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Lower Limb Assessment Pathway (Tier 3/4 and District Nurses)

Assessment of peripheral perfusion is a fundamental requirement for lower limb management (Vowden and Vowden, 2001).
Compression should be first-line treatment to optimise healing and can benefit patients in both acute and chronic wound
management (Wounds UK, 2015). Compression treatment should be started as early as possible following a Lower Limb
Assessment, including an Ankle Brachial Pressure Index (ABPI) reading.

Red Flags Emergency Actions Required

Obtain a wound swab and arrange for antibiotics to he commenced. Dress with UrgoClean Ag, and a Super Absorbent pad if required and follow

Leg ulcer with the Pathway for Safe Soft Lower Leg Bandaging.

systemic/ severe ¢ S
infection with or Secondary Care: Refer urgently to the Vascular Team via switch board.

without sepsis. Practice Nurses: Transfer urgently to the Emergency Department OR Refer urgently to the Emergency Surgical Assessment Centre (ESAC).
District Nurses: Transfer urgently to the Emergency Department OR Contact TVALS or GP to arrange admission to ESAC.

a
& Obtain a wound swab and arrange for antibiotics to be commenced. Dress with Acticoat flex 3, and a Super Absorbent pad if required and
T follow the Pathway for Safe Soft Lower Leg Bandaging.
o Clinical evidence of : L
2 acute limb ischaemia Secondary Care: Refer urgently to the Vascular Team via switchboard.
g Practice Nurses: Transfer urgently to the Emergency Department OR Refer urgently to the Emergency Surgical Assessment Centre (ESAC).
'E District Nurses: Transfer urgently to the Emergency Department OR Contact TVALS or GP to arrange admission to ESAC.
Q
w
< I 4G EL GG Secondary Care: Follow the Venous Thromboembolism (VTE) — Prevention and Treatment of VTE in Patients admitted to hospital.
vein thrombosis Practice/District Nurses: Refer urgently to the Ambulatory Care Unit.
2::2::&‘1 Skin Refer to the Dermatology Department as per the 2 week wait protocol, either via the GP or dbth.dermatologyteam@nhs.net
o
h 4
If no red flags present follow the below steps:
A 4

Undertake a holistic patient assessment and a lower limb assessment as per the Lower Limb Assessment Pathways
(Appendix 1) with and ABPI or TBPI as required.

Patient and limb
Assessment

NB: An ABPI should never be used in isolation and should always be supported by holistic assessment and Lower

Limb Assessment.

v

Undertake wound bed preparation. Follow the Wound Bed Preparation Pathway to cleanse and mechanically debride
the wound bed

h 4

Undertake a wound assessment using T..LM.E.S (including clinical photography where applicable) and document
accordingly and identify the most appropriate limb shape as below:

Good limb shape Abnormal limb shape Abnormal limb shape Abnormal limb shape
Mild/moderate oedema Moderate oedema Severe oedema Severe oedema with skin

folds

limb shape

Preparation, wound assessment and
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Diagnosis
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Compression / Securing Treatment

Onward referrals

Signs of venous insufficiency with a Signs of venous and arterial Signs or arterial Undclear outcome with
ABPI between 0.8 -1.3 / TBPI above insufficiency with a ABPI between insufficient with uncertain aetiology
0.7 (No no significant arterial disease. 0.7-0.79/TBP10.64 - 0.7 a ABPI below 0.6
Venous insufficiency) (Borderline risk of arterial disease. / TBPI below 0.64
Mixed aetiology) (Indicates that
Peripheral Arterial
Disease PAD)
A 4 A 4 A 4 A 4 A 4 A 4
50% or more 50% or more 50% or more 50% or more 50% or more 50% or more
granulation with | slough/necrosis | granulationwith | slough/necrosis granulation with | slough/ necrosis
no signs of biofilm AND/OR sign no signs of biofilm AND/OR sign no signs of biofilm AND/OR sign
or bacteria of biofilm or or bacteria of biofilm or or bacteria of biofilm or
bacteria/infection bacteria/infection bacteria/infection
A 4 A 4 A 4 A 4 A 4 h 4
UrgoStart Plus UrgoClean Ag (plus UrgoStart Plus UrgoClean Ag (plus UrgoStart Plus UrgoClean Ag (plus
Border or Pad (plus | SuperAbsorbentif | BorderorPad (plus | SuperAbsorbent if Border or Pad (plus | Super Absorbent if
Super Absorbent if required) Super Absorbent if required) Super Absorbent if required)
required) required) required)
Good limb shape | Abnormal limb Good limb shape | Abnormal limb All limb shapes and moisture levels
with no oedema shape with
oedema
A 4 A 4 A 4 A 4
Low/moderate Low/moderate Low/moderate Low/moderate Low/moderate Heavy moisture
moisture moisture moisture moisture moisture
Jobst Ulcer Care Actico OR Juzo Jobst Ulcer Care | Urgo KTwo 20mmHg Bandages as per the Pathway for
Kit OR Urgo KTwo Adjustable Linerx 10R Juzo OR Juzo Adjustable Safe Soft Bandaging
40mmHg Compression Wrap Move Class 1 Compression Wrap
at 40mmHg if more at 20mmHg if more
suitable for the suitable for the
patient patient
A 4 A 4 A 4 A 4 . .
Heavy moisture Heavy moisture Good or Abnormal Limb shape with . .
Heavy moisture o o
[ ) [ )
[ ] [ ]
Urgo KTwo 40mmHg Actico Urgo KTwo reduced 20mmHg . .
. .
[ [
A 4 A4 A 4 h 4
To be managed by Tier 3, 4 or District To be managed by Tier 3, 4 or District Refer to TVALS or SIT for a lower limb
Nurse service. Nurse service. assessment with TBPi
h 4 A 4

If a new leg ulcer /Diagnosis refer to
the Vascular Team within 2 weeks using
the Vascular Referral form for Venous
Insufficiency

If a new leg ulcer /Diagnosis refer to
the Vascular Team within 2 weeks using
the Vascular Referral form for Venous
Insufficiency

A 4

A 4

If leg ulcer(s) not healed at 12 weeks, refer
to the Tissue Viability and Lymphoedema
Service using referral form B to ensure
continued multidisciplinary team (MDT)
approach to care and explore why the
leg ulcer is not healed

If leg ulcer(s) not healed at 12 weeks, refer
to the Tissue Viability and Lymphoedema
Service using referral form B to ensure
continued multidisciplinary team (MDT)
approach to care and explore why the
leg ulcer is not healed

h 4

h 4

Arrange a follow up for a repeat Lower Limb Assessment as per the Appendix 3.

If the named product on this pathway is not available a temporary second line product is available to use.
This can be found within the main text of the Doncaster Wide Wound Care Formulary Document.

Reference: National Wound Care Strategy Programme 2020, Lower Limb Recommendations for Clinical Care.
Developed by: Tissue Viability and Lymphoedema Service, The Skin Integrity Team, Vascular Nurse Specialist 2021. Updated October 2025. For Review July 2028




