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If the patient does not respond to standardised  

management using this pathway please complete a 

referral to the Tissue Viabiltiy Service



Immediate and Necessary Care - Lower Limb

Red Flag Assessment:

Red Flag Assessment (see page 3)
Immediately escalate to the relevant clinical specialist, those 
with the following ‘RED FLAG’ symptoms / conditions:

•	Acute infection (See local Wound Infection / Biofilm 
Framework)

•	Symptoms of sepsis (consider 999 or admission to A&E)

•	Acute or suspected chronic limb threatening ischaemia 
(urgent referral to Vascular Services)

•	Suspected acute deep vein thrombosis (DVT) (refer to GP/
follow local pathway)

•	Suspected skin cancer (urgent referral to dermatology 
services)

•	Bleeding varicose veins (urgent referral to Vascular Services)

Consider other complex co-morbidities such as:
(refer to appropriate specialist if concerned)

First Lower Limb Assessment First Lower Limb Treatment

•	Pressure damage
•	Arterial insufficiency
•	Acute heart failure
•	Malignancy

•	Autoimmune disease
•	Diabetes
•	End of life

Immediate & Necessary care should include:
•	Wound and skin cleansing, debride if appropriate

•	Simple low adherent dressing with sufficient absorbency

•	Apply ≤20mmHg of compression to the lower limb

•	No/low exudate AND normal limb shape: compression hosiery liner

•	≤20mmHg or reduced compression bandage ≤20mmHg

•	Mod/high exudate OR abnormal limb shape: reduced compression 
bandage ≤20mmHg

•	Reassess weekly for red flags until full assessment completed

Perform holistic assessment:
PMH and ABPI

Lower limb assessment
Wound and skin assessment

Apply full compression (40mmhg) if indicated

After 4 weeks of treatment, if there is no significant progress 
towards healing or the wound is deteriorating, the patient should be 

escalated to Lower Limb Service / TVN for advice.

If the wound does not heal in 12 weeks and shows no significant 
progress towards healing, the patient should be escalated to Lower 

Limb Service / TVN or Vascular Service for adviceNote: (This list is not exhaustive).

Within 14 days

Either Or

Complete referral for 
service/s commissioned 

for leg ulcer care

No Red 
Flags

Once red flag has been identified and appropriately 
addressed i.e. treatment commenced and/or discussion with 
relevant MDT has taken place, continue onto Immediate and 

Necessary Care



Immediate and Necessary Care - Lower Limb

Acute infection of leg or foot
•	Increasing unilateral redness (less visible in 

dark skin tones)
•	Swelling
•	Pain
•	Pus or purulent exudate
•	Heat
•	Pyrexia and/or malaise

Signs of SEPSIS (NEWS2)
Please use clinical judgment

A NEWS2 score of 5 or more is considered a 
threshold for urgent clinical review, especially in 
patients with known or suspected infection.

•	Abnormal responses to include:
•	Respiration rate
•	Saturation
•	Systolic blood pressure
•	Pulse rate
•	Temperature
•	Level of consciousness or new confusion
•	Non blanching rash, mottled / ashen / cyanotic
•	Not passed urine in the last 18hrs
•	Response only voice or pain / unresponsive
•	Level of consciousness or new confusion

Acute or chronic limb 
threatening ischaemia
Acute

•	Pain

•	Pulseless

•	Pallor e.g. white / blue / purple 
mottled

•	Power loss or paralysis

•	Paraesthesia or reduced sensation 
or numbness

•	Perishing with cold

Chronic
•	Intermittent Claudication (Pain on 

walking, relieved at rest)

•	Chronic rest pain (When legs are 
elevated)

•	Dependent rubor, pallor on 
elevation and reduced capillary 
refill

•	Skin changes including ischaemic 
ulcers, non-healing foot wounds 
and gangrene

•	Absent foot pulses

Suspected deep vein  
thrombosis
•	Localised tenderness along the 

distribution of the deep venous 
system

•	Entire leg swollen

•	Calf swelling at least 3cm larger 
than the asymptomatic leg

•	Pitting oedema confined to the 
symptomatic leg

•	Collateral superficial veins  
(non-varicose)

Suspected skin cancer
•	Hurts, is itchy, bleeds, crusts or 

scabs for more than 4 weeks

•	Wound tissue / edges / site are 
unusual

Bleeding varicose veins
•	If varicose veins are bleeding, first 

aid should be offered and urgent 
referral to the Vascular services

Red Flag Checklist

Red Flag Assessment:



Diagnostic Pathway

Always assess both legs
For non-ulcerated legs  

follow Pathway D, for venous disease/chronic oedema

Continue using 
UrgoKTwo Reduced 

if implemented 
for immediate and 

necessary care
Refer to TVN

Potential for Patient/Carer Application
Consider Hosiery Kits or Compression Wraps

Full Compression 
40mmHg UrgoKTwo /
Wraps / Compression 

Hosiery 

Refer to TVN

Complete S1 template/Ardens wound assessment.
Take photograph, complete lower limb assessment including a doppler (NICE ref CG147)  

and commence appropriate pathway below. 

Refer to TVNRefer to TVN

ABPI 0.65 - 0.79
Mixed Aetiology

ABPI 0.80 - 1.29
Venous Aetiology

If ABPI is less  
than 0.64

Arterial Aetiology

If ABPI 
unobtainable due 

to Chronic Oedema, 
Lymphoedema or 

Cellulitis

ABPI is more  
than 1.40

Within 14 days



Leg Ulcer Pathway

Pathway C - *Co-Morbidities

•	Diabetes
•	Rheumatoid Arthritis
•	Immunosuppressed

•	Lymphoedema
•	Moderate to Severe Renal Disease
•	Heart Failure

•	COPD
•	PAD

•	Consider malignancy or inflammatory 
skin conditions

Pathway C

Wound free from 
 infection 

COMPLEX leg ulcers 
for patients  

with *co-morbidities  
or delayed healing

Pathway B

Wound with  
suspected infection 

or Biofilm

Leg ulcers with  
clinical signs  

of INFECTION

Pathway A

Wound free from 
 infection 

SIMPLE leg  
ulcers for  

patients without  
co-morbidities

Pathway D

Prevention of
recurrence

HEALED
leg ulcer and to

prevent ulceration
of the other leg



Pathway A: For Simple Wounds

Essential skin management:
Add Doublebase Bath Emollient in a lined bowl of water and allow  

to disperse, use Doublebase Wash as a soap substitute to cleanse limb, pat dry,  
then apply Doublebase Dayleve Gel to lower limb avoiding wound

Wound free from slough & infection.
Without co-morbidities.

Take photograph and complete wound assessment template

Complete wound assessment template after two weeks to reassess  
progress of wound healing

Apply UrgoTul as primary dressing
Commence compression therapy according to Red Flags or ABPI assessment 

NB: If compression not appropriate please use Silver Standard Bandaging regime.

Continue with UrgoTul and  
reassess every two weeks

If less than 20% 
reduction in wound size

Commence 
Pathway C

If more than 20% 
reduction in wound size

If wound shows 
signs of infection

Commence  
Pathway B



Pathway B: Antimicrobial Pathway  

Minimum requirement is to take wound dimensions and photograph every 4 weeks

Consider oral antibiotics 
in conjunction with 

antimicrobial dressing 
if patient is systemically 
unwell or has spreading 
cellulitus.  Swab prior to 
oral antibiotic therapy

Wound Infection  
still present refer  

to TVN 

For a simple wound commence 
Pathway A

For Complex wound with  
Co-morbidities commence Pathway C

Signs of infection
• Pain • Heat/Redness  

• Swelling  • Loss of function  
• Bleeding • Malodour  

• Increase In Size  
• Change in Exudate  
• Hypergranulation  

• Friable Granulation  
• Delayed Healing

Infection resolved 
Take photograph and update  
wound assessment template

Localised wound infection or suspected biofilm. 
Take photograph and complete wound  

assessment template.

NB If patient has acute 
cellulitus they may not tolerate 

compression - continue with 
Silver Standard bandaging 

until infection resolved

Essential skin management:
Add Dermol 600 in a lined bowl of water and allow to disperse, 
use Dermol 500 as a soap substitute to cleanse limb, pat dry, 

then apply Dermol cream to lower limb avoiding wound

<30% slough 
Apply UrgoTul Silver

>30% slough
Apply Iodoflex

<30% Slough Acticoat Flex

>30% Slough Apply UrgoClean AG 

Commence compression bandaging according 
to Red Flag or ABPI assessment. NB if compression 

not appropriate please use Silver Standard 
Bandaging regime

Signs of localised  
infection still 

present 

After 2 weeks



Continue to complete 4 weekly 
wound assessment template with 
images. If unhealed after 12 weeks 

of complex pathway complete 
lower limb referral to TVN

At 4 weeks if more than  
20% wound reduction  

Commence  
Pathway B

If wound shows signs  
of infection

At 4 weeks if wound surface area 
has not reduced or has increased 

Complete lower limb 
referral to TVN

Pathway C: For Complex Wounds

Wound free from infection. Take photograph and complete wound assessment template

Minimum requirement is to take wound dimensions and photograph every 4 weeks

Apply UrgoStart Plus Pad and for those in wraps & hosiery UrgoStart Plus Border 
Commence compression therapy according to Red Flag or ABPI assessment 

NB: If compression not appropriate please use Silver Standard Bandaging regime 

Essential skin management:
Add Dermol 600 in a lined bowl of water and allow to disperse, use Dermol 500 as a  

soap substitute to cleanse limb,pat dry, then apply Doublebase Dayleve Gel to surrounding skin only

Please commence Antimicrobial pathway (Pathway B) for two weeks prior to commencing the complex wound pathway



Essential skin management:
Add Doublebase Bath Emollient in a lined bowl of water and allow to disperse,  
use Doublebase Wash as a soap substitute to cleanse limb, pat dry, then apply 

Doublebase Dayleve Gel to lower limb avoiding wound

For a healed leg ulcer and to prevent ulceration of the other leg.
Ensure full assessment including Doppler has been completed in the 

past 12 months and patient is suitable for compression.

Educate patient 
regarding 

ongoing care of 
their legs  

e.g. patient info 
leaflet

Venous Disease  
will remain

Compression 
must be worn  

for life

Reassess if discomfort or deterioration in condition of the leg occurs.  
Follow Lower Limb Pathway A to C

Pathway D: for a HEALED leg ulcer

If skin is intact with no sign of break down and patient not already in hosiery/wraps, 
reassess limb(s), including limb shape, for appropriate compression garment to 
promote self management. Refer to local formulary for compression products.  
Check patients understanding regarding continued compression and skin care. 

Order hosiery application aid if required

Review the patients after 2 weeks to check managing chosen 
compression product. Ensure patient understands when and 

how to re-order their compression product



Notes



Notes



Wound surface area calculation
Length cm x Width cm = Wound Surface Area cm2

Wound Volume Calculation 
Length x Width x Depth = Wound Volume in cm3

Percentage reduction in surface area
Last wound surface area – new wound surface area = 
wound size difference.

Wound size difference ÷ last wound surface area x 
100 = wound percentage reduction.

Document all measurements in millimeters, 
as Length x Width x Depth. Remember—
sometimes length is smaller than width.

The patients head is always North - South.

When measuring length
The Head is always North - South.

Always measure the longest part of the 
wound.

When Measuring Width
Measure West to East at the widest part of 
the wound.

When measuring Depth/Undermining/
Tunnelling 
Place a probe into the deepest part of the 
wound. Measure undermining and tunnelling 
using the face of the compass, and measure 
depth and direction.
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