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1. Introduction

These guidelines are intended for use by health care professionals within Provide who
manage patients with leg ulceration. Previous national guidelines have been considered and
reviewed including RCN 2006, SIGN 1998, 2010, CREST, 1998

The aim of these guidelines is to strive to continually improve patient care by the
implementation of consistent and recognised best practice.

Health care professionals are accountable for their own practice. All care provided to patients
with leg ulceration should aim to be both cost and clinically effective. Clinicians should
involve patients and their carers wherever possible in clinical decision making.

Health professionals must have a sufficient level of knowledge and achieved the required
level of competency to be able to assess and treat patients with leg ulceration. Competency
based training is available locally, contact tissue viability for details.

Where patients are failing to respond to treatment or their needs are beyond the scope of the
clinician, it is advised that a referral is made to the tissue viability service.

For further advice and support please contact tissue viability service on:

Tel/Fax: 01621 727 250
Email: provide.tissueviability@nhs.net

Tissue Viability Centre
St Peters Hospital
Spital Road

Maldon ESSEX

CM9 6EG

2. Training

Surveys of reported practice of leg ulcer care by nurses have demonstrated that knowledge
often falls far short of that which is ideal and that there is wide variation in the nursing
management, including assessment of leg ulcers, in areas of the UK and locally.

Assessment and clinical investigations should be undertaken by a health care professional
trained in leg ulcer management (RCN 2006). However the level of training is not specified.
Provide specify that this should be a registered nurse or health professional. A health care
Assistant/Associate Practitioner trained to a minimum of NVQ level 3 who has achieved
competency by successfully completing a local leg ulcer management training course may
provide care following assessment by a registered nurse and formulation of a care plan.
Health Care Assistants may only practice leg ulcer management in a supervised clinic
environment, however qualified tissue viability associate practitioners may practice
unsupervised but under the direction of the tissue viability team.
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Relevant literature suggests that leg ulcer training should be based on practical
competencies underpinned by sound theoretical principles. Local leg ulcer education reflects
this by incorporating a competency framework, which assesses the individual on assessment
skills and the use of hand held Doppler ultrasound, and the application of compression
therapy.

This course must be successfully completed before participating independently in the care of
patients with leg ulcers. It is the responsibility of those practitioners who attended a course
prior to the introduction of the competency framework (2003) to ensure that they update their
skills on a regular basis and are competent to practice within leg ulcer management.

It is anticipated that practitioners who are responsible for running local leg ulcer satellite
clinics are advanced practitioners in leg ulcer assessment and management and have
successfully completed more specialist training i.e. the former ENB N18 course in leg ulcer
management or an equivalent university module.

3. Standard for the management and prevention of leg ulceration

1. Each individual patient at risk of or having active leg ulceration, with a wound on the
lower leg should be holistically assessed on first presentation and referred on if their
condition has not improved within 4 weeks.

2. Patients presenting with active cellulitis should be referred immediately to a medical
practitioner/non-medical prescriber for appropriate systemic treatment in accordance
with local prescribing protocol.

3. Each individual should be assessed using a multidisciplinary framework to include
physical, social, psychological and emotional factors.

4. A holistic approach to assessment should include:-

Environment where the patient functions and lives
Factors inherent within the patient i.e. non-concordance
Vascular status

Wound status

Degree of pain suffered

=A =4 =4 -8

5. Interventions should be tailored to meet individual patient need, taking into account
aetiology of ulcer and other relevant factors.

6. Referral to consultants in secondary care should be based on a combination of clinical
signs, clinical judgment and interpretation of a local vascular assessment.

7.  Compression therapy should be used as the first line treatment for venous and mixed
aetiology ulceration. However the level of compression should be determined
according to the holistic assessment and may be modified if appropriate (refer to
criteria).

8. Health care professionals should have the skills and knowledge necessary to manage

patients who have, or who are at risk of developing leg ulceration. From 2003,
practitioners who attend in-house short courses in leg ulcer management are required
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to pass both theoretical and practical competency based assessments prior to
practicing independently. Practitioners who attend in-house training prior to this date
take responsibility for updating their skills and competency to practice.

©

Clinical staff should have access to training and education in areas of

Wound healing

Wound management

Holistic assessment

Theory and practical application of compression therapy
Theory and practical assessment using hand held Doppler
Prevention of recurrence strategies

Skin care

Criteria for specialist assessment.

E R N

[EEN
©

Patients and their carers should be provided with both written and verbal information
appropriate to their condition including a copy of their current care plan (where
appropriate).

11. Patients should give appropriate verbal/written consent to assessment and treatment.
Wherever possible patients should be encouraged to be involved in the assessment
and clinical decision-making process.

12. P r o v iled) aleeBassessment documentation should be used when assessing and
treating patients with leg ulceration, chronic oedema, or active cellulitis.

13. Clinical audit will be undertaken to ensure the above standards are met.

14. Wound management and product selection should be based on the organisation®
current formulary.

15. Local infection and prevention control policies and guidelines, including effective hand
washing must be observed and implemented in to clinical practice.

4. Holistic Assessment and determining aetiology

Lack of appropriate clinical assessment of patients with limb ulceration in the community has
often led to long periods of ineffective and often inappropriate treatment.

For a patient presenting with either their first or recurrent leg ulcer or active cellulitis it is
advisable that the diagnosis should be based on a thorough clinical history and physical
examination, as well as appropriate laboratory tests and haemodynamic assessment. This
will assist identification of both the underlying cause and any associated diseases and will
influence decisions about prognosis, referral, investigation and management. If the
practitioner is unable to conduct a physical examination, they must refer the patient to an
appropriately trained professional.

The management o f chronic |l eg wulceration wil!/ of t en
morbidity e.g. cardiac failure and other causes of limb swelling such as renal disease,
lymphoedema and osteoarthritis.

Accurate patient assessment, identification of the underlying cause, any local problems at
the wound site and psychological and social factors are all pre requisites to planning
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appropriate care. All findings of the assessment should be documentedintheor gani sati ono
leg ulcer documentation. All practitioners should be aware that ulcers might occur from

venous, arterial or mixed disease or a result of intravenous drug misuse, diabetes,

rheumatoid arthritis or malignancy. The treatment for these aetiologies will be different and

might require specialist referral.

5. Venous Disease (appendix 2)

Chronic venous hypertension occurs when valve failure in either the deep or superficial veins
allows reflux of blood transmitting very high pressures into the superficial veins and
capillaries. Venous ulcers may be caused by failure of the calf muscle pump, venous

incompetence, valve incompetence, paralysis or immobility.

Pre-disposing factors to venous ulceration

Family history

History of chest pain, haemoptysis, or history of pulmonary embolus
Varicose veins (record whether treated or not)

Proven or suspected deep vein thrombosis (for example, a swollen leg after
surgery, pregnancy, trauma or a period of enforced bed rest)
Surgery/fractures to the leg

Phlebitis in the affected leg

Pregnancies

= =4 =4 = =4 -4 =4

Clinical Signs of Chronic Venous Hypertension

Symptom Possible cause

Usually shallow ulcer Situated on the gaiter area of the leg due to valve failure of
perforators/communicating veins in lower leg.

Oedema Venous hypertension caused by venous incompetence. Capillaries

become engorged and dilated, eventually fail and leak fluid into
the interstitial space.

Eczema Due to O6water | oggingb6 effect
enzymes that act as irritants. Bacteria and topical agents
exacerbate the condition, resulting in wet, irritable venous eczema.

Ankle Flare Engorged capillaries around ankle/foot area

Lipodermatosclerosis Progressive fibrosis of the skin and subcutaneous tissues induced
by chronic venous hypertension. The skin is stiff, shiny, with
i nduration and may have dil at
appearance.

Varicose veins/Varicosities Incompetent perforator valves

Hyperpigmentation Due to leakage of blood from the capillaries into the interstitial
space (haemosiderin).

Atrophie blanche White skin stippled with 6red

Ulceration Exact cause unknown but is inevitable as a result of the above.
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6. Arterial Disease

Arterial leg ulcers are caused by an insufficient arterial blood supply to the lower limb,
resulting in ischaemia and necrosis. A vascular assessment is required in order to establish
the location and extent of the occlusion and the presence of small vessel disease.

These are commonly described as deep, well demarcated and punched out in appearance.
They are usually situated on the dorsum of the foot or calf and are often slow to heal.
Patients with rheumatoid arthritis might also develop ulcers associated with venous disease.

Ulceration may be found on the foot, often over bony prominences such as the bunion area
or under the metatarsal heads and usually have a sloughy or necrotic appearance.

Pre-disposing factors for arterial ulceration

Family history of non-venous aetiology

Heart disease, stroke, transient ischaemic attack
Diabetes mellitus

Peripheral vascular disease/intermittent claudication
Cigarette smoking

Rheumatoid arthritis

Ischemic rest pain

= =4 =8 -8 -_a_-a_-9

Clinical Signs of Arterial disease

Ul cers with a O6punched outd appearanc
Base of wound poorly perfused and pale Cold legs/ feet (in warm environment)
Ulcer more common on the foot or lateral aspect of the leg

Shiny, taut skin

Dependent rubor (foot/toes dusky pink when dependent turning pale when limb
elevated above heart level

Pale or blue feet

Pain worse at night/on elevation

Gangrenous toes

=a =8 -8 -8 -9

E

All of the above symptoms are caused by insufficient blood supply to the lower limb.
Occlusion can occur in major or distal arteries and may be chronic or acute. The most
common cause is atherosclerosis; an accumulation of atherosclerotic plagues which result in
narrowing of the lumen of the artery. The diminished volume of the arterial blood restricts
delivery of oxygen and nutrients to the tissues resulting in tissue hypoxia and necrosis.

Acute arterial insufficiency has a more sudden onset, which may be caused by an embolus
leading to infarction.

In mixed venous/arterial ulcers patients may present with a combination of the features
described previously.
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An ulcer in a diabetic patient may have neuropathic, arterial and/or venous components. It is
essential to identify underlying aetiology. Consequently, all diabetic patients with leg
ulcers should be referred to a diabetologist or diabetic clinic, particularly if diabetes is
poorly controlled. Specialist assessment is essential as Doppler measurement of ABPI may
be unreliable in this group of patients.

Rheumatoid arthritis, ul cer anlead ® ancinereasad irisk ofand Cr
leg ulceration. Rheumatoid arthritis is a progressive inflammatory tissue disorder of unknown

origin causing joint stiffness, joint deformity and skin breakdown. Vasculitis may also feature

in this type of patient. Hematological conditions such as sickle cell disease and thalassaemia

may also be associated with patients presenting with leg ulceration. A successful outcome is

highly dependent on the ability to control the underlying disease process.

Pyoderma gangrenosum is often associated with the above conditions. This is an acute
necrotising and often excruciating painful ulceration, which requires urgent referral and
treatment by a dermatologist.

Malignancy is a rare cause of ulceration and more rarely, a consequence of chronic
ulceration. Malignant ulcers can be confused with venous ulcers and longstanding venous
ulcers may become malignant. Ulcers with atypical site and appearance such as rolled
edges, or non-healing ulcers with a raised ulcer bed should be referred for biopsy and
medical attention.

Assessment
Information relating to ulcer history should be recorded in a structured format, either on paper
see leg ulcer assessment form (Appendix 1) or electronic template.

General Assessment should include:

Assess Rationale
Age The risk of arterial involvement increases with age.
Past/present medical history Diabetes, rheumatoid arthritis, arterial disease, deep vein

thrombosis, varicose veins, previous surgery, hip/knee surgery
fractures of the lower Ilimb, hypertension, intermittent

claudication.

Dietary intake and nutrition Malnutrition and obesity may delay healing.

Mobility Fixed ankle joints and muscle wasting leads to poor venous
return and may influence choice of compression regime.

Known sensitivities/allergies Prolonged use of wound/skin products may result in patients

developing sensitivities/allergies. All known allergies should be
documented in red.

Medication Give clues to concurrent conditions. Steroid treatments can
cause atrophy of the skin and delay healing

Smoking Important factor in the development of arterial insufficiency.

Pain Location type and duration of pain may be an indicator of
aetiology. Pain may be worsened or relieved by elevation. See
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section on pain assessment and management.

Family history

Venous ulcers may run in families. Is there a history of diabetes,
varicose veins, venous ulcers,

Social assessment should include:

Accommodation Consider accessibility, type of heating, hygiene.
Support Does the patient have carers, relatives or do they live alone.
Employment Occupations requiring long periods of standing may make the

condition worse. Can the patient continue to work, employment
status may influence compression regime. Can the patients apply
their own compression? Do they have to pay for prescriptions
and can they afford to pay.

Hobbies/interest/recreation

Hobbies where it is necessary to stand for long periods i.e. fly-
fishing, the use of recreational drugs and excessive alcohol
consumption may have a detrimental effect.

Psychological assessment should include:

Understanding patients health needs

Explore patients health beliefs

Motivation/locus of control

Stigma associated with leg ulceration

Anxiety

Loneliness

Psychological dependence

Concordance

Patients expectation of treatment- this may be different from your own

Mobility

Emotional cognitive or mental issues may impact immobility.

Mobility The action of walking leads to effective use of foot and calf muscle

pumps. Assessment should determine whether there are long periods of
inactivity with the legs in a dependent position. Chair bound people are
at particular risk of delayed ulcer healing. Simple exercises mimicking
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walking can be useful to increase calf muscle activity.

Ankle flexibility Fixed ankle joints may lead to ineffective use of foot and calf muscle
pumps causing muscle wastage. The calf and foot muscle pump is a
vital component of a healthy venous circulation in assisting venous
return.

Gait It is important to assess how the person walks, walking normally means
heel to toe. For example people with neuropathy may walk flat-footed.
Also where walking aids are used it is important to observe if heal to toe
walking is taking place.

Foot/joint deformities Deformities may affect all of the above
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7. Skin Assessment

Patients with leg ulceration often experience skin problems. Some of the common problems
are listed below:

Varicose eczema

Skin irritation

Secondary infection

Trauma due to scratching
Folliculitis

Contact allergy and dermatitis

= =4 =4 -4 -9

Varicose eczema is a common problem and is due to inflammatory reaction exacerbated by
the buildup of the outer epidermis. It is characterised by erythema, weeping exudate, scaling
and pigmentation and is frequently misdiagnosed as infection. For treatment liaise with
patientdés medical practitioner.

8. Ulcer Assessment

Collection of these data in a structured format will enable consideration of clinical factors that
may impact on treatment and healing progress, as well as provide baseline information on
ulcer history. However, diagnosis of ulcer type should not be made solely on this information.

Duration Length of time present is it a first or recurrent ulcer? Number
of previous episodes and time taken to heal. Note time free
of ulcers.

Infection? Are the classic signs of infection present, or is the
inflammatory process present

Measurement Measure either by tracing or photography. Facilitates

evaluation of treatment regime, measure every four weeks
or if condition changes. Patient consent must be obtained
prior to photography.

Site of the ulcer Location of the ulcer may aid diagnosis of the ulceration
aetiology. Note site of any previous ulceration.

Wound bed Necrotic, sloughy granulating, Epithelialising. Refer to local
wound management guidelines and T.I.M.E framework.

Exudate Colour and amount produced.

Condition of surrounding skin Oedema, eczema, irritation, maceration, excoriation, is the
dressing able to contain the exudate?

Previous treatments Note successful and unsuccessful. Record any allergies or

reactions to products.

(To be used in conjunction with local wound management guidelines)

9. Ulcer size / Measurement
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A formal record of ulcer size should be taken at first presentation, and at least four weekly
thereafter.

The choice of a measurement method should be based primarily on the local expertise
available to perform and interpret the measurement and the availability of equipment.
Monitoring progress can be done cheaply and easily using serial tracings. Paper disposable
measuring tapes and soft probes can be effective tools for measuring area and depth.

10. Clinical Investigations

Blood pressure measurement, weight, urinalysis and Doppler measurement of ankle brachial
pressure index should be recorded on first presentation.

Blood pressure is taken to monitor hypotension/hypertension possible arterial disease.
Weight is taken at baseline measurement to monitor weight loss or weight gain indicative of
underlying pathophysiology i.e. congestive cardiac failure or malignancy. Urinalysis is taken
to screen for undiagnosed diabetes mellitus. The need for additional blood and biochemical

investigations wil/l depend on t he pMeasuremmentod s

of ABPI is essential to rule out arterial disease. Advanced vascular assessment carried out
by tissue viability services can indicate degree of arterial/venous disease and need for further
opinion.

All ulcers will be colonised by micro-organisms at some point; this in itself is not associated
with delayed healing.

Routine bacteriological swabbing is unnecessary unless there is evidence of clinical infection
such as

inflammation/redness/cellulitis
increased pain

purulent exudate

rapid deterioration of the ulcer
pyrexia

=A =4 =8 -8 =9

Systemic antibiotics should be reserved for evidence of infection and acute cellulitis (consult
local guidelines on antibiotic prescribing). The routine use of antibiotics in the management
of a clinically uninfected leg ulcer is of no benefit (SIGN 2010).

Topical antibiotics should be avoided as they increase the likelihood of the development of
resistant strains and may also cause an allergic reaction e.g. Fucidin Tulle, Sofra Tulle,
Bactroban and Cicatrin.

Antiseptics such as Betadine and Chlorhexidine are seldom in contact with the wound to be
effective, and there is no evidence to suggest that the use of antiseptics offers any benefit.

11.Doppler ultrasound measurement of ankle/brachial pressure
index (ABPI)
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In order to treat patients with leg ulceration appropriately, a differential diagnosis using
objective methods must be obtained on first presentation. Up to 50% of patients over 70
years of age may have a degree of arterial involvement so it is important to assess the
arterial supply prior to the application of compression therapy. Failure to do so could result in
tissue necrosis and in the extreme, loss of a limb.

Vascular status in the first instance is measured locally using hand held Doppler to record
ankle brachial pressure index (ABPI). Advanced waveform Doppler may be carried out by the
tissue viability service.

Assessment of both limbs should always be undertaken irrespective of whether both limbs
are ulcerated. The si gterialfstatus & mlways tlefgoverring fegiueet i ent 6 ¢
when deciding whether to use compression therapy.

Where hand held Doppler or waveform Doppler is inconclusive a referral maybe made via
the general practitioner/doctor or tissue viability team for full vascular assessment including
colour duplex scan/quick scan.

See Procedure guide for recording the ankle brachial pressure index.

12.Pain Assessment

Pain may be a sign of underlying pathology such as arterial disease, sensitivity of infection.
The cause of the pain should be identified and treated accordingly. A significant proportion of
patients with venous leg ulcers report moderate to severe pain. This may be relieved by
compression therapy, exercise and elevation (Hoffman et al 1997).

Pain associated with arterial disease is often severe and unremitting. Management should be
tailored to meet individual needs and adequate analgesia prescribed in consultation with the
patientdés doctor.

Pain assessment should take place initially, and thereafter at each review using local
documentation and assessment tool. Health care professionals should listen carefully and
empat hetically to the patientés description of p

It is important to establish the cause of the pain, where it is felt, the severity and when it
occurs. Medication and strategies used to relieve the pain should be documented.
Consideration of this may promote concordance in some individuals. It is important that
dressings are selected which minimize pain on application and upon removal, to avoid
unnecessary distress to the patient (EWMA 2002).

Pain scores, patient diaries and comments should be noted to detect any increase/change in
pain sensation.

World union of Wound Healing Societies consensus document (2008) states the following
practical tips may be helpful when addressing pain:

1 Ensure arterial status has been adequately assessed. Teach the patient to recognise
critical changes, e.g. limb colour/perfusion. If peripheral arterial disease (PAD) related
pain is present, refer to a vascular specialist and consider using mild to moderate
inelastic bandaging with intermittent pneumatic compression (IPC). If the ABPI is <0.5
avoid compression therapy and consider urgent vascular review.
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Explain to the patient that discomfort during the first 1-2 weeks may occur and agree
on an appropriate analgesic regimen for this period.

Visit frequently to support the patient, prevent bandage slippage and minimise the
painful effects of exudate. Apply a non-adhesive, non-sting primary dressing and treat
infection, dermatitis or other painful conditions. Apply adequate padding to protect
pressure points and minimise slippage.

Encourage leg elevation and exercise to reduce painful oedema, but be aware that this
may increase pain in a small number of patients.

If pain remains uncontrolled undertake a full reassessment. Refer for specialist
intervention and if available to a pain clinic.
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Analgesic considerations:

World Health Organisation pain ladder for nociceptive pain

Low dose tricyclic antidepressants/anticonvulsants for neuropathic pain

Non-steroidal anti-inflammatory drugs (NSAIDS)

Ensure that pain management is discussed with

13.Procedure guide for recording the ankle brachial pressure index

T

Explain the procedure, reassure the patient and ensure he/she is lying flat in a
comfortable position, relaxed and rested with no pressure on the proximal vessels for
157 20 minutes. Keep feet warm to prevent vaso constriction. If the patient is unable to
lie flat (one pillow), indicate how many pillows used documenting in the patients case
notes, however no more than two.

Measure the brachial systolic pressure in both arms:

Place an appropriately sized cuff around the upper arm

Locate the brachial pulse and apply ultrasound gel (not KY jelly)

Angle the Doppler probe at 45 degrees and move in small circles to locate the
best signal.

Inflate cuff until signal disappears, deflate slowly (2mmHg at a time) and
record the pressure at which the signal returns being careful not to move the
probe from the line of the artery.

1 Repeat for the other arm.
1 Use the higher of the two values to calculate the ABPI

= = =4 =4

Measure the ankle systolic pressure:

1 Place an appropriately sized cuff around the ankle immediately above the
malleolus, having first protected any ulcer that may be present with a non-
adherent covering (e.g. Clingfilm).

1 Examine the foot, locating the dorsalis pedis and apply contact gel, note: this
pulse may not be palpable in up to 12% of patients. An 8MHz probe should be
used for the majority of patients, however where gross oedema exists a 5MHz
probe may be useful.

1 Continue as for the brachial pressure, recording this pressure in the same
way.

1 Repeat this for the posterior tibial, peroneal or anterior tibial arteries.

1 A minimum of two pedal pulses on each foot are required; if the dorsalis pedis

is used, avoid using the anterior tibial as the second pulse as they are essentially
the same artery.
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1 Calculate the ABPI by using the highest pressure recorded in the ankle and
dividing it by the highest brachial pressure.

1 Careful consideration should be given to the sound of the arteries and it
should be documented if sounds are tri-phasic, bi-phasic or mono-phasic. Note:
patients with mono-phasic sounds should be referred for further vascular
assessment before considering a treatment plan.

It should be noted that the ABPI is only an aid to diagnosis and should be considered
alongside all other available information. In the presence of diabetes or severe
arteriosclerosis the ABPI may be abnormally high and the application of compression
therapy may be contraindicated.

Significance of ABPI Readings

ABPI Ratio Significance

Raised readings may be due to calcification of arteries.
>1.3 Repeat procedure in the near future. Do not use
compression therapy and refer to tissue viability /vascular
surgeon for further investigation.

Indicates normal arterial blood flow. 100% arterial blood

1071 1.2 flow to the foot. High compression therapy can be applied
safely.
Indicates that the patient is receiving between 80 i 100%
0871 1.2 arterial blood flow to the foot, which is considered

adequate for high compression therapy.

Moderate  arterial  involvement.  Apply  reduced
0.71 0.8 compression.

Significant  arterial  involvement.  Apply  reduced
0671 0.7 compression with caution in the absence of other
symptoms, i.e. rest pain. Monitor frequently and refer for
further vascular investigation (waveform Doppler) to tissue
viability service.

Borderline: refer to vascular surgeon and seek advice
057 0.6 regarding treatment options from tissue viability services.

Severe arterial involvement. Do not apply compression.
<0.5 Use appropriate dressing and refer urgently to vascular
surgeon.

The following factors need to be considered which may lead to false Doppler recordings:

=A =4 =4 -4

Patient not lying flat

Patient not sufficiently rested
Inappropriate gel used
Incorrect cuff size

Probe at wrong angle
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Too much pressure on artery

Cuff deflated too quickly/or repeatedly inflated/left inflated for long period
Irregular pulse

Practitioner error/calculation error.

= =4 =4 =

14.Vascular re-assessment (re-Doppler)

Patients should be fully re-assessed including Ankle Brachial Pressure Index (ABPI) or
waveform Doppler to determine vascular status if:

i Ulcer failing to reduce in size after 12 weeks in spite of appropriate management and
compliance

1 Recurrent episodes of ulceration

1 Ulcers increasing in size despite adequate compression therapy.

1 Change in appearance of the wound e.g. punched out.

1 Development of intermittent claudication or rest pain, especially at night (Crest 1998).
The consensus of expert opinion recommends that patients with an ABPI of 0.8 or above
should be re-Dopplered 6 monthly or sooner if their clinical history indicates deterioration as

above.

Patients with two or more of the following risk factors should be re-Dopplered 3
monthly:

ABPI below 0.8 or biphasic waveforms.

Aged 70 years or over

Diabetes

Rheumatoid arthritis

Worsening systemic disease such as:

Recent myocardial infarction or cerebral vascular accident.
Development of angina.

Intolerance of compression.

(Stevens 2004, Pankhurst 2004)

Practitioners need to be aware that significant reduction in ABPI can occur over
relatively short periods of time (3-12) months (Simon et al, 1994).

15.Compression therapy

Compression therapy works by:
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Reducing the distention in the superficial veins and counteracts the high pressure
(venous hypertension).

Restores damaged valve function in some patients.

Encourages and enhances blood flow velocity in the deep veins.

Reduces the volume of blood by 62% in the standing position.

Facilitates the action of the calf muscle pump by providing a stiff layer against which
the muscle directs pressure inwards onto blood vessels, thus increasing venous return.
Forces fluid into both the venous and lymphatic system, reducing the pressure
differences between the capillaries and the tissues thus reducing oedema.

Reduces the symptoms of venous disease such as aching limbs and ulcer pain.
Increases the healing rate of venous ulceration.

Improves skin condition.

Contraindications/cautions of compression therapy:

1
T

It is generally agreed that patients with significant arterial disease (an ABPI of <0.5 or
mono-phasic waveforms) should not be treated with compression therapy.
Compression therapy may be contraindicated in those patients with rheumatoid arthritis
and diabetes mellitus due to the possibility of underlying micro vascular disease. These
patients require careful monitoring and effective liaison with medical professionals must
be maintained.

Some patients present with mixed venous and arterial ulceration. Following arterial
reconstruction, patients may be treated with compression therapy for the venous
component of the ulcer. These patients must be monitored for any signs of the graft
blocking.

Compression therapy should be used with extreme caution and with medical
supervision in patients where oedema is due to congestive cardiac failure.

Understanding Compression Therapy (WUWHS 2008)

Pressure:

Compression i the direct application of pressure to a limb i is measured in mmHg. It may be
applied using both elastic and inelastic bandages, hosiery and intermittent pneumatic
compression (IPC). The required amount of pressure (sub bandage pressure) is determined

by

the underlying pathologies as well as the

practice sub bandage pressure can vary depending on the level of exercise. The sub
bandage pressure is low when the patient is lying down (resting pressure) and increases
during exercise (working pressure).

Pressure of 40 mmHg at the ankle is generally recommended for the treatment of venous leg
ulcers. Resting pressures above this up to 60mmHg should be reserved for the treatment of
patients with Lymphoedema.

It may be necessary to apply mild or moderate compression for patients with factors such as
peripheral neuropathy, a degree of arterial insufficiency or inability to tolerate compression of
15 - 25mmHg.
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16. Graduation

Graduated compression T a 20-30% reduction in pressure from ankle to below knee is

thought to aid venous return to the heart and occurs naturally when compression is applied

to a | imb of nor mal proportions due to the prin
limb shape may require reshaping of the limb with padding prior to the application of

compression in order to benefit from graduated compression. Padding to protect bony
prominences is required to prevent excess pressure
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Laplacebs Law:

N = number of layers applied i the more layers the greater the pressure.

T = bandage tension i the greater the force applied the greater the pressure.

C = limb circumference/shape 1 the smaller the circumference at any given point, the greater
the pressure.

W = bandage width i the narrower the bandage the greater the pressure.

Pressure = N x T x 4620
CxW

The ankle circumference should be measured to determine the correct choice of
compression system. Where it is necessary to apply extra padding to shape a limb the ankle
should be measured after application of the padding.

The ankle should be re-measured initially at each bandage change and at regular intervals
thereafter. It would be expected that a reduction in oedema would be observed which may
indicate a change in the treatment regime to sustain a safe therapeutic level of compression
therapy.

Factors affecting sub-bandage pressure:

Sub-bandage pressure is determined by the princi
factors may affect these principles for example washing of elastic bandages may alter the

elastomeric properties, resulting in reduced tension. Calf muscle and foot pump function; the

shape of the I imb and the patientds ability to
effectiveness. Other variables to consider include the skill of the clinician, application

technique and resources available.

17. Treatment of patients diagnosed with venous ulceration

|t is important t hat clinicians ensure patienté
when deciding on treatment options; this encourages the clinician to observe individual

lifestyle choices and optimises concordance.

Patients would have undergone holistic assessment indicating venous disease by an
appropriately trained health professional.
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Measure ankle circumference, this will help determine the correct regime
is chosen.

Photograph or trace the ulcer (at least monthly) In a venous ulcer the
aim is for a 40% reduction in wound size in 4 weeks.

Wash legs at lease once a week in a lined bucket of water. Do not wash
both legs together, use one liner per leg. Only use prescribed emollients
in water if skin excessively dry.

Moisturise skin with appropriate topical moisturiser. Apply an
appropriate wound contact layer (refer to local wound care formulary)

Discuss with patient: Select and apply suitable compression therapy
regime i applying 40mmHg at the ankle (refer to wound care formulary
and manufacturers instructions for application instructions).

Advice should be given to patient and/or carer that if patient experiences
pain, loss of sensation or discolouration of the toes they should consult
with a health professional immediately and where possible remove the
compression bandage/hosiery.

Regardless of the treatment option chosen all patients should be
followed up within 24 hours to assess comfort and suitability of
treatment.

Note in patients with gross oedema, this may reduce quickly and
bandages may slip down the leg requiring re-application.

All patients should be reviewed at least once a week.

Advice on elevation, rest, exercise, nutrition and smoking cessation
should be given and reinforced at each dressing change.
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Ankle circumference and multi-layer bandage regime indicated to apply 40mmHg

Ankle circumference <18cm 18-25cm 25-30cm >30cm
Wool bandage X2 X1 X1 long X1 long
(padding) (minimum) (minimum) (minimum) (minimum)
Light support bandage X1 X1 - -
K-Lite

Class 3a light X1 X1 - X1 long
compression

bandage

(K-Plus)

Type 3a  Cohesive X1 X1 X1 long X1 long
bandage

(Ko-Flex)

Type 3c high - - X1 X1 long
compression bandage

K-Three C

Refer to manufacturers guide for accurate application information.

Ankle circumference and Two-layer bandage regime indicated to apply 40mmHg

Ankle Circumference

<18cm

18-25cm

25-32cm

K-Two (two
40mmHg kit)

layer

K-Soft to increase ankle
size to 18cm (applied
from malleolus to 2cm

KTech x1

KPress x1 (applied at

50% overlap)

KTech x1

KPress x1 (applied at

75% overlap)

below knee)

Observe manufacturers guide to application of two layer system this bandage system uses
indicators on the bandage to aid application.

Note. More than one wool padding layer may be required to achieve correct limb
shape and graduated compression (for two layer system this must be applied under
layer 1 KTech from malleolus to below knee).

18. Alternative venous ulcer managementsystems

If the patient has reasonable mobility which includes adequate ankle flexion cohesive short
stretch bandages may be applied. The pressures beneath the bandage tend to increase
when the calf muscle is activated and therefore the bandage reinforces and supports the
action of the calf muscle pump (Dowsett 2004). Initially these bandages cannot
accommodate changes in limb circumference and will require more frequent application
whilst the leg oedema is reducing.
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Ankle circumference and short stretch regime indicated to apply 40mmHg

Ankle circumference 18-25cm >25
Wool bandage X1 X1
(padding) (as a minimum) (as a minimum)

(Profore 1)

Actico cohesive short stretch X1 X2 (see note below)
bandage (10cm width)

The number of wool padding bandages will depend on the shape and size of the limb. A
natural gradient should be achieved by padding out the calf area if necessary and bony
prominences must be protected. When applying short stretch bandages for ankle
circumference >25cm the second bandage is applied from ankle to below knee and
does not incorporate the foot, it should be applied in the opposite direction to the
previous bandage.

Hosiery kits which apply 40mmHg can be useful for patients who are unable or not wanting
to wear bandages or where there is a lack of clinical expertise or the patient wishes to self-
care. The level of exudate needs to be managed by an appropriate absorbent dressing. The
kit (Altipress) consists of two stockings, a liner which gives 10mmHg and an open toe
stocking which gives 30mmHg (see formulary for sizes and colors). The open toe stocking
may be removed when going to bed and reapplied first thing in the morning.

All patients must be measured and fitted with hosiery by a trained health professional. These
hosiery kits last 3 months per kit before they require replacing although extra packs of 3
liners can be ordered separately. Advice including written/verbal information on care of the
hosiery and application technigue should be given to all patients.

As a benchmark the ideal compression therapy system should:

Be clinically effective.

Sustain adequate level of compression when walking and at rest.
Enhance calf muscle pump function

Non-allergenic

Conformable and comfortable

Durable

(Marston, Vowden 2003)

= =4 =8 -8 -8 =9

19. Treatment for patients diagnosed with mixed venous/arterial
ulcceration

These will have the clinical features of a venous ulcer in combination with signs of arterial
impairment. The skill is in determining whether the venous or arterial component is the
predominant factor. The incidence of mixed aetiology ulceration increases with age (see
Assessment).
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There is very little evidence to support how we should manage mixed aetiology ulceration
however the European Wound Management Association position document entitled
Understanding Compression Therapy (2003) considers that that is available and reflects
expert opinion. This is reflected in this guidance.

If the ABPI is 0.6 7 0.8 and the assessment of the patient indicates mixed aetiology, they
may be treated with reduced/modified compression of 15 1 25mmHg. This has been proved
to be an effective method of care.

All patients who have mixed aetiology ulceration must be referred to tissue viability in the first
instance. These patients will require close monitoring and reassessment at 3 monthly
intervals to determine vascular status. Should the ulcer deteriorate this must be sooner as
the local blood supply may have become further compromised.

For patients with diabetes or rheumatoid arthritis, underlying micro vascular disease should
be considered before applying reduced/modified compression.

Ischemic rest pain indicates significant arterial insufficiency. Compression therapy is
an absolute contraindication. An urgent vascular referral should be made.

Criteria for Applying Reduced Compression

ABPI: Check ankle measurement and manufacturers
guidance with regard to level of compression
given by individual bandages/hosiery.

0.6 7 0.8 (no rest pain) Approx 20mmHg compression at the ankle.

Moderate arterial insufficiency KTwo reduced 2 layer kit (measure ankle for
appropriate kit to be used)

0.67 0.8 (With rest pain) X1 K Soft min. X1 Light support bandage

(Single layer K Lite applied in a spiral)

Refer to tissue viability and consult medical
practitioner/GP.

0.5 -0.6 (no rest pain) X1 K Soft min. X1 Light support bandage
Borderline (Single layer K Lite applied in a spiral)

Refer to tissue viability and consult medical
practitioner/GP.

Below 0.5 No compression. Apply K Soft and retention
bandage to keep limb warm.
Refer directly to vascular services

20. Treatment for patients diagnosed with arterial ulceration

Page 26 of 46



Patients presenting with arterial ulceration determined by thorough clinical assessment and
an ABPI of <0.5 or monophasic waveforms, must not be treated with any form of
compression therapy as this will only compromise their already diminished arterial blood

supply.
Management of patient with arterial ulcers should focus on:

1 Managing the wound using the local formulary and guidance

1 Assess for pain and ensure pain is managed effectively.

1 Urgent referral to vascular service/surgeon.

1 Advice on rest, exercise, nutrition and smoking cessation should be given.

Intermittent pneumatic compression may be used in patients who have difficulty tolerating
compression bandaging/hosiery. To access this therapy a referral will need to be made to
tissue viability, whereby an action plan will be formulated and the appropriate device loaned
to the patient. Patients will be expected to sign to accept responsibility for the device but will
need to be followed up weekly as a minimum by a healthcare professional. Patients will only
be loaned the device for a maximum of 12 weeks.

21. Referral criteria

Specialist referral should initially be via tissue viability with the exception of diagnoses of
critical ischemia which should be directly referred to a medical practitioner/vascular surgeon.

Onward referral should be made for:

=

Treatment of underlying medical problems including potential vascular surgery for
healed patients.

Ulcers of non-venous aetiology (rheumatoid, diabetic, arterial, mixed, other aetiology)
Suspected malignancy

Diagnostic uncertainty

Reduced ABPI)

Increased ABPI (for example, >1.3)*

Rapid deterioration of ulcers

Newly diagnosed diabetes mellitus

Signs of contact dermatitis (spreading eczema; increased itch)

Cellulitis

Ulcers which remain static or recurring (no progression in 4 weeks)

Intermittent claudication

Infected foot

Pain management

=4 =4 =888 -8 -804 _8_9_9_9

22. Prevention of recurrence of venous/mixed ulceration

Recurrence rates for patients with venous/mixed ulceration are high. The use of compression
hosiery can contribute to a reduction in ulcer recurrence rates.
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Holistic assessment and establishment of vascular status is required prior to the
implementation of a hosiery regime. It is considered unsafe practice for patients to be issued
hosiery without appropriate assessment and monitoring. Re-Dopplering should be as per
section on vascular reassessment.

It is essenti al that hosiery fits accurately to
either first thing in the morning or following a period of rest/elevation as oedema is less likely

to affect the measurements. The patients foot should be flat on the floor and measured

according to the chosen manufacturers requirements (see local wound care formulary) if

patients fall outside of the range available, made to measure hosiery can be ordered via
prescription.

All patients should be offered education including the following:

Understanding of the cause of ulceration

Understanding of the possible need for lifelong concordance with compression hosiery
Skin care

Avoidance of accidents or trauma to legs

Early self-referral to a health professional (GP) at signs of possible skin breakdown
Encouragement of mobility and exercise including foot exercises which encourage
extension and flexion of the ankle. Individual exercise plans can be developed with the
help of the healthy living team.

Elevation of the affected limb when immobile

Smoking cessation

Weight management

= =4 =4 -8 -8 9

= =4 =

23. Compression Hosiery

All compression hosiery available on FP10 conform to the British Standard Classification for
compression hosiery, however European standard is also available which produce higher
sub-stocking pressures.

Class 3 compression hosiery is the garment of choice to prevent recurrence of venous leg
ulcers; however these can prove difficult to apply for many patients including those who are
not very dexterous i.e. rheumatoid arthritis. Class 2 hosiery may be used as an alternative or
a hosiery kit which may possibly increase concordance. Hosiery with zips is available but
need to be requested by prescription. For patients with previous mixed aetiology ulcers class
1 may be more appropriate.

Most patients require below knee hosiery, however if varicose veins are present around or
above the knee thigh length can be used.

Compression hosiery must be worn every day to be effective hence it is vital to involve the
patient in the decision making process. To promote concordance the patient can be shown
sample of colour® and styles available locally so they are able to make an informed choice.

Patients must be shown how to care for and apply hosiery accurately ensuring it fits correctly
and is not wrinkled. They must assessed applying their own hosiery by the healthcare
practitioner who should advise on application aids should they be required. All patients
should be followed up one week after being fitted with hosiery to check suitability and
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reassess limb for any signs of skin damage, accuracy of fit (oedema may have
increased/reduced).

All patients previously in bandages must remain so until 4 weeks post healing and
until hosiery is available.

Compression hosiery classification

British standard (available on local formulary)

Class Sub-hosiery pressure at the ankle Indications for use

1 14 -17mmHg (light support) Mild varicose veins, mild
oedema

2 187 24mmHg (medium support) Moderate/severe varicose
veins. Prevention of
recurrence

3 2571 35mmHg (strong support) Gross varicose veins,

venous ulceration

Hosiery kit | 40mmHg (30mmHg open toe hosiery) Treatment of venous leg
(20mmHg liner) ulcers, prevention of ulcer
recurrence.
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European Standard (available locally refer to lymphoedemal/tissue viability service for
advice)

Class Sub-hosiery pressure at the ankle Indications for use
1 Early/mild lymphoedema,
181 21mmHg minimal shape distortion.
Lipoedema
2 Moderate to severe
231 32mmHg lymphoedema where there

is some limb shape
distortion. Maintenance.

3 Severe lymphoedema
341 46mmHg

Please refer to local lymphoedema service for advice on assessment and management
of patients with or suspected lymphoedema.

24. Skin Care
Patients with leg ulceration often experience skin problems. Some of the common ones are:

Varicose eczema

Skin irritation

Secondary infection
Trauma due to scratching
Folliculitis

Contact allergy/dermatitis.

= =4 =4 -8 -8 =9

Varicose eczema is a common problem and is due to inflammatory reactions exacerbated by
the build up of the outer epidermis. It is characterised by erythema, weeping, scaling, and
pigmentation is frequently misdiagnosed as infection. Irritation can lead to scratching which
results in trauma. Non-lanolin based emollients and moisturisers can be useful. Moisturisers
should be applied in a downward movement to reduce the risk of folliculitis.

Treatment options

Skin Condition Treatment
Regular application of white/yellow soft
Dry/scaly skin paraffin or QV cream and QV bath oil

(which can also be put in water)

Apply barrier cream/spray where required
Maceration from leaking oedema or | identify and treat underlying cause i.e.
heavily exudating wound infection and venous incompetence. Use
appropriate absorbent dressings (see
wound care formulary).

Ensure underlying cause has been
Acute varicose eczema addressed. Liaise  with medical
practitioner for advice on treatment.

Topical steroid ointments are useful
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when used sparingly for a short period of
time. Betnovate and Dermovate are
effective treatments for eczema.

Establish and address underlying cause
Blistering, discoloration, necrosis of skin. | i.e. over tight bandaging, poorly applied
bandaging, poor vascular supply to area.
Liaise with medical practitioner if required

A large proportion of patients with leg ulceration may develop sensitivities and may be
allergic to a number of commonly used products. It is important that these are identified so
that they may be avoided in future.

Products which commonly cause skin sensitivity such as those containing lanolin.

Common allergens and their importance in the care of venous ulcers.

Name of allergen Type Potential sources

Wool alcohols, amerchol | Lanolin Bath additives, creams,

101 emollients, barriers and
baby products

Neomycin, framycetin, | Antibiotic Medicaments, tulle

bacitracin dressing, antibiotic creams
and ointments

Parabens Preservative Medicaments, creams and

(hydroxybenzoates) paste bandages

Cetyl alcohol, stearyl | Vehicle Most creams, including

alcohol, cetylstearyl corticosteroid creams,

alcohol, cetostearyl aguenous cream,

alcohol emulsifying ointment and
some paste bandages

Colophony/ester of rosin Adhesive Adhesive backed
bandages and dressings

Mercapto/ carba/ thiuram | Rubber Elastic bandages and

mix supports, elastic

stockings, latex gloves
worn by carer

Chlorocresol Biocide Corticosteroid creams and
some moisturizers

Quinoline mix Biocide Antiseptic and antifungal
creams and ointments

Chlorhexidene Biocide Antiseptics, tulle dressing

Tixocortal pivalate Steroid Steroid preparations, e.g.
hydrocortisone

Fragrance mix/balsam of | Perfume Bath oils, over the counter

peru preparations such as
moisturizers and baby
products

If you suspect a patient is allergic to a product please consider referral for patch
testing via dermatology services.
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26. Appendix 1: Leg Ulcer Assessment Form

LEG ULCER ASSESSMENT FORM

Patient 6c8cedNaxMeEssccesccssccesces DOBse csccesecsNHSNOcessces. .

RISK FACTORS i ARTERIAL (please circle YES or NO i answer ALL questions)

Myocardial Infarction Yes/No Peripheral Vascular Disease Yes/No

Congestive Cardiac Failure  Yes/No Intermittent Claudication Yes / No
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Angina Yes/ No Diabetes Mellitus Yes/ No

Trans Ischaemic Attack Yes/ No Rheumatoid Arthritis Yes/No
Hypertension Yes/ No Anaemia Yes/ No
CVA (stroke) Yes/ No Thyroid Problems Yes/ No

eeeeeeeeeeceeececeeceeceeeececeeeceeeececeeeceeeeceeceeceeceeeeceeceeeceeeceeceeeeceeeeceeceeeeeeeceeceeeeceeeeeeeeee

Smoking Yes / No How many perday secccecccseccee

RISK FACTORS i VENOUS (please circle YES or NO i answer ALL questions)

LEFT LEG RIGHT LEG

Deep Vein Thrombosi Yes / No Yes / No
Thrombophlebitis Yes/ No Yes / No
Varicose Veins Yes / No Yes / No
Varicose Vein Surgery Yes/ No Yes/ No
Sclerotherapy Yes/ No Yes/ No
Orthopaedic Surgery Yes/ No Yes/ No
Lower Leg Fractures Yes/ No Yes/ No
Lower Leg Traumas Yes/ No Yes/ No
Pregnancies  (How many) Yes/ No

Prolonged Periods of Bed Rest (4 days +) Yes/ No

Please give details of recent episodes or contributing factors

CLINICAL EXAMINATION OF LEGS (please circle YES or NO i answer ALL questions)

VENOUS LEFT LEG RIGHT LEG COMMENTS
Varicose Veins Yes/ No Yes/NO i,
Brown Staining Yes/ No Yes/NO i,
Varicose Ezema Yes/ No Yes/NO s
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Induration (woody feeling in skin) Yes/ No Yes/NO i

Atrophe Blanche Yes/ No Yes/NO i
Ankle Flare Yes / No Yes/NO .,
Oedema Yes / No Yes/NO e,
Ulcer in Gaiter Area Yes / No Yes/NO e,
Ulcer in Hollow Behind Malleolus Yes / No Yes/NO s
ARTERIAL

Capillary Refill Time (Check toe > 3 seconds) Yes / No Yes/NO i,
Cold Foot Yes / No Yes/NO i,
Foot Dusky Colour on Dependency Yes / No Yes/NO i,
Foot Blanches on Elevation Yes / No Yes/NO i,
Thickened Toe Nails Yes/ No Yes/NO s
Shiny Hairless Skin Yes / No Yes/NO s
Gangrene or Ulcers on Toes Yes/ No Yes/NO i,
PAIN ASSESSMENT

Felt where? LeftLeg O Right Leg O Toes 0 Feet 0 Ulcer 0

PAIN ANALOGUE SCALE

0 =No Pain 1= Mild Pain 2 = Moderate Pain 3 = Severe Pain 4 = Very Severe Pain

5= Worst Ever Pain

Tick Appropriate Box 0 |1 |2 |3 |4 |5 |Constant Intermittent

DAY

NIGHT

AT DRESSING CHANGE

FACTORS CAUSING EXACERBATION:

Patient 6sscsdNaxMeEssccssccssccesces DOBesccesccescee NHSNOssccsscesse

Does the patient have pain: Patientds own description of pali
On movement? YeS/NOcccccccsceececcscececcccceeeccccséecececcceeeee
At rest? YeS/NOccccccssceececcsceccccccceeeccccséecececcceeeee
Is sleep disturbed? YeS/NOsccccccsseecccccccceccccccceecccccséeecccceééecs

Other O
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Does

Action to

the pain affect the patientoés

be taken

activiti

eeeeeeeeeceeceeceeceeeeeceeceeceeeceeeeeceeeceeceeeceeceeeeeceeeeeceeeceeeceeceeeeceeeeeceeeceeceeeeeeeeee

DIAGRAM OF ULCER POSITION

Please number ulcer(s) on diagrams below (ie 1,2,3,4)

e s

LEFTLEG

L

U

M

LEFT MEDIAL VIEW

ANTERIOR VIEW

POSTERIOR VIEW

LEFT LATERAL VIEW

RIGHT LEG
e;)

;

RIGHT MEDIAL VIEW

ANTERIOR VIEW

POSTERIOR VIEW

RIGHT LATERAL VIEW

No:

Duration of Ulcer

Previous Leg Ulcer Care Provided By:

POSITION OF PATIENT (patient should ideally be flat with one pillow)
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Flat with one pillow 0 Semi-recumbent with two pillows 0 Upright O
LEFT RIGHT
Palpable Foot Pulses Yes/ No Yes/ No
PULSE SOUNDS
Brachial (tri-phasic, bi-phasic)
mono-phasic)
Ankle:
Posterior Tibial e

Dorsalis Pedis

Anterior Tibial

Peroneal @

Pressure Indices (ABPI)

Ankle Circumference e

Calf Circumference

Foot Measurement

02 Saturation:Raised above waist e
Dependent e

Other Tests:

CONCLUSION AND SUMMARY OF ASSESSMENT

Venous Ulcer / Arterial Ulcer / Mixed / Diabetic / Gravitational / Traumatic / Rheumatoid / Other

Patient 6c8csdNaxmMescccscccsccecsccese DOBecssccsscesse NHSNO....oooooooooin,
MOBILITY

Fully Mobile? Yes/ No Walks with Aids? Yes/ No
Partially Mobile? Yes / No Chair-bound? Yes/ No
Bed-bound? Yes/ No Legs Elevated? Yes/ No

Page 37 of 46



Does patient sleep in bed at night?

Does patient walk heel to toe?

Yes / No

Yes / No

Fixed ankle joints? Right Leg - Yes/ No Left Leg - Yes No
NUTRITION

Does the patient eat a well balanced diet? Yes / No
Does the patient have a reduced appetite? Yes / No
Does the patient take food supplements or vitamins? Yes/No
Is the patient able to prepare meals? Yes / No
Does the patient have meals-on-wheels? Yes / No
PSYCHOLOGY

Does the patient appear depressed? Yes/No
Does the patient appear anxious? Yes/No
Does the patient appear cheerful? Yes / No
Does the patient appear to understand their health needs? Yes/No
Does the patient have a positive attitude to treatment? Yes/No
Does the patient avoid social activities due to ulcer? Yes/ No
Does the patient have a support network, eg family, friends, to assist with their care? Yes/No

REFERRALS

Does the patient need to be referred for:

Dietician 0  Vascular Consultant opinion 0 Lymphoedema Service 0 Duplex Scan 0
GP 0 Diabetologist 0

Diabetic Nurse Specialist 0 VenousO Dermatology O

Arterial 0 Social Services 0 Podiatry0

Please comment on referral (i.e. to whom, date referral sent):

Referral Sent :

OTHER RELEVANT PROBLEMS
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Pathway for Managing Wound Infection

Infected RED Pathway

Do you consider the wound to be infected?

Commence an *

dressing

Please refer to the local
formulary

Review the wound after two weeks.
Is the wound showing two or more signs of infection?
If yes, have you assessed the following?

TIME framework?

Appropriate level of compression?

Appropriate wound management?

Is the patient following the correct colour pathway?

If yes, document full rationale in the nursing notes and continue

for a futher two weeks,

If, after four weeks of treatment there is no improvement,
re-swab the wound and refer to the Tissue Viability / Infection
Control teams.

Critically Colonised /1= Pathway

: EEau:zuwlinrmvlm:veisuimemuucmdau;
Pn;nlbhmwbn ‘of wound dimensions

Use Prontosan to cleanse the
wound and to help minimise the
risk of further complications.

n2 Commm:a use of Cutimed
Sorbact to prevent infection
ed Sorbact or recurrence.

Review the formulary and product
selection every two weeks including a full
rationale in the nursing notes as to why you
have continued /discontinued treatment,

Have any of the following occured?
Reduction in wound dimensions
Reduction in exudate levels
Reduction in pain
Once bioburden is under control and the wound is improving,
-a non-antimicrobial dressing should be considered.
‘Document full rationale in the nursing notes.

Developed by: Lorraine Grothier, Consultant Nurse Tissue Viability/Service Manager.
Acknowledgments: Andrew Kingsley - Clinical Manager Infection Control and

Tissue Viability, Nerthern Devon Healthcare Trust. Julia Shields - Intection
Prevention Lead Nurse, Provide

Copyright @ Provide CIC, 2013 Not to be reproduced without permission
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High risk of Recurrence GREEN Pathway

Is the patient at high risk of developing an
infection or has there been two or more
episodes of recurrence within the wound
that is being treated?

If the wound fails to progress or deteriorates
please refer to the Tissue Viability Team and
consider the red pathway.

Have you assessed the following?

TIME Framework

Appropriate level of compression?

Appropriate wound management?

Have you identified the cause of the wound?
Document full rationale in the nursing notes.
If, after four weeks of treatment there is no improvement,
reassess the wound for the red and amber pathway, swab
the wound and refer to Tissue Viability/ Infection Control.

References: Best Practice Statement: Second Edition, May 2011, The use of
topical antiseptic antimicrobial agents in wound management. International
Consensus: Appropriate use of silver dressings in wounds. An expert working
aroup consensus. Wounds International 2012.



Arterial Leg Ulcer Treatment Pathway

Please refer to Leg Ulcer Management Guidelines. Products stated are available on local formulary.

Critically colonised or
Holistic Assessment at risk of infection.
Arterial leg ulcer - no signs of
venous disease or because the
ischemia outweighs the venous
symptoms (ABPI) <0.5).

DO NOT USE
Compression Type Bandage

Patients with arterial leg ulcer ALL require on-going continuous close monitoring of their vascular status.
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Mixed Aetiology Leg Ulcer Treatment Pathway

Please refer to Leg Ulcer Management Guidelines. Products stated are available on local formulary.

Holistic Assessment Critically colonised or
which indicates venous at risk of infection.
disease present.

Mixed Aetiology Leg Ulcer
(ABPI10.5-0.8].
Reassess every 3 months.

Please use extra
K Soft bandage if
necessary to achieve
anatomical shape

of the lower limb.

8

Please measure ankle
circumference to select
appropriate size of
compression bandage.
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Referral Pathway to Tissue Viability for Leg Ulcer Management

See also relevant leg ulcer treatment pathways

Patients with lower leg wounds present for three weeks or more must have an holistic leg ulcer assessment

completed including an ABPI where possible.

Diagnosis of Mixed Aetiology Ulceration Diagnosis of Venous Aetiology Ulceration (ABPI 0.8-1.2)

Refer to tissue viability with assessment documentation. Use
standard Provide referral form for tissue viability. If the patient Individualised care plan. Treat with compression therapy from
requires urgent review please initially consult with the medical current formulary as per local guidance.
practitioner and/or the tissue viability team.

Specialised individualised care plan will be developed by the tissue
viability team. Products and therapies will be used according to Four weekly review of progress to be documented in patient’s
patient’s presenting condition. If necessary patients will have notes. However circumstances may determine earlier review.

onward referral to appropriate specialist services/consultants.

Managed in tissue viability clinic until suitable progress has been
made. Shared care will be implemented when patient’s condition
is stable. A care plan with tissue viability review dates will be
provided by the tissue viability team for continuing care.

If wound healing is delayed/no improvement after four weeks
refer to tissue viability service with assessment documentation.
Use standard Provide referral form for tissue viability.

Patient’s with an ABPI of 0.5 and below - refer to local pathway and guidance, and consult with a medical practioner.
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Venous Leg Ulcer Treatment Pathway 24 Week Healing Target

Please refer to Leg Ulcer Management Guidelines. Products stated are available on local formulary.

Critically colonised or
at risk of infection.

Holistic Assessment.
Clinical signs of venous disease.

Venous Leg Ulcer [ABPI 0.8 -1.2].
Ulcer present for less than
3 months.

Please use extra
K Soft bandage if
necessary to achieve
anatomical shape
of the lower limb.

Please measure ankle
circumference to select
appropriate size of
compression bandage.
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Hosiery Pathway

Altipress 40 Leg Ulcer Hosiery Kit provides
the 40mmHg at the ankle required for healing
venous leg ulcers. It is suitable for patients
with regular shaped limbs and low exuding
ulcers. It is also suitable for post-VLU
treatment to help prevent recurrence.

Each kit includes two liners and one top stocking. One liner and the

top stocking are worn together to provide the 40mmHg. Additional
liners are available in a liner pack.

Hoisery is particuarly suitable for people that need help to stay mobile,
and enables the person to wear their regular footwear.

The kit has guaranteed compression levels ‘built in’ to the hosiery.
Where appropriate, it can be applied by patients themselves, offering a
level of independence.

The flexibility, practicality and comfort of the hoisery also encourages
concordance and mobility which helps the healing process and
improves patient morale.

Decision Guide
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