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What to do (or what «not to do») to increase the use

of graduated compression stockings in patients

with chronic venous disease?§

?

Qué hacer (o qué «no hacer») para aumentar el uso de medias de
compresión graduada en pacientes con enfermedad venosa crónica?

Although in many public hospitals the care of patients with

chronic venous disease (CVD) falls to general surgeons, they

often do not have adequate continuing education, which may

mean they are not offering the most effective treatment.1

In the management of any stage of CVD, compression

therapy (CT) using a graduated compression stocking (GCS) is

useful, safe, and inexpensive, and has been proposed as a first

line of treatment or as adjunctive therapy in addition to any

other treatment. However, non-compliance rates with CT are

very high, between 30%–65%, with poor tolerance to GCS, one

of the causes being inappropriate prescription.2

In recent years, recommendations have been made on

what to do (and especially what not to do) for more effective

use of therapeutic resources. To improve tolerance of GCS and

reduce non-compliance we propose:

1) Do not prescribe strong compression stockings as dogma.

Consider a lower compression stocking to improve toler-

ance.

a) Justification. Traditionally, CT has been used in the form

of class 2 strong compression (pressure 25�35 mmHg)

GCS (GCS-2), following a dogma that ‘‘below these levels,
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compression was not effective’’.3 But as the usefulness

of GCS is limited by low compliance rates,2 to increase

compliance ‘‘avoiding a dogmatic assignment of com-

pression levels’’ it has been suggested that lower

compression levels should be recommended (especially

at the outset and in specific situations).4,5

b) Clinical rationale. CT significantly improves all haemo-

dynamic parameters (air plethysmography) regardless of

degree of compression.6 Class 1 GCS (pressure: 18�24

mmHg) (GCS-1) are as effective as GCS-2 in reducing

venous symptoms and oedema, but have higher compli-

ance rates (up to 95%).4,5 A meta-analysis of 11 random-

ised clinical trials (RCT) concludes that, with respect to

symptom control and prevention of oedema, using GCS-1

is more effective than no compression at all, with no

difference found between GCS-1 and CGS-2.7 Therefore,

some guidelines already advise prescribing GCS-1 in

patients with uncomplicated CVD.4,5 But in more ad-

vanced CVD, GCS-1 have been shown to be as effective as

GCS-2, but with better adherence.8 Despite all this

evidence, GCS-1 are ‘‘underrated’’. A lack of physical

abilities (elderly, obesity, arthritis. . .) is known to influ-

ence adherence, and therefore it is suggested to prescribe

knee-length GCS-1 for these cases.3Other authors extend

this idea to all patients, proposing a prescription based on

patient preference, and the latest guidelines advise

prescribing the lowest effective compression class,4,5

and subsequently increasing the compression level if the

patient tolerates it.9 In patients who require GCS-2 but do

not tolerate them, layering 2 GCS-1 achieves optimal

compression with better tolerance.9

c) Clinical impact. It should not be forgotten that ‘‘the goal

of CT is always to improve quality of life’’.5 ‘‘CT should be

chosen in such a way that patients feel better with CT

than without it’’.4 Therefore, prescribing GCS-1 in

patients with poor tolerance to GCS-2, and in patients

starting CT will increase its use, without decreasing its

efficacy.

2) Do not prescribe tights or thigh-high stockings as a first

choice, but rather use a short stocking that has equal

efficacy and better tolerance.

a) Justification. Traditionally, CT has been prescribed in the

form of a long GCS (L-GCS) (tights-type or thigh-high),

but its difficulty in fitting, lower tolerance (discomfort,

heat, sliding on the thigh, etc.) and higher cost10 have led

to high rates of non-compliance, limiting its benefit.

Using a short GCS (S-GCS) (knee-length, stocking-type),

instead of the L-GCS, may increase adherence.

b) Clinical rationale. Numerous studies comparing L-CGS

versus S-CGS have found no significant differences,6

except that the short stockings are better tolerated,

more comfortable and easier to put on, do not wrap

around the thigh and are cheaper.10 In post-thrombotic

patients, an RCT concluded that L-CGS do not offer

better protection against post-thrombotic syndrome

than S-CGS, have more complications and are less well

tolerated.11The current trend in CT is that ‘‘patients feel

better with CT than without it’’, and the use of S-CGS is

already advised to improve symptoms and distal

oedema, and to prevent skin changes.3 Its improved

usability is especially important in patients >65 years,

with obesity and/or osteoarthritis who are also recom-

mended to use lower pressure CGS.3The only situations

in which an L-CGS should be preferred are in lymphoe-

dema and knee-thigh oedema due to proximal throm-

bosis.4 In all other situations, given the similarity of

efficacy, the choice should be based on patient prefer-

ence.4–6

c) Clinical impact. Except for in patients with proximal

oedema, in the vast majority of patients with CVD use of

C-CGS increases the tolerability of CT without decreas-

ing its efficacy.
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