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Compression bandaging: Identification of 
factors contributing to non-concordance

ABSTRACT
Aims To elucidate reasons for non-concordance with 
compression bandaging, subject the identified reasons 
to thematic analysis and use the resultant themes as the 
basis for the development of a screening tool to identify 
those patients at risk of non-concordance with compression 
bandaging.

Method A literature search was undertaken using the terms 
‘concordance’, ‘compression bandaging’ and ‘venous leg 
ulcer’. Articles were included if they discussed reasons for 
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non-concordance with compression bandaging. Forty-one 
articles were identified which met inclusion criteria. The 
full texts were read and the reasons for non-concordance 
tabulated. These were then subjected to thematic analysis.

Results Six themes emerged. These were termed knowledge 
deficit; resource deficit; psychosocial issues; pain/discomfort; 
physical limitations; and wound management. These themes 
were used to develop a screening tool to identify patients 
who exhibit barriers to concordance with compression 
bandaging.

Discussion Compression bandaging is the recommended 
treatment for venous leg ulceration1-3. However, the degree of 
concordance with compression bandaging therapy remains 
at sub-optimal levels4,5. Consequently patients experience 
protracted ulceration. The development of a risk screening 
tool for non-concordance will permit targeted intervention 
to address barriers to concordance before the patient has a 
poor experience of compression therapy.

INTRODUCTION
Compression bandaging remains the gold standard treatment 
for venous leg ulceration1,6-8; however, not all patients 
find it an achievable, acceptable therapy9,10. The adoption 
and tolerance of recommended levels of compression by 
patients has been described as compliance, adherence 
or concordance with treatment11. However, the degree 
of concordance with compression bandaging therapy is 
reported to be frequently at sub-optimal levels4,5.

The purpose of this review is to determine the reasons for 
patient non-concordance with compression bandaging and 
subject these reasons to thematic analysis.

LITERATURE SEARCH
A literature search was undertaken using the terms 
‘concordance’, ‘compression bandaging’ and ‘venous leg 
ulcer’, covering the period from 1995 to July 2016 and 
using the following tools and resources: PubMed, Medline, 
Internurse, CINAHL, ProQuest, Ovid and Wiley Online. This 
initial search identified 15 articles of high relevance. Only 
articles in English were included.
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Given the relative paucity of literature recovered, it was 
decided to widen the search to include the Mark Allen 
Group (MAGOnline) database and Google Scholar, using 
search terms as described. These searches returned 232 
(MAGOnline) and 358 (Google Scholar) results, respectively. 
The titles of these 605 articles were screened and the 
abstracts examined to determine if they contained information 
regarding reasons for non-concordance with compression 
bandaging. There were 554 papers excluded at this point.

The reference lists of the initial 15 articles and 36 articles 
identified in the second search were then hand searched. A 
further 21 articles were recovered. The full texts of these 72 
articles were screened and 31 articles excluded as they did 
not discuss reasons for non-concordance with compression 
bandaging. The remaining 41 articles were included in the 
review. A PRISMA diagram of this process is found in Figure 
1 and a graphical representation of the years in which the 
studies were published is displayed as Figure 2.

REASONS FOR NON-CONCORDANCE: THE 
EVIDENCE BASE
Only four of the included studies report identification 
of reasons for non-concordance as a primary area of 
investigation12-15. Primary research where the focus was not 
specifically non-concordance and case studies including 
the use of compression therapy accounted for a further 17 
articles. The remaining 24 studies reviewed the literature. 
The two most comprehensive reviews of the literature were 
those of van Hecke, Grypdonck and Defloor16 and Moffatt, 
Kommala, Dourdin and Choe8. Both were published in 2009.

Since then, the only primary research identified in the literature 
was that by Miller et al.17 and a case study by Yarwood-Ross 
and Haigh18. Miller et al.17 analysed the data obtained in 
a randomised controlled trial (RCT) which measured the 
effects of two different antimicrobial dressings beneath 
compression bandages and identified that larger ulcer size 
and shallower ulcer depth were negatively associated with 
compression concordance. Yarwood-Ross and Haigh18 were 
the first authors to mention that failure to consult with the 
patient about the treatment process reduced concordance. 
However, these authors cited a secondary source which was 
a 1995 study by Tonge19, which could not be located.

The full texts of all 41 articles were read and the reasons 
for non-concordance reported in each article tabulated. 
The list is extensive and a total of more than 300 recorded 
reasons were extracted from the literature, though there is 
considerable overlap between studies. This information is 
provided in Table 1.

A number of authors undertook thematic analysis of their 
literature searches. These included Bainbridge20, Brown21, 
Edwards13, Moffatt, Kommala, Dourdin and Choe4, Mudge, 
Holloway, Simmonds and Price15 and van Hecke, Grypdonk 
and Defloor16.

Each of these authorship teams identified between four 
and six themes contributing to non-concordance with 
compression bandaging. There was considerable diversity 
in the themes identified and the four teams identified a total 
of 13 themes. Although the most obvious disincentive to 
concordance might be perceived to be pain, not all authors 
found this to be so, and pain was specifically itemised 
only by Bainbridge20 and Brown21, although Edwards13 

discusses pain under the theme of concurrent problems of 
leg ulceration and Moffatt, Kommala, Dourdin and Choe4 
included it under physical factors. Van Hecke, Grypdonk and 
Defloor16 noted that although patients frequently report pain 
as an important determinant of adherence to compression 
treatment, it was seldom the focus in the studies eligible for 
inclusion in their review. All authors identified a lack of patient 
knowledge regarding treatment as a contributing factor to 
non-concordance. The themes for non-concordance with 
compression bandaging identified by these authors are 
itemised in Table 2.

Following the tabulation of the numerous reported contributing 
factors to non-concordance with compression bandaging 
itemised in Table 1 and in response to the variety of themes 
extracted by the various authorship teams presented in 
Table 2, the authors undertook to conduct a comprehensive 
thematic analysis of the data. After initial familiarisation with 
the data, five themes were generated. These were termed 
knowledge deficit; resource deficit; psychosocial issues; 
pain/discomfort; and physical limitations. However, on final 
analysis it was decided to add a sixth theme in order to 
capture otherwise unclassified issues which related directly 
to wound management practices. In this way, it was possible 
to capture all the reasons identified in Table 1. These themes 
are illustrated in Figure 3. Each factor is then discussed.

FACTORS CONTRIBUTING TO NON-
CONCORDANCE WITH COMPRESSION 
BANDAGING
Knowledge deficit

A failure to understand what treatment entails13,20-25, the 
rationale behind compression bandaging13,20,21,23,24,26, or the 
possible consequences of failing to adopt a recommended 
treatment13,20,21,24,26, were reasons cited for non-concordance 
with compression bandaging. Factors contributing to 
this knowledge deficit included learning and language 
difficulties27, temporary confusion45 and ongoing dementia22. 
Patients reported being unable to remember instructions 
and one author reported that a generalised low level of 
education could contribute to a low understanding of 
treatment requirements11.

With the exception of patients experiencing an organic 
confusional state, it is proposed that an informed health 
professional should be able to provide education and 
explanation in a manner applicable to the patient’s health 
literacy and cognition. This may involve the use of interpreters 
or written information in languages other than English. Tools 
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Table 1: Reason for non-concordance with compression bandaging reported in the literature

Authors Year Title Reasons for non-concordance 

Anderson I27 2012 Encouraging compliance and concordance in leg 
ulcer patients

Pain
Long waiting times
Extended periods of treatment
Complexity of treatment
Motivation
Health beliefs
Social and economic factors
Previous experience
Influence of those around them
Psychological, mental health or learning difficulties
Impairments of sight, hearing and manual dexterity
Language difficulties
Appointment times inconvenient
Travel difficulties: safety during peak times or after dark
Use of ‘aggravated directives’

Angel D, 
Sieunarine 
K, Abbas M, 
Mwipatayi B26

2005 The difficult leg ulcer: A case review illustrating 
the problems and difficulties associated with 
treatment

Lack of education to make an informed choice

Not introducing compression gradually

Pain

Annells M, 
O’ Neill J, 
Flowers C22

2008 Compression bandaging for venous leg ulcers: 
the essentialness of a willing patient

Patient unwilling to have compression

Lack of appropriate education to patient

Pain

Mixed messages from health providers

Previous negative experience

Disbelief in efficacy

Too hot

Skin problems

Hygiene problems

Mobility and safety problems

Social isolation

Loss of independence

Prone to soiled bandages (incontinence)

Cost

Dementia

Bainbridge P20 2013 Why don’t patients adhere to compression 
therapy?

Depression

Level of self-efficacy

Pain and discomfort

Difficulty applying compression devices

Knowledge and understanding of disease process

Previous negative experience

Poor communication with HCP

Lack of trust in HCP

Aesthetics 

Health locus control: believing their outcome not influenced 
by their actions

Lack of demonstrated progress with adherence

Bale S, 
Harding K12

2003 Managing patients unable to tolerate therapeutic 
compression

Discomfort

Negative past experience with compression

Bourne V28 2004 Leg ulcer management: Achieving concordance Unequal balance of power between patient and HCP

Fear of not being taken seriously 

Briggs S29 2005 Leg ulcer management: how addressing a 
patient’s pain can improve concordance

Pain

Brown A21 2011 Achieving concordance with compression therapy Poor understanding of health needs and compression 
therapy

Body image

Pain

Boxall et al. Compression bandaging: Identification of factors contributing to non-concordance
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Authors Year Title Reasons for non-concordance 

Cegala D30 2000 The effects of patient communication skills 
training on compliance

Communication skills of the patient

Deering C31 2004 Nurses and difficult patients: negotiating non-
compliance

Social context of patient’s life may be barrier to concordance

Dereure 
O, Vin F, 
Lazareth I, 
Bohbot S32

2005 Compression and peri-ulcer skin in outpatients’ 
venous leg ulcers: results of a French survey

Difficult to apply

Can’t wear normal shoes

Very unaesthetic

Painful

Skin irritation

Dillaway S23 2008 Venous leg ulceration: concordance Not understanding what the nurse is talking about

Patients' previous experience

Thinking compression is cutting off the blood supply and 
hence detrimental

Fixed belief that ulcers will never heal

Need to regain control

Lack of continuity of care

Dowsett C24 2004 Patient involvement must be a key aspect of 
choosing an appropriate regimen for leg ulcer 
management

Poor communication

Lack of ongoing patient–practitioner relationship.

Use of an inappropriate therapy

Lack of education

Edwards L13 2003 Why patients do not comply with compression 
bandaging

Pain

Poor bandage application technique

Itching

Can’t wear footwear

Behaviours and attitudes of HCPs

Low self-esteem

Lack of knowledge about condition

External locus of control

Furlong W25 2001 Venous disease treatment and compliance: the 
nursing role

Complex treatment regime

Need for radical lifestyle change

Financial distress

Regime interrupts caring role

Long-term treatment

Lack of good therapeutic relationship/negotiated care plan

Lack of patient education

Lack of supportive family

Pain

Malodour

Unsightly dressings

Lack of consistency of information

Lack of continuity of care

Poor past experiences

Beliefs about the leg ulcer

Poor satisfaction with care

Supervision said to increase compliance

Greaves T, 
Ivins N,
Stephens C33

2014 A compression bandage system that helps to 
promote patient wellbeing

Bulky unsightly bandages

Not able to wear footwear

Hot

Uncomfortable

Ill-fitting bandages

Pain

Leakage of exudate

Odour

Table 1 continued: Reason for non-concordance with compression bandaging reported in the literature
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Authors Year Title Reasons for non-concordance 

Hallett C, 
Austin L, 
Caress, A, 
Luker K14

2000 Community nurses’ perceptions of patient 
‘compliance’ in wound care: A discourse analysis

Not only concerning compression

Nurse–patient relationship

Lack of knowledge about condition/treatment

Pre-existing health beliefs and attitudes

Poor social support

Treatment duration and complexity

Lack of referent/expert power in treating practitioner

Fear

Favours ‘alternative medicine’

Prolong ulcer for social reasons ‘deliberate desire to prevent 
healing’

Uncomfortable

Irritation

Too tight

Lack of motivation

Heinen 
M, Van 
Achterberg T, 
Van Der 
Vleuten C, 
Evers A, De 
Rooij M, 
Uden C34

2007 Physical activity and adherence to compression 
therapy in patients with venous leg ulcers

Unclear about treatment instructions

Unclear about condition

Pain

Leakage of exudate

Skin irritation

Social-economic reasons

Discomfort

Difficulty putting on stockings

Herber O, 
Schnepp W, 
Rieger M35

2008 Developing a nurse-led education program to 
enhance self-care agency in leg ulcer patients

Poor nurse–patient relationship

Lack of knowledge about role of compression

Aesthetic reasons

Increased self-care demands

Hopkins A, 
Worboys F36

2005 Understanding compression therapy to achieve 
tolerance

Pain

Believing that compression is harmful

Mandal A37 2006 The concept of concordance and its relation to 
leg ulcer management

Concordance in general poor where disease has few 
symptoms

Treatment complex/unpleasant

Clients socially isolated, anxious or depressed

No progress seen

No confidence in HCPs

Belief that ulcer will never heal

Discomfort

Restriction to ADL

Previous negative experience of compression

Pain

Sleep deficit

Depression

Concurrent illness

Reduced mobility

External locus of control

Patients' perceived unmet needs

Poor communication

Miller C et al.17 2011 Predicting concordance with multilayer 
compression bandaging

Pain

Older age

Larger wound size

Shallower wound depth

Miller C, 
Kapp, S, 
Donohue L38

2014 Examining factors that influence the adoption of 
health-promoting behaviours among people with 
venous disease

Depression

Poor self-efficacy

Cost

Discomfort

‘Personality’

Table 1 continued: Reason for non-concordance with compression bandaging reported in the literature
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Authors Year Title Reasons for non-concordance 

Moffatt C39 2004 Factors that affect concordance with compression 
therapy

Nurse–patient relationship

Moffatt C40 2004 Perspectives on concordance in leg ulcer 
management

Patient attitude and beliefs about compression

Previous failed compression

Pain

Incorrect choice of compression type

Patient–clinician relationship

Odour

Moffatt C41 2008 Variability of pressure provided by sustained 
compression

Belief that compression works

Belief that compression prevents recurrence

Moffatt C, 
Kommala D, 
Dourdin N,
Choe Y4

2009 Venous leg ulcers: patient concordance with 
compression therapy and its impact on healing 
and prevention of recurrence

Lack of education about condition

Aesthetic/cosmetic factors

Pain

Leakage

Skin irritation

Discomfort

Difficulty applying stockings

Clinician issues: e.g. poor wound assessment, inappropriate 
choice or application of compression

Lack of knowledge about wound care

Limitations on choice of footwear and clothing

Restriction on ability to bathe/shower

Poor quality patient–nurse relationship

Poor social support

Additional life stresses

Cost

Mudge E, 
Holloway S, 
Simmonds W,
Price P15

2006 Living with venous leg ulceration: issues 
concerning adherence

Not understanding or remembering information received

Disintegration of nurse–patient relationship

Transport difficulties

Inconsistency of treatment

Health beliefs

Feeling coerced into treatment

Previous life experience

Patient feeling too many demands placed on them

No improvement in condition

Financial implications

Social isolation

Horror over appearance of leg

Pain

Time taken for appointments

Lack of motivation

External locus of control

Doubts about knowledge or ability of HCP

Puffett N,
Martin L, 
Chow M42

2006 Cohesive short-stretch vs four-layer bandages for 
venous leg ulcers

Lack of choice about treatment negatively influences 
concordance

Discomfort

Inconvenient to wear

Seymour E43 2005 Managing and promoting change: implementing 
the Leg Club model

Persistent pain

Lack of cohesive service provision

Discomfort of bandages

Wanting to continue social aspect of treatment

Stephen-
Haynes J44

2006 An overview of compression therapy in leg 
ulceration

Pain

Discomfort

Restriction to footwear

Restriction in clothing

Restriction to social life

Table 1 continued: Reason for non-concordance with compression bandaging reported in the literature
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Authors Year Title Reasons for non-concordance 

Taylor P45 1996 An overview of compression therapy in leg 
ulceration

Misunderstood information

Forgot advice

Due to for example toxic confusional state

Poor attention due to anxiety

Organic difficulty (e.g. deafness)

Language barriers

Fear

Patient not involved in decision-making process

Lack of knowledge regarding factors influencing the healing 
of leg ulcers

Patients' own health beliefs

Bad/failed previous experience of treatment

Perceived lack of seriousness of consequence

Received inappropriate advice

Discomfort

Pain

Believing ulcer will never heal

Todd M46 2011 Venous leg ulcers and the impact of compression 
bandaging

Pain

Reduced mobility

Previous negative experience with compression 

Poor clinician skill in bandage selection or application

Wound size

Wound depth

Exudate

Itch

Difficulty with footwear

Age

Fear

Isolation

Health-related changes in employment status

Negative attitudes and behaviours of HCP

Poor psychological health

Fear of compression damage

Todd M10 2011 Use of compression bandaging in managing 
chronic oedema

Pain

Previous negative experience with compression

Negative attitudes of staff

Upton D, 
Upton P11

2015 Psychology of wounds and wound care Understanding and recall of information

Health beliefs

Satisfaction with care

Illness perception

Social support

Patient clinician relationship

Poor motivation

Unwillingness to follow treatment regime

Desire to delay wound healing

Pain/discomfort

Low education leads to low understanding leads to low 
concordance

Life context

Low self-efficacy

Lack of social support

Degree of satisfaction with care

Complexity of treatment

van Hecke A47 2008 Interventions to enhance patient compliance with 
leg ulcer treatment: a review of the literature.

Pain

Type of compression bandaging/stocking

Type of service provision: Club vs clinic

Table 1 continued: Reason for non-concordance with compression bandaging reported in the literature
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Authors Year Title Reasons for non-concordance 

van Hecke A,

Grypdonck M,

Defloor, T16

2009 A review of why patients with leg ulcers do not 
adhere to treatment

Pain

Discomfort

Limited patient understanding 

Patient beliefs

Think compression ineffective

Think their ulcers won't heal

No motivation

Social context

Work issues

Cost

Deliberate to delay healing and prolong nursing visits

Too hot

Previous negative experience of compression

Conflicting advice from HCPs

Application difficulties

Forgot instructions

Poor communication with HCP

Dressing wet or soiled

Skin problems

Bandages interfered with mobility

Belief that ‘pus’ was drawn into the ulcer by the bandage

Low self-esteem

External locus of control

Footwear issues

Aesthetic issues

Lack of self-discipline

Itching

Symptoms worse with bandages

Lack of social support

Long duration of treatment

Van Hecke A, 
Verhaeghe S, 
Grypdonck M,
Beele H, 
Defloor T5

2011 Processes underlying adherence to leg ulcer 
treatment: A qualitative field study

Lack of a trusting relationship with treating nurse

Pain/discomfort

Physical impediments

Co-morbidity

Socio-structural impediments

Williams A48 2010 Issues affecting concordance with leg ulcer care 
and quality of life

Patients' beliefs

Previous treatments

Expectations of care

Anxiety

Coping mechanisms

Patient lack of knowledge

Lack of support during treatment

Lack of patient involvement in decision-making process

Poor patient–practitioner relationship

Long duration of treatment

Pain

Can’t wear foot wear of choice

Williams A49 2012 Working in partnership with patients to promote 
concordance with compression bandaging

Pain

Discomfort

Pain-related sleep loss

Yarwood-
Ross L,

Haigh C18

2012 Managing a venous leg ulcer in the 21st century, 
by improving self-care

Not consulted on treatment process

Lack of education on condition

Physically unable to apply compression hosiery

Abbreviations: HCP = health care practitioner; ADL = activities of daily living

Table 1 continued: Reason for non-concordance with compression bandaging reported in the literature
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exist to assist practitioners to design effective patient 
education material, such as the Patient Education Materials 
Assessment Tool promoted by the US Department of Health 
and Human Services, Agency for Healthcare Research and 
Quality (2017)50.

The health professional needs first to identify what the patient 
needs to know, effectively communicate the information 
to the patient and ascertain that the information has been 
transferred and interpreted. The use of written educational 
material in layman’s terms and at an appropriate literacy level 
may assist in knowledge translation and retention51.

Effective methods of communicating health information 
include the use of written material52, demonstration and a 
variety of technological interventions such as audiovisual 
material and computer-based learning53. The use of culturally 
appropriate material geared to specific patient needs 
enhances the chance of a successful outcome51.

Resource deficit

The second theme concerned patients who experienced 
resource-related barriers to concordance. Both time 
and finances were implicated barriers and these were 
identified in regard to both the patient and the health 
service. Patient-related issues included absolute resource 
deficiency such as not being able to afford the cost of 
treatment4,16,22,25,34,38 or available safe transport options for 
treatment15,27. Conflicting demands on the patient’s time 
due to multiple medical appointments, demanding carer 
responsibilities25 or employment or familial restrictions may 
produce a relative resource deficit. Long waiting times27 or 
the inability of the health service to provide an appointment 
at a time that a patient can attend27 may be symptomatic 
of a lack of resources within the health care environment. A 
well-resourced health care provider may be able to partially 
alleviate the patient resource deficit through the provision of 
free or subsidised transport and treatment or provision of 
local or in-home care. Liaison with social services may be 

Table 2: Thematic analysis of compression bandaging non-concordance reported in the literature

# Authors Year Themes identified

1 Bainbridge P20 2012 Pain/discomfort

Health beliefs

Knowledge and understanding

Health locus of control

Patient–practitioner relationship

2 Brown A21 2011 Poor patient understanding

Body image

Application difficulties

Pain/discomfort

3 Edwards L13 2003 Lay perceptions of the cause and healing of leg ulceration

Concurrent problems of leg ulceration

Dilemmas of treatment

Perceptions of healthcare professionals

The need for health education

What it is like living with a leg ulcer

4 Moffatt C, Kommala D,
Dourdin N, Choe Y4

2009 Physical factors 

Patients’ lack of education about their condition and the 
treatment prescribed

Aesthetic and cosmetic factors

Psychological factors

Clinician issues

Cost of therapy

5 Mudge E, Holloway S, Simmonds W, Price P15 2006 Frustration with the health care system

Functional limitations leading to adaptation of everyday life 
situations

Emotional reactions affecting wellbeing and body image

Avoidance of transport, shopping and holidays

6 van Hecke A,
Grypdonck M, Defloor T16

2009 Patient-related factors

Treatment regimes

Psychosocial issues

Interpersonal issues

Abbreviations: HCP = health care practitioner; ADL = activities of daily living
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needed to assist the patient facing barriers related to the 
caring role.

Psychosocial Issues

By far the largest category of contributors to non-
concordance related to psychosocial issues. An extensive 
list of reasons recovered from the literature described issues 
related to patients' health beliefs11,14,15,27,41,45, treatment-
related distress11,14,16,37,41,45,48, mental health issues27,46, the 
social impact of leg ulcer treatment22,27,31,34,44,47 and the quality 
of interaction with the health care provider5,13-15,35,39.

Health-related beliefs such as not thinking of compression as 
an efficacious treatment16 or that the ulcer will never heal23,37,45 
were poorly correlated with concordance as was holding an 
external locus of control with regard to health outcomes16. 
Patients described distress regarding the protracted nature 
of treatment25,27, sleep deprivation related to the ulcer37,49, 
fear46 and a loss of independence due to not being able to 
treat their own wound4,18,34. Some also expressed concerns 
about them being coerced into treatment15 and they had 
therefore not fully entered into a concordance arrangement 
regarding compression.

Social issues related to body image and impaired aesthetics 
as a result of them not being able to wear footwear and 
clothing of choice4,16,33,44,46, restrictions treatment placed 
on their social and employment activities22,44, the inability 
to perform personal hygiene activities as desired22 and 
consequent social isolation15,22,41 reduced their acceptability 
of compression bandages. Mental health issues, including 
depression20,38,41, anxiety41,45,48, poor self-efficacy20,38 and a 
lack of motivation11,14-16 also contributed to poor concordance.

A critical psychosocial impact on the patient was found 
to be the quality of the relationship with the health care 
provider. A lack of confidence in the provider’s ability37,41, 
lack of continuity of care15,23,24 and a history of a negative 
interaction with the practitioner contributed to a lack of 
concordance13,22,25,27,28,35,39.

Pain/discomfort 

Of great importance to the patient, though reportedly 
poorly studied in the literature, is the impact of pain 
and other discomfort on concordance with compression 
bandaging4,5,10,11,13,15-17,20-22,25-27,29,32-34,36,37,39-41,43-49. Patients 
expressed not only pain but irritation, itch, unacceptable 
feelings of tightness or heat and concurrent skin 
problems13,16,22,46. Some of these symptoms may be alleviated 
by provision of suitable analgesics, a comprehensive skin 
care regime and the graduated introduction to compression 
therapy26. Lifestyle guidance to minimise exposure to extreme 
temperatures such as the use of home cooling and avoiding 
exertion during the heat of the day may also improve 
wellbeing and concordance.

Physical limitations 

Patients detailed a variety of physical barriers to compression 
therapy, some of which may not be immediately obvious 
to the inexperienced practitioner. A patient with impaired 
sight or hearing not only faces difficulty understanding and 
accessing treatment but also in managing usual activities of 
daily living (ADL) with the added complication of compression 
bandaging27. Compression bandages need to be kept dry 
when bathing and this may necessitate the application of 
a protective waterproof bag to one or possibly both legs. 

Figure 2: Year of publication of studies
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Table 3: Thematic classification of listed reasons for non-compliance. 

Theme Influencing factors 

Knowledge deficit Learning difficulties1

Language difficulties1,32

Lack of education to make informed choice2,3,15,39

Mixed messages from HCP3,15,37

Not understanding disease process4,13,14,17,18,27,32,37,41

Poor communication with HCP13,21

Poor patient communication skills9

Not understanding compression bandaging8,17,19,37

Not understanding what nurse is talking about12,32,35,37

Thinking compression cuts off blood supply or other harm12,33,37

Unclear about treatment instructions15,18

Unable to remember instructions28,35,37

Temporary confusional state32

Perceived lack of seriousness of consequence of not having compression32

Inappropriate advice32

Low level of education leading to low understanding35

Resource deficit Long waiting times1

Economic factors1,28

Inconvenient appointment times1

Travel difficulties1,28

Cost3,23,27,37

Social context of patient’s life10,21,35

Financial barriers15,18

Increased self-care demands19

Time taken for appointments28

Socio-structural impediments18,37

Psychosocial issues Extended periods of treatment1,15,17,37,39

Health beliefs1,12,17,28,32,37,39

Previous experience with treatments or appointments1,32,39

Influence of those around them1

Psychological or mental health issues1,33

Use of ‘aggravated directives' by HCP1

Unwilling to have compression3,35 

Previous negative experience with compression3-5,12,15,21,25,32-34,37,39

Disbelief in efficacy of compression3,20,25,28,37

Hygiene difficulties3

Social isolation/lack of social support3,21,28,33,35,37

Loss of independence3

Dementia3

Depression4,21,22

Level of self-efficacy4,23,35

Poor communication with HCP4,13,21,37

Aesthetics4,11,16,19,27,28,37

Impaired health locus of control4,14,21,28,37

Lack of previous progress with adherence4,21,28

Unequal balance of power between patient and provider6

Fear of not being taken seriously6

Body image8

Social context of patient’s life10,21,37

Inability to wear normal footwear11,14,16,27,31,33,37,39

Internalised belief that ulcers won’t heal21,32,37

Need to regain control12

Lack of continuity of care12,13,15,28,30,37

Poor relationship with HCP4,15,17,19,21,24,25,27,28,33,34,37-39
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Psychosocial issues 
(continued)

Low self-esteem14,35,37

Need for radical lifestyle change15

Regime interrupts caring role15

Lack of supportive family15,27

Dressings unsightly15

Dissatisfaction with care15,35,39

Fear17,32,33

Favours alternative medicine17

Wishes to delay healing for social reasons17,35,30,37

Lack of motivation1,17,28,35,37

Anxiety21,3239

No confidence in HCP21,28

Sleep deficit21,40

Patient’s perceived unmet needs21

Personality23

Additional life stressors27

Feeling coerced into treatment28

Overwhelmed by other demands28

Finds compression inconvenient29

Restriction to clothing31

Restriction to social life31

Not involved in decision-making process relating to treatment29,32,39,41

Health-related changes in employment status33

Work issues37

Lack of self-discipline37 

Poor coping mechanisms39

Lack of support during treatment17,39

Lack of expert/referent power in HCP17

Older age22,33

Pain/discomfort Pain1-4,7,8,11,14-16,18,20-22,25,27,28,30-40

Discomfort4,5,16-18,21,23,27,29-32,35,37,40

Not introducing compression gradually2

Too hot3,16,37

Skin problems3,37

Itching14,33,37

Irritation11,17,18,27

Too tight17

Treatment unpleasant21

Physical limitations Sight impairment1,32

Hearing Impairment1,32

Poor manual dexterity1,38

Hygiene difficulties3,27

Mobility and safety problems3,21,33,37,38

Incontinence leading to soiled bandages3,37

Unable to apply compression device11,18,27,41

Compression restricts ability to perform ADLs21

Inability to perform ADL without wetting bandages

Concurrent illness21,38

Wound management Complexity of treatment1,15,17,21,35

Poor bandage application technique14,27,33

Protracted treatment17,39

Leakage of exudate16,27,33

Malodour15,16,18,25

Incorrect choice of compression type25,27,36,42

Poor wound assessment27

Abbreviations: HCP = health care practitioner; ADL = activities of daily living

Table 3 continued: Thematic classification of listed reasons for non-compliance. 
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Patients with sensory or mobility deficits face additional 
difficulties, not only applying the shower bags but they 
also increase risk of sustaining a fall54. Incontinent patients 
face the fear of, or actual, contamination of bandages22. 
Many people are reluctant to disclose issues regarding 
incontinence. An incontinent patient who has removed soiled 
bandages may be incorrectly considered to be ‘deliberately’ 
interfering with a dressing regime and be reluctant to 
disclose the real reason for bandage removal. Remediation of 
these barriers may necessitate the provision of assistance to 
perform ADL and the sensitive and appropriate management 
of any continence issues.

Wound management

Failure to provide evidence-based wound management 
was deemed a reason for non-concordance4. A wound 
assessment that fails to adequately diagnose peripheral 
arterial disease prior to the application of compression 
therapy not only increases the likelihood of intolerable pain, 
but potential ischaemic damage1. An inaccurate assessment 
of exudate level can contribute to dressing strikethrough 
and malodour, which may make compression therapy 
unacceptable25. Undiagnosed infection can be a cause of 
both increased pain and increased exudate, both adversely 
affecting the patient’s tolerance of compression therapy55. 
Poorly applied bandages, which become dislodged prior 
to the next planned dressing change, may create the 
impression of non-concordance56. Compression applied at 
an inappropriate high pressure may prove intolerable and 
studies show that the vast majority of practitioners fail to 
apply compression therapy at target pressure57,58.

Table 3 maps the identified themes to the listed influencing 
factors for non-concordance.

CONCLUSION
Compression bandaging remains the gold standard for the 
treatment of venous leg ulceration as long as it is maintained 
at the correct pressure1,6-8. The analysis of the 41 texts 
provided a comprehensive list of factors found to contribute 
to non-concordance with compression bandages, and these 
were categorised into six thematic areas. These six themes 
offer insight into the reasons for non-concordance, namely 
knowledge deficit; resource deficit; psychosocial issues; pain/
discomfort; physical limitations; and wound management 
issues. It was surprising that none of the included studies 
held the identification of reasons for non-concordance as 
their primary purpose, neither, to the best of our knowledge, 
has there been any attempt to develop a risk screening tool 
to identify patients at risk of non-concordance. The research 
team intends to address this anomaly and develop and test a 
screening tool to identify patients at risk of non-concordance 
with compression bandaging. The development of such a 
tool may prove a valuable precursor to the development of an 
intervention pathway to maximise wound healing of chronic 
venous insufficiency and venous leg ulcers. 
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