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CAN YOU IDENTIFY 
THIS CONDITION?
A 68-year-old white man presented with discoloration and edema on his anterior shin. 

He developed the condition about 7 years ago and now has become concerned 
about his aching feet and the increased fragility of the skin over the discoloured area. He 
once smoked 20 packs of cigarettes a year, but he quit 30 years ago. He takes enteric-
coated acetylsalicylic acid daily, but no other medications.

The most likely diagnosis is:
1. Lymphedema
2. Chronic venous insufficiency
3. Scleredema
4. Chronic arterial insufficiency
5. Vasculitis
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2. Chronic venous insufficiency
Chronic venous insufficiency (CVI) has a peak preva-
lence in patients between 60 and 80 years old.1 One 
of 4 pathophysiologic mechanisms leads to venous 
hypertension: dysfunction of valves in the superficial 
or communicating veins due to congenital or acquired 
incompetence; dysfunction of valves in the deep vein 
system due to thrombotic damage, inherent weakness, 
or congenital absence; deep venous outflow obstruction; 
or muscle dysfunction and calf-muscle pump failure.1

Several risk factors have been associated with CVI: 
female sex, old age, family history, sedentary lifestyle, 
obesity, varicose veins, history of deep venous thrombo-
sis, cigarette smoking, and occupations that require long 
hours of standing or walking.2

Diagnosis
The clinical presentation of CVI varies depending on the 
severity of the disease. Some symptoms and signs to 
look for include the following:
• varicose veins indicating venous hypertension;
• leg discomfort (for example, pain, heaviness, pressure, 

burning, and pruritus, resulting from exercise and pro-
longed standing, that can often be relieved by elevat-
ing the leg); 

• leg edema resulting from white blood cell damage to 
capillary basement membranes;

• lipodermosclerosis, for example, capillary prolifera-
tion, fat necrosis, skin fibrosis, and discoloration, due 
to hemosiderin deposition;

• eczematous changes, with redness, scaling, and pruri-
tus, often referred to as stasis dermatitis;

• atrophie blanche, which is smooth, ivory-white atro-
phic plaques of sclerosis with telangiectasia; and

• ulceration that usually occurs on the medial ankle and 
lower calf.1,3

Clinical evaluation of patients with CVI should begin 
with history and physical examination. Up to 76% of 
CVI cases are diagnosed by clinical presentation alone.1 
Various invasive and noninvasive tests can be used to 
confirm CVI. Colour duplex ultrasound 
is a noninvasive, criterion standard test 
for evaluating venous anatomy and 
physiology.1 Photoplethysmography 
and air plethysmography are used less 
commonly.

Treatment
Treatment of CVI mainly focuses on 
reducing the effects of venous hyper-
tension. Leg elevation is one of the 
simplest, most effective, and inex-
pensive non-surgical treatments. It 
has been shown that elevating the 

legs above the heart 
for 30 minutes 3 
to 4 t imes daily 
decreases swelling 
and microcircula-
tion in patients with 
CVI.1 Unfortunately, this method is often impractical 
and has the lowest rates of compliance.

The mainstay of CVI management is compression 
therapy. Compression stockings produce upward pres-
sure gradients from the foot to the knee or thigh and 
either correct or improve venous hypertension. The opti-
mal pressure necessary to overcome venous hyperten-
sion is not well defined but is generally thought to be 
35 to 40 mm Hg at the ankle.1 Compression stockings 
should be fitted by trained fitters in the early morning 
and worn throughout the day. Patients are advised to 

buy at least 2 pairs of stockings at the 
same time and to use them interchange-
ably, and to avoid machine washing and 
drying the stockings.

Compression stockings should be 
changed every 6 months. Relative con-
traindications to compression therapy 
include arterial insufficiency and uncom-
pensated congestive heart failure. Ankle-
brachial index (ABI) measurement with 
Doppler ultrasonography is strongly 
encouraged to exclude serious arterial 
disease (ABI <0.7) before initiating com-
pression therapy.1
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Medicated short-stretch compression bandages (Unna 
boots, Unna-Flex, Comprilan) are special roll bandages 
uniformly impregnated with various amounts of pastes 
of zinc oxide, calamine lotion, glycerine, and gelatin. 
They are useful for ulcer therapy due to CVI. The main 
disadvantage of short-stretch compression bandages is 
the variability in pressure, which depends on the person 
applying them.2

Long-stretch bandages provide higher resting pres-
sures than short-stretch bandages. They can be applied 
in a spiral with 50% overlap to provide sustained pres-
sures.1 Pressures, once again, depend on the person 
using them. Three subtypes exerting different pres-
sures are available on the market: 10 mm, 20 mm, 
and 30 mm.1 These bandages are not well tolerated by 
seniors mainly because they can be uncomfortable and 
are hard to put on.

Recently, 3-layered (Dyna-Flex) and 4-layered 
(Profore) bandages have become available for treat-
ment of complicated CVI. They are more expensive than 
single-layered bandages, but have been shown to be 
more effective and inexpensive in the long run because 
ulcers tend to heal faster.1

Enteric-coated acetylsalicylic acid at a dose of 300 mg 
daily has been shown to reduce the size of ulcers and 
accelerate their healing compared with placebo, pre-
sumably either by inhibiting platelet aggregation or by 
reducing inflammation.1 Other adjunct therapies for treat-
ing CVI include oxpentifylline, stanozolol, micronized 

flavonoid extracts, and ultrasound therapy. Consultation 
with a dermatologist or wound-care specialist is recom-
mended before initiating systemic therapy.1

Surgical treatments are generally reserved for patients 
with severe CVI or CVI refractory to medical manage-
ment. Venous stripping and ligation are generally used 
for management of CVI secondary to insufficiency of 
the superficial venous system. Valvuloplasty is usually 
reserved for patients with CVI secondary to dysfunction 
of the deep venous system.2

Conclusion
Chronic venous insufficiency is a common disease that 
severely affects quality of life.4 A substantial amount of 
anger, fear, and anxiety is associated with CVI. Some 
patients have reported pain, severe edema, limited 
mobility, job loss, financial burden, and social isolation.4 
Family physicians can be important in recognizing and 
managing this chronic and debilitating condition. 
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