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Introduction
Historically acute hospitals have had a limited role in diagnosing and treating leg ulcers, and predominantly primary care 
settings have delivered this care. Upon hospital admission it has been standard practice to remove compression therapy and not 
continue until the patient is discharged back to primary care. Rarely are investigations into the aetiology of leg ulcers undertaken 
for inpatients leading to inconsistent management of leg ulcers, which can potentially delay healing.

Method
Driven by the national agenda of the National Wound Care Strategy Programme 
(2024) 1 and Legs Matter campaign (2023)2 to change the approach to leg ulcer 
care, the North Bristol NHS Trust tissue viability (NBT TV) team were frustrated 
with the inequality of leg ulcer care across the whole health system. Their service 
lead questioned why leg ulcer care was discontinued within their acute trust and 
sort to rectify this gap in care. Assessing the impact of the issue and the number 
of patients admitted with leg ulcers was challenging due to limited hospital data. 
The data available estimated that approximately 180 patients per month attended 
hospital with an unspecified leg wound.
In collaboration with industry partners, the vascular team, community services and 
the Integrated Care Board (ICB), the NBT TV team established an acute care leg 
ulcer pathway ensuring continuity of care for patients admitted to hospital. The TV 
team created a virtual leg ulcer clinic for inpatients with a leg ulcer in which they 
reviewed referred patients and delivered their care. A lower limb wound assessment 
proforma was developed with the trust’s digital team to aid quick and clear 
documentation.
Acute care pathways were developed to standardise care in collaboration with 
the vascular team, community services and hospital colleagues. Aligned to the 
community services pathway a TV team pathway was developed for the care they 
were delivering. The first choice for compression therapy was UrgoKTwo and 
the UrgoStart Plus Treatment range for those with complex leg ulcers. Separate 
pathways were created for admission areas and hospital wards to standardise leg 
ulcer care prior to acceptance by the virtual clinic. Through partnership working 
with Urgo Medical and the community TV team the NBT TV team were provided 
with education and clinical skills training to develop their knowledge and skills. An 
honorary contract was agreed with an Urgo Medical clinical specialist to develop their clinical practice.
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Ward Leg Ulcer Pathway
A leg ulcer is a break in the skin below the knee which has not healed within 2 weeks (NICE 2023)

First Presentation – Patient admitted with a lower leg wound who is being treated in community.  
Take off bandages and any dressings present – For dry/scaly skin cleanse with a Debrisoft pad moistened  

with 20-40mls of normal saline before washing leg. 
Wash lower leg with a non-soap substitute (e.g. emollient - to be prescribed), dry and apply emollient. 

Complete a skin check (including heels) and off load if required.  
Complete a wound assessment.

Immediately escalate to the relevant clinical specialist, those with the following ‘red flag’ symptoms / conditions: 
• Acute infection (e.g., increasing unilateral erythema, swelling, pain, pus, heat). 
• Symptoms of sepsis.
• Acute or suspected chronic limb threatening ischaemia, (e.g. Peripheral Arterial Disease in combination with 

rest pain, gangrene, or lower limb ulceration greater than 2 weeks duration). 
• Suspected acute deep vein thrombosis (DVT). 
• Suspected skin cancer. 
• Bleeding varicose veins.

Provide patient 
education leaflet and 

advise that compression 
will be reapplied at the 

Hospital Leg Ulcer Clinic. 
Different types of 

compression are used 
within the Hospital 

and once discharged 
the patient will revert 

back to their preferred 
compression in the 

community.

Refer to the dressing selection guide to assist 
with selection of primary dressing following 

holistic wound assessment.

Secondary dressings
Low to moderate exudate apply Premier Pads.

High exudate levels apply Zetuvit Plus.
K-Soft bandage x 1 applied lightly in a spiral 

with no stretch - toe to knee.
K-Lite Bandage x 1 in a spiral with minimal 

stretch - toe to knee.
Dressings to be changed based on clinical 

judgement, exudate levels and type of primary 
dressing selected.

A wound assessment to be 
completed and maintained on 
Careflow Connect plus a referral to 
Leg Ulcer Clinic. If required refer to 
Vascular Dept.

TVN Dept will triage and endeavor 
to see within 2 weeks of admission.

If this is not possible the patient will 
need to be referred to community 
services for ongoing wound care

Pathway C: For Complex Wounds with Co-Morbidity

Wound free from infection. With co-morbidities.  
Take photograph and complete wound assessment.

Minimum requirement is to take wound dimensions and photograph every 2 weeks

Continue with UrgoStart Plus Pad or 
UrgoStart Contact until healed 

Commence  
PATHWAY A

Reassess and complete holistic review of patient. Consider other potential factors which may delay healing

Reassess fortnightly wound dimensions and healing progress.
Take photograph and complete wound assessment.

Legs should be washed and moisturised prior to application. 

UrgoStart Plus Pad or UrgoStart Contact.
Use super absorbent pad for exudate management ONLY if necessary.

NB: Use the smallest size possible for the ulcer.

Commence compression therapy according to ASTP results.

At 4 weeks, if wound dimensions 
are the same or smaller

If wound shows signs  
of infection

At 4 weeks, if wound dimensions 
are increasing

Consider commencing Pathway A  
  to address potential infection

“My confidence in assessing 
and managing leg ulceration 
has improved since we 
embarked on the leg ulcer 
project.”

“It has been really exciting 
learning a new skill that will 
benefit our patients.”

Results
The leg ulcer virtual clinic opened for referrals in April 2024. In the first four months 77 
patients were reviewed by the service; 38% of these patients had not had an ankle brachial 
pressure index completed in the community and 21 patients that could have been in 
compression were not. Awareness of the importance of continuity in leg ulcer provision was 
raised with the ICB and at a primary and acute care wound conference with the primary focus 
being leg ulcer care.
A positive response has been received from patients who have had their compression therapy 
continued whilst in hospital. One patient’s hip replacement surgery had been postponed until 
her leg ulcer healed. Her painful hip caused a fall at home leading to a hospital admission, 
on which she declined removal of her compression bandaging as she didn’t want to further 
delay the surgery. She was very pleased when she was informed by the TV team that her 
compression could continue during her hospital stay and saw the ulcer progressing towards 
healing. The tissue viability team have enjoyed learning and developing their knowledge 
and skills which has enabled them to provide seamless leg ulcer care for patients. The 
introduction of clinical pathways within the admission and ward areas have given the nurses 
within these departments confidence in the treatment and management of patients with leg 
ulcers.

Discussion
Initiating the service has had its challenges. Securing project funding in the current NHS 
climate has been difficult. Ward clinicians were concerned about the potential increase in 
pressure damage to heels concealed with bandages, so robust management plans were 
provided to these areas. Managing care for patients in bed has also presented difficulties 
with bandage application and manual handling. Maintaining compression therapy for patient’s 
discharged on the rehabilitation pathway through private providers, such as care homes, was 
also problematic. 
The project has initiated a health system wide drive to improve lower limb care for patients, 
which has motivated other local acute trusts to consider service change for patients. 
Collaborative working with the ICB has led to the development of a lower limb assessment 
and referral pathway across primary and acute care. This includes a vascular intervention 
referral process, and Health Innovation Southwest are creating a digital wound care solution 
for lower limb wounds, including diabetic foot wounds, which will produce robust data and 
track patients across primary and acute care. 

Conclusion
Challenging the status quo of 
patient care delivery requires 
drive, determination, and 
courage. The NBT TV team 
identified that the lack of 
consistent leg ulcer care within 
acute care was impacting 
patients, and that there were 
system wide inconsistencies. By 
working collaboratively with a 
range of stakeholders they have 
commenced a journey to improve 
leg ulcer care further across the 
ICB’s area. 


