. Smooth out any wrinkles. The liner stocking is 

worn permanently and only removed for chang­
ing or bathing 

4. Unzip the over-stocking and pull over the foot, 
ensuring that the heel fits into the heel pocket. 
This stocking is removed every night 

5. If possible, hold the fabric edges of the stocking 
together and pull up the zip 

6. Smooth out any wrinkles. 
It is recommended that patients are supplied with 

two stockings and two liners so that one can be worn 
while the other is being laundered. Laundering is sim­
ple as UlcerCARE can be hand- or machine-washed 
in warm water. Tumble-drying is not recommended. 

Treatment efficacy 
Patients need consistent treatment that incorporates 
benchmarking (Rich and McLachlan, 2003), particu­
larly as skin ulcers of the lower extremities have a 
chronic, relapsing course and remain a significant 
management challenge to health-care professionals 
(Paquette and Falanga, 2002). Recurrence rates 
may be lower in high-compression hosiery than in 
medium-compression hosiery. Patients should there­
fore be offered the strongest compression with which 
they can comply (Nelson et al, 2000) in order to 
reduce the risk of recurrence and to reduce the finan­
cial burden of leg ulcer management, (It is important 
to ensure that leg ulcer treatment and management do 
not end when the ulcer has healed as prevention of 
recurrence and lifelong compression is an important 
part of total holistic care.) 

Haefher et al's (2000) study to measure the pres­
sure exerted on the skin by the UlcerCARE com­
pression stocking demonstrated that it is equivalent 
to a class III medical compression stocking. It also 
found that UlcerCARE hosiery diminishes venous 
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reflux and reduces leg oedema; it concluded that 
UlcerCARE is an effective compression therapy for 
venous ulcers. 

A study by Baccaglini et al (1999) demonstrated 
that 56 out of 63 patients treated with UlcerCARE 
healed in 16 weeks, with a mean healing time of 
5-6 weeks. This study concluded that UlcerCARE is 
effective for treating venous ulcers and well tolerated 
by patients. 

These findings confirmed previous work under­
taken on UlcerCARE by Young and Terwoord 
(unpublished observations, 1989), who found 
JOBST UlcerCARE to be superior in healing and 
comfort to the Unna boot, a treatment popular in 
the USA. 

Sampson (1993) also identified high healing rates 
and concluded that UlcerCARE provides controlled, 
well-defined pressure to all patients and, as patients 
are able to bathe daily, that UlcerCARE is a socially 
acceptable treatment with high cost savings. 

Conclusion 
The straightforward design of UlcerCARE stock­
ings should enable nurses to successfully treat 
patients with venous ulceration and support those 
wishing to maintain independence. The stocking is 
an efficacious, cost-effective and easy-to-use com­
pression system for the prevention and treatment of 
venous ulcers. B 
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KEY POINTS 
• Chronic.venous insufficiency of the lower extremities is a major cause 

• Compression bandaging is a prevalent treatment technique for venous 
ulceration, but poor technique can affect efficacy and patient v 
compliance may be poor. ' . 

,% Compression hosiery is an alternative to compression bandaging, , 
feading to cost savings and higher treatment compliance. -

"• JOBST UlcerCARE is a two-part system that provides the recommended 

K ̂
treatment efficacy and çost-effectlvèness^ 
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