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There are a wide variety of multi disciplinary health care professionals who are involved with compression
therapy. Many of you are managing wounds, chronic oedema and lymphoedema and we know that
compression therapy is a recommended and effective component of care for treating these chronic
conditions1,2. We also know that compression therapy can reduce the average healing time compared to
no compression therapy as well as being very cost effective3. The case studies presented in this newsletter
highlight how essential effective compression therapy is in managing some of the challenges faced in daily
clinical practice and we hope that you find it informative, interesting and relevant to your own practice.
It’s been a busy year so far with many national conferences taking place around ANZ including the
Australasian Lymphology Association (ALA) conference in Auckland NZ in April, and the Australian Wound
Management Association (AWMA ) conference at the Gold Coast in May.
At the AWMA conference, 3M introduced wound care clinicians to the Full leg and Toe boot application
techniques for the first time. These techniques can help provide solutions for managing challenging leg
shapes and foot/toe oedema and are an extension to the basic below knee application techniques that
many of you are familiar with. Demonstration videos of these techniques are available to view on our
websites www.coban2.com.au and www.coban2.co.nz.
In this edition we have some interesting case studies to share with you. There is a case study on
inflammatory lower limb ulceration, a paediatric case study, and two case studies demonstrating how the
Toe Boot technique was used to manage difficult toe and foot oedema. Three of these case studies were
presented at the ALA conference in Auckland, and we thank the authors for allowing us to share them with
you here.
Look out for our ‘Ask Connie Compression’ section as there are some great tips and tricks to ensure
you are getting the best results and to enhance patient comfort when using 3M™ Coban™ 2 Layer
Compression Systems.
Thank you for taking the time to read this Under Pressure Newsletter and we value your input and
feedback.

Ruth Timmins

Paula Massey

Compression Specialist, Australia
3M Critical & Chronic Care Solutions Division
ratimmins@mmm.com

Technical Specialist, New Zealand
3M Critical & Chronic Care Solutions Division
pmassey@mmm.com

1. ILF Compression Therapy : A position document on compression bandaging 2nd edition 2012
2. Australian New Zealand Clinical Practice Guideline for prevention and Management of Venous Leg Ulcers 2011
3. KPMG Health Economics report: An economic evaluation of compression therapy for venous leg ulcers. Australian
Wound Management Association 2013.
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Inflammatory Lower Limb Ulceration
Case Study

Monica Stankiewicz

Over the course of her appointments, several biopsy’s were taken; finally
a diagnosis of bullous pempigoid (BP) was made. A wound care regime
was selected based on reducing wound inflammation, reducing wound pain
and improving venous return. Including pharmacological treatment of oral
Prednisolone (starting dose 40mg OD) and Doxycycline (100mg OD).

Nurse Practitioner Wound Management &
Dermatology
Haut Dermatology, Spring Hill, Brisbane QLD

This is the case study of an 84 year old lady who presented to the clinic in
February 2013 with non-healing lower limb ulcerations of the right leg. At this
time a comprehensive health assessment was completed, including lower
limb specific assessments including an ankle-brachial index (ABPI), evaluation
of arterial pulses and assessment of plantar sensation. A provisional diagnosis
of mixed arterial and venous leg ulceration was determined; with a right limb
ABPI of 0.8 [normal 0.9-1.1]1,2, with biphasic waveforms, palpable arteries,
signs of venous disease: venous stasis eczema/pruritis, varicose veins,
haemosiderin staining, atrophe blanche and active ulceration2.
She has a history of hypertension which is controlled with antihypertensives.
There were no other findings indicative of other health disease changes.
However on review of this patients wounds, they were of unusual appearance
and did not fit the wound description of a venous or arterial leg ulceration;
despite obvious venous disease, which perhaps had exacerbated the
presence of ulceration only on her legs (see figure 1). She also reported
significant pain on touch, which she stated had been made worse by
compression hoisery.

Emotional support and careful initiation of compression therapy was required
for the patient to develop trust and confidence in the wound care regime
selected for her. Initially, her wound care regime included:
• Paraffin and preservative free emollient
• Silver foam (silicone)
• Inelastic compression therapy, 3M™ Coban™ 2 Layer Lite
Compression System
At the third dressing change Coban™ 2 Lite Compression System was
then substituted for a 3M™ Coban™ 2 Layer Compresion System and was
continued until healed (complete wound closure/epithelialisation for two
weeks). Complete healing was in May 2013.

Discussion
BP is an autoimmune blistering disorder . Autoantibodies (notably IgG,
IgA, IgM & IgE) attach to the basement membrane of the epidermis causing
detachment and blisters 3,4. This disorder can be specific to one area of the
integument system for example the abdomen or limb, specific to the mucosa
(such as oral or genitalia) or prolific in nature3,5. BP is generally reported
3,4

in the extreme of population age groups: young children and adults around
80 years of age 3,4,5. It is this autoimmune disorder which may have led to
deterioration of skin integrity in this patient’s right limb; and in the presence
of poor venous return and mild arterial disease, lead to a chronic wound. No
blisters were witnessed however; this may have been due to the location
of lesions and the fact that the right limb was continuously covered by with
home-fashioned dressings.
In regards to chronic wound healing, the use of silver wound care products
are a useful non-pharmacological therapy to assist with reduction of
inflammation at the wound interface, but also assist to manage exudate and
control bacterial load8,9,10.
The most significant aspect of her treatment was the adjunctive use
of compression bandages. This initially consisted of Coban™ 2 Lite
Compression System (walking peak of >40mmHg) then increasing to
Coban™ 2 Compression System (walking peak of >70mmHg), which are
both safe to use and required to improve venous disease in this lady with
venous disease symptoms and mild arterial disease1,2,11,12.
Initially the Coban™ 2 Lite Compression System was chosen as the patient
was highly anxious over ‘tight’ bandages, due to her negative experience
with ill-fitting compression hosiery which caused her significant leg pain and
exacerbated ulcer pain.
After the first two compression bandage changes with Coban™ 2 Lite
Compression System the patient was confident and happy to increase to
Coban™ 2 Compression System; which facilitated wound healing, due to
an appropriate level of walking pressure specific to improve the patient’s
venous return.

We would like to acknowledge our patient for allowing us to discuss
her case.
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Figure 1 – Wound on presentation

•

Australian data indicates that approximately 99% of individuals with
VLU are aged 60 years and over.1

•

Estimates indicate that leg ulcers affect up to 3.0 per 1,000 of the
Australian adult population, suggesting a sizeable impact on the
community.2

•

Within the New Zealand context, an Auckland study demonstrated
the risk of developing VLUs increases dramatically with age, with
people over 60 particularly at risk.3

Figure 2 – Healing complete
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•

A capture-recapture analysis that incorporates an estimation of
missed cases suggested a point prevalence of ulcers of 2.48 per
1000 adults.4

•

The use of compression therapy reduces average healing time for
VLU patients to 20 weeks on average. This is nearly half the average
healing time of 36 weeks for those treated using other means.5
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Compression Therapy For Paediatric Lymphangiohaemangioma
Case Report

Introducing....

Jodie Reynolds

Lymphoedema Physiotherapist
Counties Manukau District Health Board,
Auckland, New Zealand

This case study was presented as a poster at the ALA conference, April 2014.
It has also been published as a case report in the Journal of Lymphoedema
(June 2014, vol 9, issue 3) and is included in this newsletter with the
permission of the publishers.

Abstract

Figure 1- Right lower limb oedema secondary to lymphaniohaemangioma

Figure 2 - Application of bandaging

attempted without apparent effect. Additionally, as the infant was not walking
initial therapy was restricted to skin care, kinesiotaping and manual lymphatic
drainage. This conservative treatment was implemented as not to interfere
with foot and movement development.

Sequential measures of the circumference indicated a reduction in volume of
approximately 3cm over the course of treatment with the inelastic bandage.

Method
Base line circumferential measurements with the child in supine were taken of
the mid dorsum of the foot and ankle prior to bandaging and each time after
removal of the bandages. After the completion of the one month of bandaging
a made-to-measure compression class 1, below knee garment was fitted.

The following is a case report evaluating the use of the 2 layer compression
bandage system: 3M™ Coban™ 2 Layer Lite Compression System
for unilateral lower limb lymphoedema secondary to a congenital
lymphangiohemangioma in a twelve month old child.
Compression therapy for adults is a well recognised treatment for unilateral
lymphoedema but remains less well defined for children.
Treatment with an inelastic bandaging system capable of providing reduced (2030mm Hg) pressure to the site resulted in a clinically significant improvement
in the lymphoedema. A one month bandaging protocol allowed for sufficient
improvement to progress to a fitted made to measure garment therapy.

Introduction
Compression therapy, whether by intermittent pneumatic compression1 or
by inelastic compression bandaging2 for lymphoedema in adults is a well
established clinical practice, both for primary and secondary lymphoedema.

After the infant was capable of walking, an inelastic bandage (Coban™ 2
Layer Lite Compression System) was applied. The bandage was applied to the
leg below the knee including the foot in a toe boot application (See Figure 2)
as the toes were too small to individually wrap. The patient’s own tights were
placed over the bandaging to stop the child interfering with them. Also the
mother was issued scissors to remove the bandaging if the patient became
distressed in anyway such as crying or tugging at the bandage indicating
it was causing some discomfort. Following each bandaging session the
patient was observed walking independently with no changes in gait pattern
compared to pre bandaging and no interest in the bandage.

Results

By comparison, treatment of paediatric lymphoedema is less well substantiated
in the literature 4, 5,6,7. In this report, we describe a case study of a paediatric
patient, treated for unilateral lower limb oedema secondary to a lymphangio
haemangioma with the Coban™ 2 Layer Lite Compression System.

Background
In May 2012, an 11 month old baby girl was referred to our Lymphoedema
Service by a Consultant Plastic Surgeon to assess progressive swelling
associated with a lymphangiohaemangioma which had been present from
birth. The aetiology of these lesions is unclear and the only remarkable
feature of the history was a viral infection contracted by the mother during the
pregnancy. Karyotyping of the lesion demonstrated no abnormalities, a finding
not uncommonly observed in lesions in this area of the body8.
On examination, the majority of the swelling was visible on the dorsum of the
right foot, including the toes that were curled under the foot. The swelling
extended, uniformly to mid calf but was minimal in nature compared to the
forefoot. The skin condition of the child was unremarkable, tissues were soft
in nature and there was no history of cellulitis (Figure 1).
The intervention included the use of the 2 layer Coban™ 2 Layer Lite
Compression System. This 2 layer system was applied three times a week for
a month. Prior to referral, compression using an elastic bandage had been

4.

The graph below (Graph 1) shows the circumferential measurements of
the dorsum and ankle over the course of one month treatment. The results
indicate that in this single paediatric case study Coban™ 2 Layer Lite
Compression System was effective in reducing swelling and improved the
shape of the affected limb with no complications (See Figure 3).
No problems were reported on the second day of treatment and there was no
apparent slippage of the bandage. No skin damage or redness was observed
on removal of the bandage. The leg was remeasured, washed, dried and
moisturised and the patient was re-bandaged and reviewed again 2 days
later. The patient was bandaged in total three times per week for four weeks.

We recently introduced our
improved non-adhesive foam
dressing – 3M™ Tegaderm™
High Performance Non-Adhesive
Foam Dressing. This dressing is an
excellent partner for 3M™ Coban™
2 Layer Compression System.

Figure 3 - Right limb post bandaging

Discussion

Heavily draining wounds often require frequent dressing changes,
which are not only expensive, but may also result in patient discomfort.

The problem management of this patient represented unique features.
Intermittent pneumatic compression was not practical in this case and the
exact compression values needed to reduce the oedema were undefined.

Owing to its combination of absorbency and fluid evaporation (key
dressing characteristics necessary to managing wound fluid levels),
Tegaderm™ High Performance Non-Adhesive Foam Dressing
provides a high level of overall fluid management. Innovative layer
technology absorbs and evaporates moisture to maintain an optimal
wound healing environment.

Inelastic compression using the Coban™ 2 Layer Lite Compression System
has been shown equivalent to multi-component systems in adults 2,9 and the
level of compression provided by the Coban™ 2 Layer Lite Compression
System was in the range of 20-30 mm Hg10. However sub bandage pressure
was not measured during this case study due to lack of equipment so
application was cautious and the response from the child to the bandage was
monitored closely for any distress or signs of discomfort.

Tegaderm™ High Performance Non-Adhesive Foam Dressing is:
•
•
•
•
•

Highly absorbent
Breathable
Non-adherent
Easy to use
Able to adapt to changing levels of exudates to maintain
moisture balance for optimal wound healing
• Effective under compression
• Available in a variety of shapes and sizes, including a roll

For future studies in paediatrics sub bandage pressure needs to be
monitored. In addition, an ideal would be to obtain greater circumferential
measurements of the affected limb but to obtain these were virtually
impossible on a constantly moving child.

Conclusion
The successful reduction in circumference indicates that this bandaging
system and treatment protocol were effective in reducing swelling and
improved the shape of the affected limb with no complications and
represents, (to our knowledge), the first such case of successful compression
therapy using this approach. A critical caveat, however, is that bandaging
is a skill which takes time to learn and should not be undertaken without
appropriate training especially in the paediatric lymphoedema population.

Tegaderm™ High Performance Non-Adhesive Foam Dressing is
constructed from a conformable polyurethane foam pad, absorbent
nonwoven layers, and a top layer of printed adhesive film. This
waterproof film is moisture vapour permeable which prevents wound
exudate strikethrough and acts as a barrier to outside contamination.
The dressing maintains a moist wound environment, which has been
shown to enhance wound healing. Tegaderm™ High Performance
Non-Adhesive Foam Dressing has been designed for use under
compression and is suitable for low to high exuding wounds.
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ILF Conference Report

k
s
A Connie Compression

We invite you to send in any questions you have relating to compression therapy or 3M™ Coban™ 2 Layer Compression
Systems. We’ll publish a selection of your questions each issue, along with answers from our team of international experts.
This month we have collated questions that we are commonly asked in workshops.
applied to the skin, the alcohol
free solvent evaporates off and the
unique polymer is left on the skin.
It then quickly dries to a non-sticky,
protective, breathable waterproof
coating. Cavilon™ No Sting Barrier
Film is also useful to protect the
peri-wound area from exudate.

Q How can I protect vulnerable
,
estion

qu
have a
If you -mail it to
e
om.
please nz@mmm.c
2
Coban

areas of skin from friction under
Coban™ 2 Compression Systems
such as behind the knee or elbow
joint?

A It is recommend to use 3M™

Cavilon™ No Sting Barrier Film to
protect at risk areas from friction
and moisture. Cavilon™ No Sting
Barrier Film is an alcohol free liquid
barrier film that protects intact or
damaged skin from bodily fluids,
adhesive trauma and friction. When

Adding an extra piece of the
Comfort Foam Layer onto the skin
before the normal application of
the first layer can also help to
protect the skin.

Q I’ve noticed that the finished

bandage is quite tacky, do you
have any tips for this?

A Yes, I have a great tip for this. Once
you have completely finished the
bandage application, gently rub
a small amount of moisturiser,
such as 3M™ Cavilon™ Durable
Barrier Cream, all over the finished
bandage. This will reduce the
tackiness and make it easier to
apply clothing.
Another tip is to apply a light sheer
knee high stocking or sock as this
will make getting shoes on much
easier.

I look forward to more questions,

Visit our

For more information on Coban 2 Layer Compression Systems,
please visit our websites;
www.Coban2.com.au
www.Coban2.co.nz

websites

6.

Reduced Incidence Prevalence and Impact - Making
these realistic goals
The 5th International Lymphoedema Framework (ILF) Conference was held on
5-7 June, 2014 at University of Glasgow. It was well attended by delegates
from all continents of the world.
Day 1 of the conference provided an overview of lymphoedema as a nondiscriminating condition which can affect any individual throughout the world
requiring population-specific interventions ranging from education on skin
hygiene as presented by Clement Bagnoa from Bukino Faso, to genetic
research hotly pursued for a better treatment model in primary and secondary
lymphoedema . The ILF presented information on their LIMPRINT project.
This is a much needed international multi-site population study to determine
the prevalence and functional impact of lymphoedema and chronic oedema
in the adult population of member countries of the ILF. This will include the
Australian Lymphoedema Framework.
Day 2 of the conference introduced the audience to the utilization of
technology such as: e-Health, social media & web-based physiotherapy in
the facilitation of patient self-management as an alternative to management
for remote and rural patients. This is a concept that could be beneficial in the
Australasian patient population where distance travelled to attend a clinic can
often be an issue. The novel educational GP postcard was also presented.
This effective and informal tool allows General Practitioners to be better
informed about lymphoedema and its management.

Throughout the conference, clinically relevant and informative concurrent
sessions were presented by researchers and clinicians working in the field.
A 3M workshop which highlighted the versatility and effectiveness of the
Coban™ 2 Compression System was very informative with the sharing of
clinical observations and the results from various clinical settings.
Conference abstracts and some presentations will be available at
http://www.ilfconference.org
Overall, the conference provided an enjoyable and supportive learning
environment for all professions working in the field of lymphoedema.
The ILF is partnering with the ALA for their next conference to be held in
Darwin May 2016.
Report written by Sarah Ang Physiotherapist (WA) and Maree
O’Connor Physiotherapist (VIC)

Day 3 of the conference alluded to developments and challenges in
lymphoedema management including that of the paediatric population and
the controversies of compression therapy.

Five Commandm
ents for Bandag
ing with
3MTM CobanTM 2
C
o
m
p
re
s
sion Systems
I. Anatomical fit
. Make sure the
bandage follows
patient,

not the other wa
the contours/m
y around. It will
orphology of th
such as ‘following
make your life ea
e
the roll’ and ‘sp
sier to combine
ira
l up’ as required.
techniques
just cut and past
e the bandages
And, when it reall
.
y gets tough,
II. Apply the co
mfort layer with
mi
nimal overlap wh
that rule I still ap
en humanly poss
plies!)
ible (bear in mind
III. Apply the co
mpression layer
with 50% overlap
mind that rule I st
BUT with FULL
ill applies!)
STRETCH! (bea
r in
IV. Apply minimal
layers at articula
tin
g
areas to maximise
I still applies!)
mobility (bear in
mind that rule
V. Use the adap
tability and vers
atility of the 3M
System to create
™ Coban™ 2 La
an inelastic sleev
yer Compressio
e with an anatom
n
ical fit around th
e limb.

7.

Under Pressure

ISSUE 3, November 2014

3M COMPRESSION THERAPY NEWSLETTER

Use of a two-layer compression system in severe bilateral
leg lymphoedema with ulceration: A Case Report
Conclusion
Malou van Zanten

Beth Kean

This case report demonstrates two tenets of lymphoedema treatment:

Lymphoedema Research Unit, PhD candidate,
School of Medicine, Department of Surgery,
Flinders University, South Australia.

Lymphoedema Research Unit, School of Medicine,
Department of Surgery, Flinders University,
South Australia.

1. Early detection is crucial to prevent further progression in lymphoedema,
including skin breakdown and the appearance of chronic wounds.

This case study was presented as a poster at the ALA conference, April 2014.
It has also been published as a case report in the Journal of Lymphoedema
(December 2013, vol 8, issue 2) and is included in this newsletter with the
permission of the publishers.

Background
A 61-year-old Caucasian male presented at the Lymphoedema Research Unit
at Flinders University early April 2013. He had severe bilateral lymphoedema,
which had progressed since he ceased all lymphoedema treatment in 2011
due high treatment costs (Figure 1).

for four weeks. 42–45mm/hg garment pressure, was required to reach the
desired 50mm/hg of under- bandage pressure when standing (Kikuhime
TT-MediTrade).
Whole limb volume was measured using perometry (Pero-System) and both
bio-impedance (In-Body) and site-specific tissue fluid (MoistureMeter-D,
Delfin) was measured at anterior and posterior mid-thigh and both calf as well
as dorsal site of the feet.

• A sincere thank you to Professor Neil Piller for providing us with the
measurement equipment and invaluable advice.
• A sincere thank you to 3M for supplying the CobanTM 2 Compression
bandages.

References
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Wound circumference was measured with a grid placed over the wound.
Measurements were obtained at baseline, three times per week during
treatment, at the end of the four week treatment, and at the eight week
follow up.

Results
Treatment with the CobanTM 2 Layer Compression System resulted in a
clinically relevant reduction of limb volume (Graph 1, Figure 3) and facilitated
wound healing (Table 1, Figure 3)
Table 1 - Wound size reduction
Figure 1 - baseline anterior, baseline posterior

Total wound size in cm2

Left leg

Right leg

The cause of lymphoedema has been
traced back to a severe bilateral
deep soft tissue wound infection in
the groin after surgical removal of
fibroma in 2009 (Figure 2). In addition
to the lymphoedema he has several
comorbidities including morbid obesity,
hypertension, and diabetes (type 2)
impacting his health and complicating
Picture 2 - groin soft tissue wounds
the lymphoedema.

Baseline

25.8

29.7

Final

4.1

12.0

Follow up

none

9.75

Total reduction

21.7

19.95

Graph 1 - Fluid and volume reduction

At time of presentation the skin on his lower legs showed signs of dryness,
fissures, and distal bilateral posterior weeping ulcers. He also suffered
recurrent episodes of erysipelas, further compounding the lymphoedema.

2. Correctly applied bandaging using the right pressure, pressure gradient,
and adapting to the individual patient’s needs (including mobility, comfort,
and cost) can be effective even in severe cases as presented here. In
addition to volume reduction and cessation of leakage,removal of excess
fluid in the interstitial space is also thought to be an essential component
for wound healing.

Acknowledgements

Figure 3 - final anterior, final posterior

Have you seen?
Did you know that we have patient information
sheets for both venous leg ulcer and lymphoedema
patients who are being treated with 3M™ Coban™ 2
Compression Systems?
These patient in formation sheets have information for
patients about Coban™ 2 Compression Systems and
what it means for them.
There are also some tips, information on when to seek
help, and space to record their appointments with you.

Aim
Reduce lymphoedema, facilitate wound healing and reduce associated wound
discomfort.

They come in pads of 50 sheets and they are free
of charge. If you would like a pad to use with your
patients, please contact your local 3M representative.

Materials and Methods
Both lower limb were bandaged to the knee with 3MTM CobanTM 2 Layer
Compression System using the toe-boot application method (3M,2011)
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Bilateral Lower Leg Lymphoedema
Case Study
Patricia Mahon
Senior Physiotherapist
Blue Care Allied Health Sunshine Coast, Queensland

Provision of optimal management, using 3M™ Coban™ 2 Layer Compression System, in a
70 year old female with a 50 year history of Primary bilateral lower leg Lymphoedema, with
client reporting improved quality of life and overall treatment.

Figure 3 – during treatment.
Full leg wrap applied

Introduction

Results and Conclusions

The quality of life of individuals with lymphoedema can be significantly
impaired physically and psychologically. With impaired mobility, chronic pain,
reduced function, recurrent infections, dependence and changes in body
image, issues with isolation, depression and reduced self esteem can arise.
Management of lymphoedema, collectively known as decongestive lymphatic
therapy (DLT) includes exercise, skin care, manual lymphatic drainage
(MLD), and compression therapy including lymphoedema compression
bandaging (LCB) and hosiery which enhances lymphatic and venous return1.
In the clinical setting, providing effective compression and in particular toe
bandaging, can be challenging.

Patient Perspective

The aim of this poster presentation is to illustrate how some of these
difficulties were overcome and how the client was provided with an improved
experience in a community based setting using a cohesive bandage system,
3M™ Coban™ 2 Layer Compression Bandaging. This system provides a
thin, comfortable, inelastic sleeve, with just two layers.
Blue Care is one of Australia’s leading not-for-profit providers of residential
aged care, community care and retirement living, operating more than 260
centres in 80 communities across Queensland and northern New South
Wales. Operating for more than 60 years, Blue Care directly touches the lives
of 13,000 people every day, assisting them in maintaining their independence
and quality of life.

Figure 1 – before treatment

Figure 2 – before treatment

Figure 4 – during treatment. Mrs T
wearing normal footwear

•

Mrs T reported that the system was lighter, thinner and unexpectedly
comfortable to wear.

•

Was pleasantly surprised how little itch she felt in the foot moccasin –
different to prior to the bandaging.

•

The pleasant appearance similar to usual compression garments
enabled Mrs T to continue her community activities, with confidence.

• Small areas of skin breakdown were evident posterior knee and upper
thigh with thickened non-pitting swelling to this area. There was minimal
left ankle movement.

•

Regained functional independence being able to wear normal shoes
during treatment- essential for her safe standing and slide board
transfers (see figure 4).

• Painful to wear normal shoe for standing or slide board transfers.

•

During and after treatment Mrs T commented favourably on improved
knee and ankle movement allowing easier transfers and positioning in
her wheelchair.

• Predominantly this indicates late Stage 2 Lymphoedema.

3M™ Coban™ 2 Layer Compression Systems

Therapist Perspective
• The application resulted in reductions of up to 8.3cm circumferentially
(see figure 1)
• Softer leg and foot with, improved skin texture and colour.
• Improved left ankle and knee movement.
• Resolution of the oozy toe wound after the first application of the bandage
system.
• Softening of the dorsal toe growth.
• The skin condition remained remarkably good during the treatment, a
pleasant surprise to the therapist.
• Following compression therapy remeasuring for new compression
garments was completed.

• Lymphoedema in the right stump was reported pronounced but stable.

Treatment/Method
Following a multidisciplinary approach a course of treatment commenced
including skincare, exercise, MLD and compression bandaging.
• Specialist podiatrist and wound clinic for the toe wounds and resultant
tinea, vascular clearance for arterial status.

Client Background

• Mrs T was happy to try Coban 2 Layer Compression systems. Due to
previous experiences the client felt daunted by the thought of the multi
layer lymphoedema bandaging (MLLB) in the humid climate.

• 70 year old female with right above knee amputation, wheelchair bound.
• 50 year history of bilateral lower limb oedema which began aged 20.
• Septicaemia and ulcers worsened and the palliative decision was made to
amputate 4 years ago.
• Unusual growth developed over the dorsum of the middle toes about 5
years ago.

• Leg washed, self MLD to trunk, MLD to left leg, emollient applied.
• Application of 3M™ Cavilon™ No-Sting Barrier Film to leg and dorsum
foot, wound dressing to dorsum toes, tinea powder between toe.

Figure 5 – on completion of treatment

• Coban 2 Layer Compression System applied to full leg with toe boot
technique (see figure 3).

• Co-morbidities included asthma, hypertension, ventricular trigeminy.
• Concern for the integrity of the remaining left leg.
• Referral received due to worsening lymphoedema, toe wounds and fungal
infection.

• Some application modification was necessary as the ankle was less than
plantargrade in supine, and Mrs T was unable to stand for the above knee
application.
• Treatment continued for 13 days with four repeated treatments as above,
with remeasures and re-application of Coban 2 Layer Compression System.

• On examination - thickened, fibrotic, dry, hyperpigmented skin and
tenderness of the lower left leg, firm pitting oedema over the dorsum of
foot and toes, a thickened growth slightly oozing over dorsum 2/3 toes
and painful skin between the toes (see photo 2).

• Reapplied between 2/4 days to accommodate the part-time nature of
therapist and to gauge initial skin reaction in humidity.
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If you’d like to receive these newsletters as soon as they are
published, please go to our websites to sign up
www.Coban2.com.au/newsletter,
or www.Coban2.co.nz/newsletter
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Full Leg Application for
Wound Care Clinicians
For some patients with venous leg ulcers, oedema is not isolated in the lower
leg, and, more bandaging is required.
At the recent AWMA conference, 3M introduced wound care clinicians to the
Full leg and Toe boot application techniques for the first time.
These techniques are familiar to the lymphoedema therapists who have
received training in the application of 3M™ Coban™ 2 Layer Compression
Bandages. These techniques can help provide solutions for managing
challenging leg shapes and foot/toe oedema and are an extension to the
basic below knee application techniques that many of you are familiar with.
Demonstration videos of these techniques are available to view on our websites
www.coban2.com.au and www.coban2.co.nz.
Key points:
• There are now a wider and longer size bandages for the knee and upper leg
• There is now a narrower and shorter bandage for the toes

For more information, please contact
your local 3M representative.

• Application is quick and easy to teach and learn
• The application can be adapted to suit your patients’ needs

3M News
Videos now on our websites
The videos for our lymphoedema application techniques are now on our
websites; www.coban2.com.au and www.coban2.co.nz.

3M Education Available On-Line
3M provides free and easy to use e-learning modules covering topics such as
skin care, wound care and compression therapy. To access these courses, go
to www.3M.webcentral.com.au, or look for the link in the education sections
on our 3M websites.

We have updated our NZ website (www.coban2.co.nz) and it is
now part of a larger website with information on the rest of our
range www.3M.co.nz/C3SD. You’ll find all our previous Coban™ 2
information, as well as a lot more.
The new Australian website is in development ...

watch this space.

3M Lymphoedema Workshops
We had another busy year of 3M Coban 2 for Lymphoedema workshops, once
again holding workshops in Sydney, Brisbane and Melbourne. We were also
able to hold workshops in Cairns and Perth that were very well attended.

are interested in attending, you can register your interest on our websites;
www.coban2.com.au and www.coban2.co.nz. (Note: in New Zealand,
workshops are scheduled on demand, there will not be a calendar of 2015
workshop published).

3M Critical & Chronic Care
Solutions Division
3M Australia Pty. Limited
ABN 90 000 100 096
Building A, 1 Rivett Road
North Ryde NSW 2113
Phone 1300 363 878
www.Coban2.com.au

3M Critical & Chronic Care
Solutions Division
3M New Zealand Limited
94 Apollo Drive
Rosedale 0632
Freephone 0800 80 81 82
www.Coban2.co.nz
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We are currently putting together our schedule for workshops for 2015. If you

