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Quick reference flowchart – Treatment of leg ulcers 
For quick reference the guide below is a summary of actions required. 
 
 
 
  
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
                       
 
 
 
 
 
 
 
 
 
 
 
 

Lesion failed to progress at 2 – 4 

weeks 

 

Lesion healed at 4 weeks 

 

Complete full holistic leg ulcer 

assessment 

 

No further treatment required 

 

Have the following been considered as possible cause of ulceration? 

 Suspected malignancy – Refer urgently to dermatology. 

 Pyoderma gangrenosum – Simple local wound care.  Refer to dermatology. 

 Contact Dermatitis – Discontinue allergen.  Refer to dermatology for investigations. 

 Diabetic foot ulcer/neuropathic ulcer – Refer to Diabetic foot clinic.  Good local 

wound care. 

 Lymphoedema – Refer to Lymphoedema service if patient is not known to them. 

ABPI <0.6 

Urgent referral 

to Vascular 

Service 

Patient presents with a lesion on lower limb 

 

Follow the Leg Ulcer 
Pathway (Appendix 1) if 
the above conditions have 
been excluded. 
 

http://www.cwp.nhs.uk/
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1. Introduction 

The purpose of this document is to outline best practice in relation to the assessment and 

management of leg ulceration.  Any health professional that has completed the appropriate training 

and has been assessed as possessing the appropriate competencies can undertake and follow these 

guidelines. 

All healthcare professionals must exercise their own professional judgement when using guidelines. 

However any decision to vary from the guideline should be documented in the patient records to 

include the reason for variance and the subsequent action taken. 

 

2.        Definitions  

 

 A Venous leg ulcer is defined as an open lesion between the knee and the ankle joint that 

remains unhealed for at least four weeks and occurs in the presence of venous disease 

(Scottish Intercollegiate Guidelines Network (SIGN), 2010) 

 Arterial leg ulcers – caused by poor blood circulation as a result of narrowed arteries due to 

atherosclerosis where a fatty deposit builds up inside the arteries 

 Diabetic leg ulcers – caused by high blood sugars and are usually found on the foot. 

 Malignant leg ulcers – a rare cause of ulceration – rolled edges and non-healing. 

 Doppler – Assessment of the ankle brachial pressure (ABPI), which is used to diagnose 

venous ulceration.  

 ABPI – Ankle Brachial Pressure Index 

 

3.  Standards of practice/ indications for use 

Venous leg ulcers can be diagnosed on patient history and examination findings following Doppler 

studies to exclude arterial insufficiency.   

Any person being managed by services provided by Cheshire and Wirral Partnership Foundation Trust 

who has an open area or skin breakdown to the lower leg, which has not shown signs of healing or 

healed within a period of 2 - 4 weeks, or a known history of venous disease will: 

 Be offered a full leg ulcer assessment and examination of the ulcer at the earliest opportunity 

(ask about pain, odour and discharge)  

 Clinical investigations are carried out including weight, blood pressure, urinalysis, mobility, 

nutritional status, past medical history and Doppler studies to exclude arterial insufficiency.  

The absence of pulses in the feet may indicate arterial insufficiency however palpitation alone 

is not sufficient to rule this out.   

 Treatment options are discussed once a diagnosis has been made.  Compression bandaging 

is the gold standard treatment for venous leg ulcers (National Institute for Health and Care 

Excellence, 2015). 

 Benefits and risks of treatment are explained 

 Care is regularly reviewed during treatment. 

 

Doppler Studies: 

 Doppler ultrasound is used to detect velocity and location of blood flow in both arteries and veins 

and is used to record a Resting Pressure Index (RPI) also known as Ankle Brachial Pressure 

Index (ABPI). 

   Ankle brachial pressure index compares the traditional systolic reading with the ankle systolic 

reading and determines the arterial blood flow to the feet. These recordings are expressed as a 

ratio:  It is an important element of the assessment process, but must not be judged independently. 

In conjunction with a holistic assessment the Doppler ultrasound can help to inform the differential 

diagnosis. It can be utilised to exclude arterial disease and identify those patients for whom 

http://www.cwp.nhs.uk/
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compression is suitable and those patients with impaired arterial flow who should be referred to the 

vascular surgeon for re-vascularisation (Wounds UK, 2019) 

   Doppler ultrasound should be utilised as an aid to the differential diagnosis of leg ulceration, being 

of equal importance to performing a holistic assessment. The equation for  determining the ABPI is  

  

Highest Ankle Systolic Pressure mmHg 

Highest Brachial Systolic Pressure mmHg      = Ankle Brachial Pressure Index 

 

Doppler ultrasound should always be undertaken in conjunction with a holistic approach. 

The most commonly used Doppler Ultrasound is made by Huntleigh Diagnostics.  

They have a range of probe sizes, and the rule of thumb is “the lower the frequency  

the deeper the optimum range, the larger the transducer head.” 

 

5MHz - Has the optimum range of 1-8 cm for deep vascular studies. 

                            5MHz is ideal for deep vessels and oedematous limbs. 

 

8MHz - Has an optimum range of 2mm-4cm and 8MHz is ideal for ABPI 

                              on average sized limbs. 

  

 

To assess arterial and venous blood flow a frequency of 5-8 MHz is required. 

 

There are alternative devices that can be used to determine the ABPI including the following: 

 

 Microlife WatchBP machine – Microlife Health Management Ltd  

 Dopplex Ability machine – Huntleigh Diagnostics 

 

Ankle pressures should always be recorded before applying a regime of compression 

bandaging. 

Failure to do this can lead to tissue necrosis and amputation. 

 

High compression bandaging should never be used on patients with a pressure index of less 

than 0.8 unless directed by the vascular team. 

 

N.B A.B.P.I. readings> 1.3 — 1.4 can suggest calcification of the arteries therefore 

compression bandaging should not be applied unless the person has been reviewed by the 

vascular team and written consent by the vascular team has been obtained. 

 

CAUTION 

Repeatedly inflating the cuff, or leaving the cuff inflated for prolonged periods can cause the 

ankle pressure reading to fall by producing a hyperaemic response. 

 

If the pulse is irregular as in atrial fibrillation it may be difficult to measure the systolic 

pressure as it can vary markedly from beat to beat.  If unsure at this point, refer to vascular 

services for an opinion. 

 

 

 

   

http://www.cwp.nhs.uk/
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 Artificially high readings may be obtained in: 

 

 diabetics due to calcification of medial lining of the artery which renders the vessel incompressible 

 patients with renal disease 

 patients with gross oedema 

 

 

Guideline for interpretation of the Doppler Ultrasound results  

 

  1.3 and above May suggest arterial calcification.  Refer to diabetic/ vascular specialist         

following discussion with Tissue Viability. 

 

 1 - 1.3   Normal arterial flow – safe for compression. 

 

 0.9  Indicates a mild effect to arterial flow – safe for compression. 

 

 0.8  Is the lowest level at which high compression can be safely applied. 

 

 

0.6 and below  Severe peripheral vascular disease requiring urgent referral if patient/carer is in 

agreement with referral. 

 

Abnormal ABPI results should be rechecked with a hand-held Doppler machine, if an automated ABPI 

machine has previously been used.  If the result remains abnormal, refer to the Vascular Service. 

 

4. Complexities and other conditions 

 

Heart failure: 

 

If patients are presenting asymptomatic of heart failure and not in the acute stage, reduced or modified 

compression can be applied with caution, one leg at a time, following discussion with a heart failure 

consultant/specialist nurse.  Where heart failure is uncontrolled, extreme caution is advised.   

 

Previous deep vein thrombosis (DVT): 

 

An ABPI can be performed on a patient who has a confirmed DVT or who is receiving DVT treatment, 

having had their first dose of anticoagulant therapy. 

Patients with multiple DVT should be referred for investigations. 

 

Autoimmune disorders: 

 

It is important to be aware that autoimmune disorders may prolong the inflammation phase of wound 

healing.  In particular, people with rheumatoid arthritis may have multiple, small ulcers which may 

suggest vasculitis.  This group may also be at higher risk of calciphylaxis. A multidisciplinary team 

approach to treating patients with autoimmune disorders is advised. 

 

Haematological disorders: 

 

http://www.cwp.nhs.uk/
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Some cancer and sickle cell disease medications delay wound healing.  In some cases, the dose can 

be reduced or stopped for a period of time to allow wound healing.  This should only be done under 

the supervision and guidance of the oncology or haematology team. 

 

Patients at risk of self-harm or harm to others: 

 

It is important to be aware of the potential ligature risk posed by compression bandages, wraps and 

hosiery kits.  Completing a risk assessment may suggest compression therapy is not suitable. 

 

Chronic pain: 

 

The nature and intensity of pain should be monitored and documented regularly.  Patients who find 

compression painful require assessment of the type of compression used.  Analgesics should be 

prescribed.  For chronic pain, consider liaising with the pain team. 

 

People who inject drugs into the lower limb: 

 

People who have a history of injecting substances in the lower veins are at high risk of developing 

complications in the legs.  For this patient group, prevention of leg ulceration is paramount.  Unless 

there is significant risk of arterial disease, the majority of patients in this group should have high 

compression therapy of at least 40mmHg.  Harm reduction and working closely with the MDT and key 

workers is vital. 

 

5. Wound Dressings 

Wound dressings aid healing, improve comfort and control exudate and are needed to prevent a 

bandage or compression hosiery from adhering to the wound bed (SIGN, 2010).  Their role is 

maintaining moisture, facilitating autolytic debridement and to promote healing. 

 

6. Managing associated oedema 

In addition to compression bandaging or hosiery (if appropriate), advise the person to elevate their 

legs (above hip level) for 30 minutes, three to four times a day, and consider placing pillows under 

their feet and legs while sleeping (ensure patient floats heels if using this method).  Prolonged periods 

of time with legs down (e.g. sitting, standing) as opposed to elevated, and immobility, all contribute to 

leg oedema. 

Bed rest and elevation may reduce oedema of the ankle and leg before compression bandages are 

applied.  Diuretics can be considered however should always should be monitored and reviewed by a 

GP regularly.   

 

7. Managing Dermatitis 

Use an emollient and a mild to moderate potency topical corticosteroid ointment.  If compression 

bandaging is being used, consider replacing bandages more frequently than once weekly to apply 

topical treatment. 

If there is no improvement with an emollient and a moderately potent topical corticosteroid, or there 

are concerns about allergic reaction contact dermatitis (worsening rash with topical treatment at any 

stage), refer the person to Dermatology for consideration for testing, and advise them to avoid any 

allergens subsequently identified.  

Contact dermatitis caused by bandages is well demarcated (i.e. stops where the bandage stops). 

Common sensitizers include wool alcohols (lanolin), topical antibiotics, topical corticosteroids, cetyl 

stearyl alcohols, parabens, and rubber mixes.   

http://www.cwp.nhs.uk/
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Features Venous Eczema Cellulitis 

History Chronic (usually) Insidious (24-72 hours) 

Appearance Red, painful to touch, haemosiderin 

pigmentation 

Red, warm, tender to touch 

Rash margin Diffuse (poorly demarcated) Well demarcated 

Symptoms Itchy Not itchy, person is systemically 

unwell, pyrexia 

Scaling Yes No 

 

 

8. Cellulitis 

Cellulitis is an infection of the deeper layers of the skin and the underlying tissue.  

The main symptom of cellulitis is the affected area of skin suddenly turning red, painful swollen and 

hot.  It most often affects the legs, but can occur anywhere on the body.  If there is a leg ulcer present, 

please take a wound swab to confirm diagnosis. 

 

There is a need to establish if the cellulitis is an acute or chronic episode.  Discuss treatment options 

with GP.   

 

Acute – requires intravenous antibiotics to prevent hospital admission. 

Chronic – may require oral antibiotics and compression hosiery for long term management to prevent 

reoccurrence. 

 

If cellulitis is present, compression can be applied if the patient can tolerate.  Compression can be 

temporarily reduced to ease pain and then returned to high compression – 40mmHg, as soon as 

possible 

 

9. ‘Red Legs’ 

This is often misdiagnosed as cellulitis.  Symptoms include bilateral lower limb redness, warmth and 

tenderness WITHOUT a raised systemic temperature or malaise.  Appropriate skin care which may 

include a corticosteroid cream and long-term compression therapy should be implemented. Patients 

most at risk of developing red legs are those who are unable to self-care. 

 

10. Cleansing a venous leg ulcer 

Irrigate the ulcer at each dressing change with warm tap water or saline, and then dry.  NOTE: strict 

aseptic technique is not required. 

Remove slough, necrotic, fibrous, or excess granulation tissue by gentle washing. 

Do not perform any sharp debridement of the ulcer unless you have received the relevant training.

  

Consider using potassium permanganate 0.01% soaks if the ulcer is malodourous.  Potassium 

permanganate soaks are helpful for malodourous ulcers because they have antiseptic and astringent 

properties. (NICE, 2015) 

 

11. When and how to take a swab 

Most leg ulcers are not clinically infected but are likely to be colonized by bacteria.  Antibiotics do not 

help to promote healing when a when a leg ulcer is not clinically infected. 

 

http://www.cwp.nhs.uk/
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DO NOT take a sample for microbiological testing from a leg ulcer at initial presentation, even if it may 

be infected.  Only consider taking a swab if the signs and symptoms of the infection are worsening or 

have not improved as expected. 

 

PRIOR TO TAKING A SWAB, PLEASE ENSURE YOU HAVE WASHED YOUR HANDS AND 

ENSURE YOU ARE WEARING PERSONAL PROTECTIVE EQUIPMENT (PPE). 

 Clean the infected ulcer with tap water or saline prior to taking a swab to remove unhealthy 

tissue. 

 Move the swab slowly across the ulcer in a zig-zag motion.  This will allow the swab to pick up 

any loose material.  Alternatively, roll the swab across a 1cm area of the wound bed, applying 

gentle pressure to release exudate.   

 Venous leg ulcers should not routinely be swabbed unless there is clinical evidence of 

infection. 

 

12. Managing Infection 

Only offer an antibiotic for adults with a leg ulcer when there are physical signs or symptoms of 

infection – redness, swelling spreading beyond the ulcer, localised warmth, increased pain or fever.   

REMEMBER: this should NOT be on initial assessment of the leg ulcer. 

 

Advice should be given to seek medical advice if symptoms or signs of the infection worsen rapidly or 

significantly at the time or do not start to improve within two to three days of starting treatment.  Please 

see Suspected Sepsis Pathway flowchart – Community.  

 

If a leg ulcer becomes infected and compression bandaging is being used, remove the bandaging, and 

restart compression therapy once the infection has resolved.  However some patients may be able to 

tolerate reduced compression with infection present but reviews should be more frequent. 

 

NICE (2020) have provided guidance on prescribing - NG152 

 

13. Pain 

Determine the duration, nature, and severity of the pain to exclude an additional cause.  Worsening 

pain may indicate poor ulcer healing, arterial disease, diabetic neuropathy, or cellulitis. 

 

Venous disease and venous leg ulcers are frequently painful.  The pain experienced may be constant 

or intermittent.  Severe or worsening pain may indicate a complication. 

Constant pain can originate from vascular structures (superficial, deep phlebitis), pitting oedema, 

collagen (lipodermatosclerosis), or infection. 

Intermittent pain can be related to dressing changes or debridement procedures. 

Advise the person that leg elevation will help with the pain associated with oedema. 

Review analgesia regularly. 

 

14. Training 

Health Professionals: 

Health professionals identified by the line manager as requiring the skills and knowledge to assess, 

manage, treat and evaluate the care of patients with leg ulceration must: 

 Attend and complete the Trust Leg Ulcer course  

 Demonstrate appropriate competence in Doppler assessment to exclude arterial insufficiency 

 Demonstrate appropriate competence  in compression bandaging and hosiery 

 

http://www.cwp.nhs.uk/
http://nww.cwp.nhs.uk/TeamCentre/IPC/PublishedDocuments/Suspected%20Sepsis%20pathway%20flow%20chart_COMMUNITY_March%202018.pdf
https://www.nice.org.uk/guidance/ng152
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15. Compression Bandages – classification and use 

All bandages used in compression must be applied on top of padding (sub compression wadding 

bandage) to prevent friction and pressure damage over bony prominences by spreading pressure 

across a greater area. Bandages should be applied toe to knee at 50% stretch and with 50% overlap 

but specific manufacturer’s instructions should be followed for each bandage.  Products currently 

available are outlined in the Trust Formulary.   

 

15.1 Light compression bandages 

 
These provide low levels of compression (Class 3a, 14-17 mmHg at the ankle).  These Class 3a 

bandages can be applied in a spiral or a figure of eight, according to manufacturer’s instructions, and 

can be used as a component of a layered system. 

 

15.2 High compression bandages 

 

These provide and maintain high levels of compression (Class 3c, 25-35 mmHg at the ankle).  Class 

3c bandages are useful for bigger legs or more active patients. They can be used over padding on 

their own or as part of a layered system, and should be applied in a spiral, according to manufacturer’s 

instructions. 

 

15.3 Cohesive compression bandages 

 

These provide light support. The cohesive bandages adhere to themselves but not to skin.  They are 

useful as an outer layer in layered systems and to prevent slippage. 

 

15.4 Short stretch compression bandages 

 

These bandages have limited extensibility and should be applied at full stretch, and according to 

manufacturer’s instructions. They are applied over padding in one or two layers. 

 

15.5 Short stretch cohesive compression bandages 

 

These bandages have limited extensibility and should also be applied at full stretch and according to 

manufacturer’s instructions. They are applied over padding in one or two layers and have a cohesive 

component to prevent slippage. 

 

15.6 Two layer systems 

 

These are two layer compression systems comprising an inner layer, and an outer compression or 

cohesive compression layer. These vary in type and should be applied according to manufacturer’s 

instructions. 

 

15.7 Multilayer compression systems 

 

These are usually four layer systems which are commercially available as kits. Different kits are 

available comprising slightly different components for different ankle sizes.  These should be applied 

according to manufacturer’s instructions. Four layer kits commonly comprise: 

 

A wound contact low adherent dressing 

http://www.cwp.nhs.uk/
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Layer 1 sub compression wadding bandage (one or two rolls depending on ankle size) 

Layer 2 support bandage 

Layer 3 compression bandage, class 3a or class3c, depending on ankle size 

Layer 4 cohesive compression bandage 

 

Waterproof protectors (Limbo) for bathing/showering are available on prescription. 

 

16. Common Patient-Related Complexities 

 

Patients with a high BMI or large limbs: 

 

The main challenge is immobility and venous hypertension in the lower limb and abdomen.  For 

patients with systemic organ disorders, such as congestive heart failure or kidney failure, the main 

challenge is peripheral oedema.  In cases such as these, compression should be considered with 

caution and under supervision form specialist teams such as the Vascular service/Dermatology. 

 

Very tall people: 

 

Defined as over 6 foot, this group of patients can pose a challenge as they often have higher 

hydrostatic pressure, which can make achieving effective compression difficult.  This can be achieved 

by applying high compression – at least 40mmHg.  Compression therapy kits and longer bandages 

may be needed if the length between the ankle and knee is longer than average. 

 

Patients with abnormal shaped limb: 

 

Patients with abnormal shaped limbs or very slim legs, require padding and shaping to normalize the 

limb shape.  Alternative forms of compression such as compression wraps may be useful. 

 

 

17. Emollients and Good Skin Care 

Dry scaly skin needs to be treated with a non-perfumed emollient to keep the skin moist. The patient 

should be advised to use it as often as possible, ideally once or twice a day. They should also avoid 

perfumed soaps and dry their legs and feet carefully to prevent irritation. 

 

Skin irritation (dermatitis) near a leg ulcer is usually caused by the leaky veins, but may sometimes be 

due to treatments such as creams, dressings and bandages. A referral to dermatology may be 

beneficial. 

 

 

18. Patients with Diabetes 

Caution: Patients with Diabetes may show higher ABPI readings and results should always be read in 

conjunction with patient history and clinical examination.  If any concerns, contact Tissue Viability for 

further advice.   

 

Refer to Podiatry for foot care if not already known to the service. 

 

 

 

 

http://www.cwp.nhs.uk/
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Appendix 1 – Leg Ulcer Pathway 
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Appendix 2 – Quality of Life Wound Checklist 
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Appendix 3 – Healed Ulcer Guidance 
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RED ASSESSMENT RECALL TIME: 6 MONTHS 

AMBER ASSESSMENT RECALL TIME: 6 MONTHS 

GREEN ASSESSMENT RECALL TIME: 12 MONTHS 
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