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Use in conjunction with Lower Limb Guideline and Wound Care Pathway 
 

 

Lower Limb Pathway (Community Nursing) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

RED FLAG ASSESSMENT 
Immediately escalate to the relevant clinical specialist, those with the following ‘red 

flag’ symptoms/condi�ons. Provide appropriate wound care. 
• Acute infec�on/ Symptoms of sepsis 
• Acute Heart Failure  
• Acute/suspected chronic limb threatening ischemia 
• Suspected acute deep vein thrombosis (DVT) 
• Suspected skin cancer 
• Bleeding varicose veins 

Patient requiring lower limb care with no red flags 

Schedule & complete lower limb assessment within 2 weeks of identification 
ABPI result is a guide and forms only one part of the assessment, if the 

assessment does not correspond with the result, refer and discuss with TVN 
 

 

ABPI <0.5 
Urgent referral to 

Vascular 
   

ABPI 0.5-0.8 
Apply reduced compression 

Refer to TVN 

ABPI >1.3 /  
Unable to occlude 

Refer to TVN 

ABPI 0.8-1.3 
Apply 

 full compression 
 

Implement appropriate wound care 
Evaluate as per Wound Care Pathway 

 

 

Hosiery or Wraps 
(Low Exudate) 

 

Bandages or Wraps 
 (Moderate-High Exudate) 

Signs & Symptoms of Infection 
• Evaluate wound  
• Commence UrgoClean Ag & obtain 

swab (Follow up result) 
•  If no changes after 2 weeks, re-swab 

and refer to TVN 
 

Compression Managed Leg Ulcera�on Guide 
• Compression managed lower limbs should be immersed in a lined bucket of warm water 

with oilatum bath additive (minimum once weekly) 
• Emollients should be applied at each dressing change in downward motion to hydrate skin 


