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ABSTRACT
The safety and efficacy of three-layer (3L) tubular bandaging as a treatment for
venous ulcer healing has not been evaluated despite its use in many clinical settings
to treat people with venous leg ulcers. We evaluated the safety and efficacy of 3L
tubular bandage compared with short-stretch compression bandage to heal venous
ulcers in a multicenter, open-label, parallel-group, randomized controlled trial. We
randomized 45 patients with venous leg ulcers of up to 20 cm2 area and an ankle
brachial pressure index of >0.8 from hospital outpatient wound clinics in Victoria
and Queensland, Australia. We measured time to healing and percentage reduction of
wound size from baseline to week 12. Secondary outcomes were proportion of ulcers
healed, self-reported compliance of compression bandage, and health-related quality
of life, costs, recurrence rates, and adverse events. A total of 27 ulcers healed, the
proportion of healed ulcers was higher for the 3L group (17/23 [74%] vs. 10/22
[46%]) (p = 0.05). Reported bandage tolerance at all treatment visits was 21 (91%) in
3L group vs. 17 (73%) (p = 0.10). There was no difference between the groups in
adverse events. Costs were substantially less in 3L group.
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Chronic venous ulceration is extremely common and estimates have revealed venous leg ulcers (VLU) occur in
approximately 1.5–1.8% of the general population in industrialized countries1 with prevalence increasing with age,
obesity, and diabetes.2 The natural history of VLUs is often a
cycle of healing and recurrence,3 which has a considerable
impact on individual’s health, quality of life (QoL), and
socioeconomic costs.4 VLUs are the most common clinical
wound problem seen in general practice, and care is largely
nurse led. The main treatment for VLU is a firm compression
bandage to aid venous return.5,6
High compression bandaging (30–40 mmHg) is an effective treatment, healing over 70% of uncomplicated VLUs in 3
months.7 A systematic review of different compression bandages for venous ulcers concluded that the rate of ulcer
healing was increased with compression bandages when compared with no compression. It also found multicomponent
systems more effective than single-component systems, and
those with elastic bandages were more effective than inelastic
systems, but there were no clear differences in the effectiveness of different types of high compression.8
Many different types of compression bandages are available, and there is some evidence that nurses have difficultly
determining which type to apply.9,10 Two types of compression
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bandaging are often used in Australian community and general
practice settings: the short-stretch compression bandage
system (SS) and the three-layered compression bandaging
system (3L).11 The 3L bandage system is simple to apply, a
comfortable alternative to standard compression bandages that
need to be applied by a trained operator, are costly, and are
hampered by patient nonadherence.10,12 No studies have been
undertaken to assess the effectiveness or cost-effectiveness of
the 3L bandage in achieving wound reduction and healing
compared with the SS bandage in people with VLUs even
though the 3L is one of the most used compression systems.
The purpose of this study was to assess the effectiveness,
acceptability, and cost of the SS compression bandage compared with the 3L bandage for the treatment of VLUs. We
hypothesized there would be no difference in wound size
reduction with 3L bandage system when compared with SS.

METHODS
Participants and settings

A multicenter, parallel-group, randomized controlled trial was
conducted in four specialist wound clinics. Participants were
1
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recruited between February 2009 and January 2011 from hospital outpatient wound clinics in metropolitan settings in Victoria and Queensland, Australia. Centers were recruited from
our known community of key specialist wound clinics.
Eligible participants were aged over 18 years, ambulant,
capable of giving informed consent, and of attending weekly
clinics. The VLU had to (1) have been be confirmed by
clinical assessment; (2) have been present for at least 4 weeks;
(3) have an area ⱖ1 and ⱕ20 cm2 as measured by digital
planimetry; (4) have an ankle brachial pressure index of
ⱖ0.8 mmHg; and (5) be on a leg with an ankle circumference
of ⱖ20 to ⱕ30 cm.
Patients were ineligible if they were participating in
another clinical trial, had evidence of severe liver disease,
cardiac disease, chronic pulmonary disease, clinically suspected deep vein thrombosis, a medical condition likely to
require systemic corticosteroids during the study period, were
suffering from severe depression or psychiatric illness, or if
they had suspected thrombophlebitis. The study was approved
by Monash University, Alfred Health, Austin Health, Melbourne Health, and Queensland Health Human Research
Ethics committees.
Randomization

Eligibility was assessed and consent obtained by research
nurses at each site. Consenting participants were randomly
assigned 1 : 1 to one of the two groups via a web-based
secure, central independent randomization service (nQuery
v7, Statistical Solutions, Saugus, MA). Randomization was
stratified by study center and wound size. Where more than
one ulcer was present, the largest ulcer was used as the target
ulcer and all ulcers treated with allocated treatment. Because
of the nature of the interventions, it was not possible to blind
either participants or study staff to treatment.
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Interventions

Participants randomized to the intervention group received a
3L straight bandage (Tubular-Form, Sutherland Medical,
Oakleigh, Vic., Australia) applied in different lengths as outlined in Figure 1. The first layer (long length) extended from
the base of the toes to just under knee; the second layer
(medium length) from base of toes to above calf pump, and
finally, the short third layer from base of toes to mid gaiter.
Calf measurement determined the size of bandage in both
intervention and control group.
Participants randomized to the control group received standard SS compression therapy consisting of inelastic SS compression bandage (available in 8 cm and 10 cm width, 5 m
length Lastolan, Hartmann, Rhodes, NSW, Australia) applied
in a figure of eight and tubular retention to keep the inelastic
bandage in place. Two layers of standard compression therapy
were applied from base of toes to just under the knee. Compression in both groups was applied over a padding layer
(Tubular Plus, Sutherland Medical) to protect underlying
bony prominences and prevent skin breakdown. The number
of rolls applied was determined by limb circumference.
All participants received dressings that the research nurse
deemed appropriate at the time of each visit. The dressing
choices reflected the normal range of choices available at each
center (hydrogel, hydrocolloid, foam, silver dressings, and
zinc dressings). Participants attended the study clinic weekly
where dressings and bandages for both the intervention and
control groups were changed. The bandages were not to be
removed in-between visits unless clinically necessary (e.g.,
slippage, infection, and/or increased exudate). Study protocol
only allowed more frequent change if deemed clinically necessary. Any extra bandage changes between weekly treatment
visits were documented in case report form. After removal of
all dressings and bandages, the ulcer was cleaned with warm
tap water and soap-free wash.

Figure 1. 3L diagrammatic example of intervention bandage from Bale and Harding study.12
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Nurse training

The nurses applying the bandages were trained in wound
tracing using the Visitrak system (Smith & Nephew, Hull,
United Kingdom), ulcer digital photography, and application
of both 3L and SS bandages. Competency for bandage application was not formally assessed as the nurses applying the
bandages all worked in specialist wound clinics.
Outcome measures

The primary outcome measure was the percentage reduction
of wound size from baseline to week 12 (end of treatment).
Wound size was measured weekly with Visitrak, an acetate
wound tracing wound measurement system, and confirmed
with digital photographs of target ulcer. The Visitrak system
has been shown to provide accurate and reliable measurement
of wound area.13 End of treatment was defined as the visit at
which the ulcer healed or week 12, whichever came first.
Complete healing was defined as 100% epithelialization or
skin closure without drainage.
Secondary outcomes included (absolute) reduction in ulcer
size, time to complete healing, proportion of ulcers healed,
self-reported compliance, and comfort level of bandage and
change in QoL over the study period. At each visit, patients
reported the tolerability and comfort of their bandage on a
four point scale (1 = very comfortable, 2 = comfortable,
3 = uncomfortable, 4 = very uncomfortable) and compliance
with the bandaging (yes/no). General QoL using the short
form 36 health survey (SF36)14 and condition-specific QoL
using the Cardiff Wound Impact Scale (CWIS®)15 were completed at baseline and end of treatment. Healed ulcers were
monitored with monthly clinic visits to record recurrence
within 3 months of the healed date. Participants whose ulcers
had not healed at the 12-week visit were returned to the care
of the specialty wound clinic. Adverse events (AEs) were
recorded at each treatment visit and classified as related to the
study or not related.
Statistical analysis

All analyses were performed on an intention-to-treat basis
with a two-sided 0.05 significance level using Stata version 11
(Stata Corp, College Station, TX). A total sample size of 36
participants (18 per group) was required to detect a 30%
absolute difference between the groups in the mean percentage reduction in wound size with 80% power at the 5%
significance level. To allow for loss-to-follow-up of 20%
between baseline and end of treatment, we randomized 23
participants to each arm.11 Missing data for primary outcome
were included in analysis using last observation carried
forward. All statistical analyses were specified a priori.
Percent reduction in wound area was defined as
100*(Area1-Area2)/Area1, where Area1 is wound area (in
square centimeter) at week 0 and Area2 is wound area at
healing or week 12. The mean percent reduction was determined for each group, and between-group mean differences
were assessed using t tests. Reduction in wound size was
measured using log (Area2/Area1). For healed ulcers
(Area2 = 0 cm2), Area2 was the smallest observed wound area
prior to healing. Between-group differences were assessed
using t tests or nonparametric Wilcoxon rank-sum tests as
appropriate.
Wound Rep Reg (2012) •• ••–•• © 2012 by the Wound Healing Society
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Differences in the proportion of ulcers healed for each
group were assessed using logistic regression with a binary
measurement of healed or unhealed (no/yes) as the outcome
and treatment group as the predictor. Other predictors of
healing included in the model were age, sex, body mass index
(BMI), ankle circumference, calf circumference, ulcer size,
ulcer duration, and smoking status. Variables were reported as
having an association if the coefficient was significant at the
5% level.
Time to ulcer healing was investigated using a Kaplan–
Meier curve and between-group differences compared using
the log-rank test. The time to healing was defined as days
from randomization date to date of healing. The censoring
date for unhealed ulcers was 3 months after the randomization
date. Ulcers recurring within 3 months of healing were
recorded and the relative risk (RR) of recurrence calculated.
Compression tolerability was calculated as the percentage
of treatment visits with tolerability recorded as “very comfortable” or “comfortable.” Similarly, overall compliance was
calculated as the proportion of treatment visits at which
compliance = yes was recorded. Comparisons were undertaken using Wilcoxon rank-sum tests.
SF36 scores were calculated using a standard algorithm
and scores were standardized to the Australian population
norms. The mental component summary (MCS) and physical
component summary scores are reported for this study. The
CWIS scores (well-being, physical symptoms and daily
living, social life, QoL) were calculated using methods
obtained from the developers.15
Overall and treatment-related AEs were compared for the
treatment groups and RR calculated using binomial regression. The total costs per group were compared using the
Wilcoxon rank-sum test.

RESULTS
A total of 110 people with leg ulcers was screened across
four centers; 47 participants were eligible, 2 refused to participate; 45 (95.7%) were randomized: 23 to 3L compression
and 22 to SS compression. Figure 2 shows the flow of participants through the trial, and Table 1 summarizes baseline
characteristics.
Table 2 shows end of treatment outcomes by treatment
group. Figure 3 shows the change in mean ulcer size over the
12-week treatment period by treatment group. The betweengroup difference in mean absolute ulcer size reduction was
0.6 cm2 (95% confidence interval (CI) 1.9, 3.2). We found no
statistical difference between the treatment groups in percentage reduction in ulcer size or reduction in ulcer size.
A total of 27 ulcers healed, the proportion of healed ulcers
was higher for the 3L group (17/23 [74%] vs. 10/22 [46%]). A
higher proportion of ulcers in the 3L group healed within 12
weeks, but the difference fell short of traditional levels of
statistical significance (p = 0.056) (Table 2; Figures 4 and 5).
Multivariable logistic regression indicated that longer ulcer
duration and larger ulcer size at baseline were associated with
lower healing rates. For each square centimeter increase in
ulcer size at baseline, the likelihood of healing was reduced
by 25% (p = 0.005), and for each week of ulcer duration, the
likelihood of healing was reduced by 19% (p = 0.02). No
other predictors were significantly associated with healing.
After adjusting for baseline ulcer size and duration, the odds
ratio for healing was 0.2 (95% CI 0.03, 1.3). Figure 4 shows
3
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Assessed for eligibility (n= 110)
Excluded (n=65 )
Declined to participate (n= 2)
Did not meet inclusion criteria (n= 43)
In another clinical trial (n=12 )
Ankle brachial pressure index <0.8 (n=8)

Randomized (n=45)

Allocated to 3L (n=23 )
Received 3L compression (n=23 )

Allocated to SS (n=22 )
Received allocated intervention (n= 22)

Lost to follow-up (n=0)
Discontinued unable to tolerate

Lost to follow-up (n=2)
Died (n=1)

Analyzed (n=23 )
Excluded from analysis (n=0 )

Analyzed (n=22 )
Excluded from analysis (n=0 )

Figure 2. Flow of participants through trial.

the Kaplan–Meier estimates for proportion of healed ulcers
by treatment group There was no difference in time to healing
(log-rank test p = 0.18). Both groups reported high levels of
compliance and tolerability for the bandages and there were
no significant between-group differences (Table 2). Of the 27
wounds that healed, there were six recurrences and all
occurred within 5 weeks of healing. A higher proportion of the
3L group recurred, but due to the relatively small number of
recurrences, the difference was not significant. The RR for
recurrence in the 3L group compared with the SS group was
1.2 (95% CI 0.3, 5.3).
Table 3 shows the differences in QoL scores between baseline and end of treatment and the mean between-group differences. All mean SF36 QoL scores improved between baseline

and end of treatment. While there were no significant differences between the 3L and SS groups in mean changes for any
of QoL measures, participants whose ulcer had healed had
higher mean change in MCS scores (9.6, standard deviation
[SD] = 10.8, n = 20) than those with unhealed ulcers (-2.2,
SD = 13.8, n = 9) (p = 0.02). Change from CWIS baseline
mean difference was similar for well-being and physical
symptoms and daily living. The social life scores were lower
for SS, and QoL scores were lower for the 3L group, although
this was not statistically significant.
There were 12 AEs in 12 participants (Table 2) and no
difference between groups in AE rates (RR = 1.33, 95% CI
0.49, 3.60). Four AEs were related to the study: cellulitis and
pain at wound site for two participants in 3L group and
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Figure 3. Mean change in ulcer size over 12-week treatment
period by treatment group (bars indicate 95% confidence
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Figure 4. Kaplan–Meier estimates for the proportion of
healed ulcers over time by treatment group.
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Table 1. Demographic and clinical characteristics of 45 participants who were randomized to three-layer and short-stretch
compression at baseline assessment
Three-layer bandage
(n = 23)
Age in years, mean (SD)
Male gender, n (%)
Caucasian ethnicity, n (%)
BMI groups, n (%)
<20
20–24
24–29
30+
Risk status, n (%)
Never smoked
Former smoker (ⱕ10 years ago)
Former smoker (>10 years ago)
Current smoker
Normal range of ankle mobility n (%)
Full range
Reduced
Ankle circumference (cm2)
Median (range)
Mean (SD)
Calf circumference (cm2)
Median (range)
Mean (SD)
Ankle brachial pressure index
Median (range)
Mean (SD)
Ulcer location (R : L)
Ulcer area (cm2)
Median (range)
Mean (SD)
Ulcer duration (months)
Margolis index22
(0) ulcer size ⱕ5 cm2 and ⱕ6 months, n (%)
(1) ulcer size >5 cm2 or >6 months, n (%)
(2) ulcer size >5 cm2 and >6 months, n (%)

infection at wound site and pain at wound site for two in the
SS group. The RR of a study-related AE was 1.05 (95% CI
0.16, 6.79).
Costs per healed ulcer per bandage group were calculated
using nurse costs for the time required to apply the bandage
plus the cost of the bandages. We used a nursing rate $46 per
hour. Nurses documented treatment time including bandage
application time for the 3L bandage was approximately 30
minutes. The 3L tubular bandage was replaced weekly at an
average cost of $2 per week resulting in a cost per visit for the
3L group of $25. The SS group including treatment and
bandage application was reported by nurses to take approximately 1 hour per visit. If necessary, the SS was replaced
Wound Rep Reg (2012) •• ••–•• © 2012 by the Wound Healing Society

71.0 (14.6)
14 (58)
23 (96)

Short-stretch bandage
(n = 22)
79.3 (9.2)
9 (43)
20 (95)

1
3
3
16

(4)
(13)
(13)
(70)

2
3
6
9

(10)
(15)
(30)
(45)

11
2
7
3

(48)
(9)
(30)
(13)

14
4
4
0

(64)
(18)
(18)
(0)

18 (78)
5 (28)

20 (91)
2 (9)

24 (21, 30)
24.0 (2.3)

24 (20, 29)
23.9 (2.8)

38 (32, 51)
38.5 (4.5)

36 (27, 50)
37.3 (7.2)

1.1 (0.9, 1.6)
1.2 (0.18)
9 : 14

1.2 (0.8, 1.3)
1.1 (0.15)
13 : 9

5 (1.2, 19.8)
6.7 (5.3)
5.8 (5.6)

7 (1.2, 19.0)
7.4 (6.0)
9.5 (10.0)

8 (35)
10 (43)
5 (22)

8 (36)
6 (27)
8 (36)

more frequently than weekly. SS bandages can be washed and
two sets were allocated to each participant at the start of the
treatment period: one in use and one being laundered. In some
instances, some patients were unable to launder bandages so
another set was allocated for treatment. The cost for the SS
was $66 per patient irrespective of number of visits. The cost
per week for the SS group was $46 with the bandage costs
added to the cost of the baseline (week 0) giving a week 0 cost
of $112. We calculated the mean group costs for each week
from the cost per participant and the number of participants
presenting each week in the two groups. Total cost per participant was obtained by summing the individual weekly
patient costs. Those with incomplete treatment follow-up
5
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Table 2. End of treatment outcomes by treatment group
3L (n = 23)
Percentage reduction in ulcer size, mean (SD)
Median (range)
Reduction in size*
Number healed at or before 12 weeks, n (%)
% of treatment visits with tolerability = Very
comfortable/Comfortable†, mean (SD)
Reported tolerance at all treatment visits, n (%)
% of treatment visits with compliance = Yes, mean (SD)
Reported100% bandage compliance, n (%)
Adverse events n (%)
Quality of life SF36 score, mean (SD)
PCS
MCS
Quality of life CWIS, mean (SD)
Well-being
Physical symptoms and daily living
Social life
Quality of life

82.4
100
2.0
17
95
21
96
19
7

(32.4)
(-11, 100)
(1.4)
(74)
(21)
(91)
(9)
(79)
(58)

34.8 (9.8)
54.1 (9.0)
(n = 12)
65.5 (20.3)
86.1 (14.6)
88.1 (9.5)
79.2 (13.9)

SS (n = 22)
70.1
89
1.7
10
89
16
98
17
5

(37.5)
(-8, 100)
(1.5)
(46)
(29)
(73)
(5)
(81)
(42)

p-value
0.23 (t test)
0.52 (Wilcoxon)
0.056 (z test)
0.13 (Wilcoxon)
0.10
0.74
0.65
0.56

(chi-square)
(Wilcoxon)
(chi-square)
(chi-square)

34.4 (7.5)
55.6 (10.1)
(n = 13)
55.8 (22.6)
72.3 (20.1)
79.3 (22.9)
85.0 (14.5)

*Assessed using log(Area2/Area1), where Area1 = size of ulcer at baseline, Area2 = ulcer size at end of treatment. If ulcer
healed, Area2 = minimum size recorded prior to healing.
†
The zero values for compression tolerability indicate that some people reported “Uncomfortable” at all treatment visits.

were assumed not to have healed by 12 weeks and were given
the maximum cost for the allocated bandage.
Costs per ulcer healed per treatment group are shown in
Figure 5. The median total cost over the treatment period
for the 3L group was $200 (range $25, $300) and for the SS
group was $618 (range $158, $618; Wilcoxon rank-sum test
p = 0.0001).

DISCUSSION
In this study comparing conventional SS compression bandages with a 3L compression bandages over a 12-week
period, we found no significant differences between the two in

Figure 5. Costs per group for treatment period (bandage
costs and nursing time).

6

wound size reduction, general or condition-specific QoL,
compliance, recurrence, or AEs.
The SS group was slighter older although range of ankle
mobility was matched for both groups regardless of age difference between groups. The BMI (30+) was greater in 3L
group, which may affect healing potential. The Margolis
index (MI) was similar in both groups for ulcer size ⱕ5 cm2
and ⱕ6 months duration. The MI of ⱕ5 cm2 or ⱕ6 months
duration was slightly greater in the 3L group, although there
were three more participants in the SS group with an MI score
of 2 (ⱖ5 cm2 and ⱖ6 months duration), which may have
influenced healing rates.
There was limited evidence that 3L compression changed
weekly improved VLU healing compared with the SS group.
While the difference failed to reach nominal significance, this
finding suggests that it appears to be an effective and safe
compression treatment for people with VLU. It is also significantly less expensive and does not require the same level of
expertise to apply as other compression bandages.
As recommended by Partsch et al. that future trials should
measure sub-bandage pressures (SBP) of compression in vivo
prior to undertaking a clinical trial,16 we measured the difference between mean interface SBP of 3L and SS in a previous in
vivo study17 and found SBP varied according to different
activities (lying, standing, exercising, and rest) but the mean
difference between 3L and SS was consistently at least
13 mmHg higher in the SS group. Stiffness was 7.3 mmHg
higher in SS (95% CI 5.1, 9.5). The estimated difference in
amplitude of SBP between the bandages during exercise was
15.5 mmHg (95% CI 12.2, 18.9). It is worthy to note the in vivo
SBP was measured immediately after bandage application. It is
known that SS bandages lose pressure over time and this can
Wound Rep Reg (2012) •• ••–•• © 2012 by the Wound Healing Society
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Table 3. Change from baseline to end of treatment in quality of life scores

SF 36 scores
PCS score
MCS score
CWIS scores
Well-being
Physical symptoms and daily living
Social life
Quality of life

3L

SS

(n = 13)
4.5 (7.2)
4.6 (7.2)
(n = 12)
17.6 (26.0)
18.9 (19.9)
9.8 (23.1)
3.7 (11.5)

(n = 16)
3.6 (8.7)
6.9 (16.2)
(n = 12)
17.0 (25.0)
16.7 (26.1)
4.5 (19.1)
14.5 (20.5)

Mean difference (95% CI)*

p-value

0.9 (-5.2, 7.1)
-2.2 (-12.2, 7.8)

0.76
0.65

0.6
2.3
5.3
-10.8

(-24.0,
(-17.4,
(-13.3,
(-25.1,

22.2)
21.9)
23.8)
3.5)

0.96
0.81
0.56
0.13

*Positive values favor the 3L group.
PCS, physical component summary score; MCS, mental component summary score.

cause bandage slippage in some instances. The 3L bandage
delivered lower SBP than SS in the in vivo study yet still
showed potential for improved healing in this clinical trial.
To our knowledge, there are no clinical trials of the 3L
system even though it is a commonly used compression
system in Australia. A systematic review of 39 randomized
controlled trials of compression bandaging found no clear
evidence favoring tubular compression over other compression bandages but better healing outcomes were evident
when an elastic component was included in the compression
system.7 Two evaluations18,19 of tubular compression (stocking
system) vs. SS compression bandages have provided conflicting results. One study19 found better outcomes for healing and
recurrence for the tubular device, while the other found no
difference between groups. This finding may be due to different types of tubular compression and the number of layers
used. The elastic bandages/stockings used in both studies
differed from the 3L bandage system evaluated in this report.
A previous non-comparative study treated 28 patients who
were unable to tolerate standard compression with three
layers of graduated Tubigrip (tubular bandage; Medshop Australia, Preston, Australia) as an alternative to therapeutic compression. They reported 50% of the group healed in the
12-week treatment period with a mean reduction in ulcer area
of 4.6 cm2.12 The authors concluded the 3L system be used in
patients with difficulty tolerating other compression. Our
RCT results showed a greater proportion healed at or before
the 12-week treatment period (74%), and the mean percent
reduction in ulcer area was more than 10% greater in the 3L
group when compared with standard compression. From our
previous in vivo SBP study,17 we know that the SBP of 3L is
15 mmHg less than SS when lying, standing, exercising, and
resting.
The strengths of our study include in vivo SBP measurement of both 3L and SS17 prior to the study as recommended
by international experts,16,20,21 although it must be acknowledged that a future study to measure SBP after application and
before removal of compression would be useful. The RCT
study was designed using Consolidated Standards of Reporting Trials (CONSORT) criteria to ensure potential risk of bias
was minimized. Our study had wide inclusion criteria to
increase the generalizability and applicability of our findings.
We used best available standard treatment, had low loss-tofollow-up, and collected and reported QoL data and ulcer
recurrence follow-up.
Wound Rep Reg (2012) •• ••–•• © 2012 by the Wound Healing Society

There are a number of limitations to this study that should
be considered when interpreting findings: (1) the study was
small and powered only to detect a 30% absolute difference
between the groups in the mean percentage reduction in
wound size; (2) follow-up timeframe was only 3 months and
it would be useful to have a longer follow-up for target ulcer
recurrence; and (3) bias due to non-blinding of wound size
measurement is a limitation, although in compression bandaging studies this is difficult to avoid. We attempted to minimize the effect of non-blinding by ensuring that wound size
was measured using an objective measure.
Here we report the first randomized controlled trial comparing 3L bandage for wound healing. We found 3L bandages
can heal VLUs and the finding is worth further exploration
particularly in view of minimal cost per ulcer healed for the
3L bandage and because it can be applied with relative ease
compared with SS. Further work is required to explore
whether 3L bandage should be adopted as main stay treatment
for VLUs in the community. This study should be replicated
on a larger sample size and with a longer follow-up for recurrence and better QoL response rate. The potential impact of
early adoption of weekly 3L bandages by community and
general practice nurses may have benefits, with significant
cost savings in terms of reduced bandage costs, reduced time
nurses spent bandaging, and improved healing. Greater
investment is required to monitor outcomes at a population
level on patients who present with VLUs and to ensure that
practice is in line with established evidence-based practice
guidelines.
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