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LEG ULCER CARE IN WALES

Venous leg ulcers are the most common
chronic wound:

) Costly to the health service

Costly to the individual with a negative effect on many
aspects of mental and physical wellbeing

9 Can take months or years to heal

It is estimated that only 42% of venous leg ulcers (VLUS) heal
by 12 months.

(Guest et al, 2017, 2018; Gray et al, 2018; Phillips et al, 2020) 3 3
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SNAPSHOT OF LEG ULCERS St

Number of legs affected by ulceration : ceee
Aetiology of Ulcers S
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LEG ULCER CARE IN WALES

- Delayed healing is often a result of sub-optimal care

» Best practice guidelines exist but are not followed in
sOMme cases

* This leads to avoidable morbidity and reduced quality
of life

« Consistent evidence-based care can reverse this.




STANDARDS FOR LEG ULCER CARE

STANDARDS FOR LEG All Wales Tissue Viability
ULCER CARE IN WALES Nurse Forum (AWTVNF)

have produced the new
Standards for Leg Ulcer Care
In Wales to set the minimum
standards for care delivery in
order to optimise clinical
outcomes and healing rates
IN this patient group.
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STANDARDS FOR LEG ULCER CARE

The document:

* |s based on best available evidence and expert opinion
of the AWTVNF

* The standards apply to all individuals with active leg
ulcers or patients who present with lower limb wounds

- Intended for use by all healthcare professionals involved
IN the delivery of care to patients with leg wounds and
ulcers.
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STANDARDS FOR LEG ULCER CARE:

CONTENTS

° | ntrod U Ctlon Appendix A. Initial contact assessment - untreated leg wound/ulcer
Appendix B. Supported self-care
e In |t|a | contact Appendix C. Leg ulcer core care plan

Appendix D. Leg ulcer/wound pain - management of wound pain
° TWO, fOu r’ e|g ht_Week Appendix E. Leg ulcers and compression therapy
. Appendix F. Exercises to promote healthy legs
review | i
Appendix G. Formal leg assessment - leg ulcer/non-healed leg

wound after 2 weeks
Appendix H. Touch the toes test

« Compression therapy

SeleCtiO N g U |d e Appendix l. Caring for your legs once your leg ulcer has healed
Appendix J. Skin and wound cleansing for patients with chronic leg e
» Glossary of terms. ulcers

Appendix K. Buerger's test guide
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LEG ULCERS

* A leg ulcer is defined as ‘a break in the skin below
the knee which has not healed within 2 weeks'

* Over 60% are due to venous insufficiency and are
classified as VLUs

* VLUs are the most common chronic wound in
the lower leg, affecting 0.1-0.3% of the adult
population, increasing to 3% in those aged over
eighty years

« VLUs often occur following minor trauma to the
leg that fails to heal normally as the patient has
risk factors for their development.
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RISK FACTORS: VENOUS

Increasing age Female sex

Obesity or being overweight Multiple pregnhancies

Issues with mobility and/or Arteriovenous fistula

walking

History of leg fracture/trauma or
Limited range of ankle function surgery to leg

Previous ulcer History of intravenous drug use

Personal/family history of * Chronic oedema

varicose veins or VLU - Sedentary lifestyle

History of deep vein thrombosis Prolonged standing.

(NICE, 2023) e
ok
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RISK FACTORS/RED FLAGS: ARTERIAL

Myocardial infarction Pain on leg elevation

Transient ischaemic attack (TIA) - Intermittent claudication

* Diabetes » Pale, cool hairless leg

* Renal disease » Capillary refill time (CRT) >3
- Rheumatoid arthritis (RA) seconds.

* Lupus

Arterial surgery (leg/heart)
* Smoking
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RED FLAGS

or RED FLAGS (tick all that apply]

the patient have

CVA/TIA

Diabetes

Previous arterial surgery

Smoker/ex-smoker

Rheumatoid arthritis or Lupus

 Intermittent claudication [cramping in calf

when walking or leg pain on elevation that's relieved by lowering leg)

* Cool leg with pallor on elevation [Use Buerger's test See appendix Kl

* Capillary refill time -3 secs [test great toe with room at ambient temp.|

* Absence of palpable or audible foot pulses

a(o|of O0i00|o|o|o|o

ARE TODAY

YES

e Avoid compression
e Complete wound assessment

e Complete Formal Leg Assessment
form ASAP or within 2 weeks

¢ Follow Topical Management
Guidance

e Consider referral

e NB: If only risk factor and no red
flags please discuss with specialist

NO

* Proceed to reduced compression using
either class 1 hosiery (14-20mmHg] or
reduce compression/light support
bandaging as per All Wales Leg Ulcer
Standards Quick Guide [see reverse of
this form)

e Complete wound assessment
* Follow Topical Management Guidance

e Complete Formal Leg Assessment form
within 2 weeks or refer immediately to
appropriate HCP/service to complete
further assessment.
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INITIAL CONTACT ASSESSMENT:

UNTREATED LEG WOUND/ULCER

INITIAL CONTACT

Patient with an untreated leg
wound: initial contact with
a healthcare professional

This quidance is to be

ved for all adults who

1t with a wound or
skin breakdown that
1 or above the

butisb the

Contraindications (without
further assessment or

At first presentation:

Complete initial contact
assessment for untreated leg
wound/ulcer and All Wales Leg
Ulcer Standards Quick Guide
(Appendix a)

Complete local wound
assessment form

Take relevant past medical history
and ulcer history

Determine patient goals, quality
of life/pain management issues,
educational needs and
self-management capabilities
[Harding et al, 2015)

If patient is self-caring complete
Supported Self-Care document
and provide copy to patient
|Appendix d]

Identify any arterial disease risk
factors, red flags or
contraindications for compression
therapy (Box 1]

Complete core care plan [Appendix c]

At each visit follow: Topical Management Guidance
If no arterial risk factors/red flags present [Box 1)
Up to 20mmHg compression can be applied without Doppler ABPI with product
selection dependent on clinical presentation and/or patient preference
If normal leg shape/exudate is contained easily within dressings:
s Apply Class 1 hosiery/garment [14-20mmHg)
OR
If leg shape is unsuitable for hosiery/exudate and is not contained easily within dressing:
e Apply reduced multi-layer compression kit with equivalent 20mmHg
compression [consider ankle circumference in selection)
OR
If excessive exudate/wetness or oedema is present:

e Apply a super absorbent dressing ¢ One layer of bluefyellow line tubular stockinet

¢ Three rolls of wool padding  Apply 10cm width short-stretch
linelastic] bandage in a spiral application from the base of the toes with a 50%
overlap up to the knee as per level 2 recommendation from Chronic Oedema Wet Leg

. ~

Pathway V8.0 [Lymphoedema Wales Clinical Network [LWCN], 2022)

If arterial risk factors/red flags/contraindications present (Box 1):

* Follow Topical Management Guidance and refer

If arterial risk factors and excessive exudate/wetness is present:

Do not apply compression therapy [follow level 1 Chronic Oedema Wet Leg Pathway)

e Apply a super absorbent dressing ¢ One layer of blue/yellow line tubular
stockinet ® One or more roll/s of wool ® One layer of blue/yellow line tubular
stockinet toe to knee (LWCN, 2022)

Patients with pain

Refer to pain management guidance [Appendix d|

Patient information and education: Provide leg ulcer leaflet, compression

leaflet and leg exercise leaflet [Appendices e & f)

factors, red flags or contraindications for compres
services as appropriate ¢ |f oedema present refer to lymphoedema services

sion are present refer to

Referral: « Immediate referral to appropriate healthcare professional/service for a full leg ulcer assessment, diagnosis and management plan. e If arterial risk
tissue viability nurse, leg ulcer nurse specialist, vascular services or drug dependency
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INITIAL CONTACT

INnitial contact with a healthcare professional

Initial contact assessment

Red flags

Supported self-care
« Complete core care plan

- If no arterial risk factors/red flags — up to 20mmHg compression
without Doppler ankle brachial pressure index

» Topical management.
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INITIAL CONTACT ASSESSMENT - UNTREATED LEG WOUND/ULCER . : :
LI )
& & &
If the patient has Sl O-K ::t:h?‘:lf; ul_zzrw‘”rj Box 2. Selection criteria for reduced compression A
oedematous lower Zoil 4 S If the patient has a up to 20mmHg cer
limbs without an active A leg ulcer ound below the knee e EaE e o 0o 0
leg ulce follow the All that has esent without sign Follow the All ;'.’;le— * Normal leg shape/ exudate contained easily within e e o
Wales Chronic Oedema healing for 2 weeks or more” [NICE, Diabetic foot p:(h.\a" dressings: Apply class 1 hosiery/garment 14-20mmHg o o

Wet Leg Pathway OR dd barcode ,‘I'
St S S el e Sy * Leg shape unsuitable for hosnery/exudate not contained . e
www.medic.video.wetleg v : within dressings: Apply KZ
skin breakdown ankle circumference measurement
L ] A »
* Excess exudate/wetness or oedema:  Three ro e o o
* Apply one 10cm width ine o o o
co] in spiral application from base of toes
Is this the first m’ethe. p— Has the patient had the 0% ‘..hﬁu to the knee : j :
your service for this leg [: l.l;i fli_o _‘r‘:ivyf}tir;fcr? e
Box 1. Arterial risk wound or ulcer? R cer
factors/red flags e e.
Yes - e o o
MI:T & Dressing Formulary . e
® & -
h ‘:’a' 'm"'km“ ‘C3W. o8 Complete Initial Contact oo o
mok r:,;.ﬁ] redd Assessment - for untreated leg 7~ e 0 o
2 5 wound/ulcer . o e
® Does the patient have - Commence s ® e
Contraindications [without a”—rlla[ t? :‘ Yes ] Formal Leg Ulcer cee
further assessment or et Assessment oo
. documentation e o 0
N Undertake ABPI ®e o0
- [Doppler] as nt eo o
e oo
® o0
® o 0O
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jotion <= Has the wound healed after 2 Mo
weeks treatment? ~ “=
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FORMAL LEG ULCER ASSESSMENT:

TWO WEEKS

Timeline Assessment Management

Formal leg ulcer assescsment

2 WEEKS

by appropriately trained
professional within 2 weeks
of initial contact

This guidance is to be
followed for people who
present with a leg wound/s
where there are no signs of
fealing within two weeks or
more after occurring (NICE,

Z2018). '

A person presenting with a leg

wound should be
ssed [including vas

ssessment of arte

ass ular
L

[\

upplyl within 14 days
of original presentation

INWCSP, 2021).

n

CARE TODAY

Complete Formal Leg Ulcer Assessment documentation
|see appendix g} and include:

- Local wound assessment

- Ulcer measurement length/width/depth in cm or area
measurement in cm?

Vascular assessment to include ABPI/TBPI NB: TBPI
recommended for patients with diabetes or grossly

oedematous limb [IWDGF, 2021)

Test for neuropathy - Ipswich thuch technique/ Touch
the Toes Test' [Diabetes UK, 2012| (Appendix h)

- Review pain assessment

- Review core care plan
- Review patient self-management as required

Determine probable diagnosis based on the clinical
presentation and vascular assessment:

At each visit follow: Topical Management Guidance
VENOUS ULCER
Healing Target =12 weeks

ABPI =08 -1.3; Select compression from guidance to provide
£0mmHg at the ankle

If ABPI range not within normal range [0.8-1.3] seek specialist
advice about compression.

MIXED AETIOLOGY ULCER
ABPI=0.51-1.3; ABP| 3>1.3 or TBPI= 0.65-0.69

Select dressing based on assessment of the wound; follow locz
formulany/protocol to meet wound bed needs

Discuss compression/management with TVN, leg ulcer
specialist
or vascular services

SEVEREARTERIAL DISEASE WITH ULCER
Follow topical management guidance

SEVERE ARTERIAL DISEASE AND EXCESSIVE
EXUDATE/WETNESS

Do not apply compression therapy [follow Level 1 Chronic
Oedema Wet Leg Pathway)

» Apply a super absorbent dressing  One layer of bluefyellow

line tubular stockinet «0One or more roll/s of wool ¢ One layer o

luefyellow line tubular stockinet toe to knee [LWCN, 2022)

Aim to keep limb as warm and well perfused as possible.
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FORMAL LEG ULCER ASSESSMENT:

TWO WEEKS

Date referral recaved

Date/Tima assassment

FORMAL LEG ASSESSMENT - LEG ULCER/NON-HEALED
LEGWOUNDAFTER 2 WEEKS

X
g
g
<

NB: Use this document in conjunction with the All Wales Leg Ulcer Standards Pathway & local HBwound a

ssment form

Site of wo

Pogsiblo Artorial Indicators (Tick all that apply) Possiblo Venous Indicators [Tick all that apply)

Prodisposing fontributory factors:

Prodisposing kontributory factors:

ischaemic heart disease/M

Reduced mobilty/sedentary lifestyla

Obesity/raizad BMI

Sleaping in ch ik of keg alevaton

o|jo|jo

Renal disease

Trauma/ surgary /fractura to limb

Lo

Provicus arterial surgery

Vanous thrombesis/ INT/ phisbitis

L0

Smaker/ax -smaoker

Oo|jo|o|o|o|ojo

Rhaumateid ar

Hstary of callulitis
(v which leg & no. of episades for each kgl

Lo

FORMAL LEG ASSESSMENT - LEG ULCER/NON-HEALED

LEGWOUND AFTER 2 WEEKS

Right

Left Ught

Qlinical Signs & Symptoms on log

Clinical Signs & Symptoms on log

» Absanca of palpable cr audible foct pulses

* Intermittent claudication [cramping in calfwhen walking
or lag pain co relioved lowaring leg

o oo

Oedema/ymphosdama

Hagmaszidanin staining fbrown staining/ pigmentation)

Atrophy Blancha [small white atrophy scars|

Varicasa veins or anke flare
[Small prominant vains to ankla/ioat]

Dry/wet eczama {Irmitation of skin)

Oo| O (Oo|o
O] O (OOo|0f=

Does the patient have other health conditions that might be causing/contributing to log ulceration?

w

PainAssessment NB: Tick all tha
care plan it reguired

an ght

e
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FORMAL LEG ULCER ASSESSMENT:

TWO WEEKS

» By appropriately trained professional

* Within 14 days of original presentation
(NWCSP, 2023)

- Determine probable diagnosis based Ag
on clinical presentation and vascular *°
assessment

» Simple/complex VLU

- Mixed/severe arterial/other aetiology.
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REGULAR LEG ULCER ASSESSMENT:

® ® o @ o o o o

FOUR WEEKS AND EIGHT WEEKS

N N E NN EEEE N EE R N R I I I I
e & & 0 0 & O O O OO O OO O OO OO O SOOGS0
® . 0 0 0 0 O O O OO OO OO OO OO OO OO e 0 e 0
T E N E EEEEEE e

4 WEEKS - Record local wound and pain assessment Continue current management BWEEKS - Recordoca woundand pan
Reassessment at 4 weeks - Ulcer measurement length/width/depth in cm or area  Reassess in a further 4 weeks to determine % area reduction assessment
following formal leg ulcer measurement in cm? | ’ R t at Bweeks .
assessment and instigation - Colculate % ize reduction i thcer area It healed: ensure appropriate compression therapy [at least eassessment at owee - Ulcer measurement lengthfwidty
I . : l 30mmHg] is continued for lif. following formal leg ulcer depthzmcmorareameasurement
- review core care ptan T Y |
; | assessment and ingtigation """
Patient information and education - Calculate % size reductionin .
- When healed, provide Caring for your legs once your leg ulcer Ofmanagement ulcer area cer
has healed leaflet [Appendix i) . : : :
- Review core care plan oo
Referral:  Refor o additona specialty/sevic ifwound not reduced by 0% byweek & INUK, 2016 » Seck acice from specialt f ptient unabl o tolerat e
recommended treatment Managemenl cooe
Continue current management cee
Reassess in a further & weeks to determine % area reduction ceocoe
I healed: ensure appropriate compression therapy (at least 30mmH) is continued for cece
llfQ. R K
Referral: ¢ Refer to additional speciality/service as required. « All VLU's not healed within 12 weeks refer toVascular services INWCSP, 2021] » Seek advice from Sl
specialist if patient unable to tolerate recommended treatment cooe
CARE TODAY | | e .




REASSESSMENT AT FOUR AND

EIGHT WEEKS

* Simple VLU - reduced size by at
least 30%

- How do we measure percentage
healing?

* When should you refer to specialist
service?

- When should you refer to vascular
service?

E



FUNDAMENTALS OF LEG CARE

- Promote co-production with patient and identify
shared goal(s)

- Provide patient information in an appropriate format
- Address factors delaying healing (if possible)
« Provide health promotion advice

¢ Optimise pain management and nutrition

Promote movement and leg and foot exercises.

) CARE TODAY
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FUNDAMENTALS OF LEG CARE

- Encourage leg elevation when resting and avoidance
of chair sleeping

- Provide application aid for hosiery kit if required
+ Record local wound assessment weekly

- Ulcer/symptom deterioration requires full
re-assessment to identify the reason for deterioration
and appropriate management.
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At each dressing change:

* Cleanse ulcer and wash skin

« Remove |loose skin scales and dried exudate
* Moisturise skin after drying

« Treat venous eczema

« |f black eschar is present in ischaemic/severe arterial
ulcers, keep it dry

« Apply simple non-adherent dressing unless complex
(i.e. if slough to wound bed more than 30%) or infected

« For complex/mixed ulcers, select dressing according
to wound bed tissue type and aims of management.

SKIN AND WOUND CLEANSING FOR PATIENTS WITH CHRONIC

LEG ULCERS

® @ & & & & 0
® o o e o o

First-line cleansers for wound
hygiene

Why use them?

How to use them

Comments

Drinking quality tap water

human cells

chronic wound and

Helps to remove dry skin used in
binatio

Can be delivered in a variety
e.g. patient sh
using a lined b

d bed using drinking
er and g; bs.

Emollient soap substitute can be
useful for removing dry skin
scales and for rehydrating skin

Can be a moving and handling risk f
g large volumes - requires risk
ment

an become colonised
itting infection if not flushed

flammable and
caution

Sterile normal saline

Non-Antimicrobial cleaning agents.

Should be used if drinking quality
water is not available

Low toxiciy

temperature.
Available in a sac

t, spray can or

und bed using saline

for rehydrating skin

Caution to protect surrounding

environment f using a spray saline
Limited af b
nds that require

acterial load

asterile procedure

First line Cleansers for wound hygiene

Why use them?

How to use them

Comments

ND AS TRINGENT AGENTS

Product made up ready for use by
pharm

Can cause irritation

hould be remov
patula to reduce

ANTISEPTIC

dine dibydrochrloride eg
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TOPICAL MANAGEMENT GUIDE

« If light exudate present, apply a simple absorbent pad or for
moderate to high exudate volume, select a super-absorbent
dressing

* An adhesive dressing may be considered if hosiery is used,
and exudate can be contained within the dressing

* Secure non-adhesive dressings with tubular stockinet applied
toe to knee or a leg ulcer hosiery kit liner if using a kit

Respond to local infection

Respond to spreading infection.
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LEG ULCERS AND COMPRESSION
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LEG ULCERS AND COMPRESSION

THERAPY

« Oedema

* Exudate

* Limb shape

+ Pain management

« Post-thrombotic changes

« Height of the individual

* Obesity

« Psychosocial or lifestyle issues
* Availability of product on formulary (Wounds UK, 2016).
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SELECTION GUIDE

COMPRESSION THERAPY SELECTION GUIDE FOR LEG ULCER TREATMENT

Always consider applying toe support using bandaging or toe caps, where there is risk or presence of toe oedema in patients with no clinical

signs of arterial disease

COMPRESSION THERAPY

No clinical signs of arterial disease
ABPI0.8-1.29 or TBPI = 0.7

No clinical signs of arterial disease
ABPI0.8-1.29 or TBPI = 0.7

No clinical signs of arterial disease
ABP|0.8-1.29 or TBPI = 0.7

No clinical signs of arterial disease
ABP|0.8-1.29 or TBPI = 0.7

Exudate is contained within
dressing and

Leg shape is ‘normal’ or ‘near
normal” and

Skin on leg is otherwise healthy and

There is no reducible oedema

e Exudate is contained within
dressing and

e Leg shapeis ‘'normal or slightly
distorted and

e Reducible oedema is minimal

e Applying hosiery kit is difficult

Exudate is not contained well
within dressing and/or

Oedema needs reducing and/or
Leg shape is poor and/or
Skin on leg is in poor condition and

Trained healthcare professionals
are available to reapply as needed

e Exudate is contained within
dressing and

e Leg shape is distorted and/or

e Oedema has been reduced as
much as practicable and/or

e Skin condition on leg needs
improving and/or

e Circular knit hosiery kit is
not comfortable

e Seek specialist advice if needed

Offer compression hosiery
kit (40mmHg)

Offer inelastic compression
wrap (40mmHg)

Offer compression bandage
system (40mmHg)

Offer flat-knit hosiery or
inelastic compression wrap
(40 mmHg)

ARE TODAY

NB: The criteria for selecting different types of compression i.e. hosiery, wraps or bandages, above can also be applied if using reduced compression of 20mmHg

e o o o

® o o o o

®

® o o 0 o o

® © © 0 0 © 0 0 O O 0 00 0 0 0 0

T

e o @ o o

®
]
®
&
%
L
°
L]
-
©
2
&
£
&
@

® @ 0 0 0 0 O O O O O OO OO O OO O OO OO O O SO S S e 0o

® ® 0 0 O O O O OO """ " 0 0

® © 0 0 OO OO O OO " 00 0 0o

e

& s

@ ® ©® © O O ® o 0 o 0 0 0 0 0

® © © © o o

T B E EEEE EEEE T T E

T E E EE EEEEEEE T



PATIENT EMPOWERMENT,

PATIENT CONCORDANCE
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SUPPORTED SELF-CARE

Management for those patients who are identified as appropriate

for supported self-care:

¢ The patient has consented to a supported self-care
arrangement at this time

e All treatmen sions have been made in collabora

the patient to achieve the patients’ preferred outcome

and is considered to have

support

¢ The patient or carer has been asse

mental capacity and physical ability to self-care witl

¢ Praovide the patient with the following & documents:
1. My Leg Ulcer Treatment Plan: A
plan that lists the required dress d the or

are to be applied and any other treatment or advice to follow. This

is signed by both the patient and HCP

simple wntten treatment

inwhich they

2. My Leg Ulcer Care Journak A record sheet for the patieny
carer to document when dressings were chang

the wound and any possible concerns or detenoration

3. How to Care for Your Leg Ulcer at Home: Written practical

4. Patient Information Leaflet: Provides additional practical

advice and health education

H1

¢ |t must be ensured that the patient has the necessary wound
dressings and compression therapy that is needed for the length
of time required

the progress of

* Follow-up appointments b
arranged and agreed wath the patient and/or carer to review the

Vi3 phone or In personj must be

cunnh of
Supply @

* Ensure that the pat er are aware of possible Red Flags to
look out for which are all listed on How to Care for Your Leg
Ulcer at Home leaflet

etails of a HCP that th
estions

* Ensure that thep

should they

n contact

0 continue

£y

® 0 0 0 o

® 0 0 0 0 0 0® 0 0 00

®

£
A
®
L3
°
L4
®
@
&
=
Ed
®
@

i

£ ® © © 0 0 0 OO0 00 00 0 0 0

® © 0 00 0 ° 0 0 0 0

® 0 0 0 0 0 O OO OO OO 0 0 00 £

®

=

® ®© 00 O OO 00 0 0 0 0 0

I E E EEEEEEEEEEEENN)

e o o 0o 0

-

Y

™Y

T E EEEEEEEEE



® ¢ o o 0 o
e o o 0 0 o

‘‘‘‘‘‘‘‘

REFERENCES =

*  Guest JF, Ayoub N, Mcllwraith T, et al (2017) Health economic burden that different wound types impose on the UK's National Health .
Service. Int Wound J 14(2): 322-330 .

*  Guest JF, Fuller GW, Vowden P (2018) Venous leg ulcer management in clinical practice in the UK: costs and outcomes. Int Wound J
15(1): 29-37

L I I I B I B BN BN BN BN BN BN BN BN BN BN I BN
‘I E E E E EEEEEEMN:

® © 0 0 © © 0 O OO O OO 00O 0 0 0 0

* National Institute for Health and Clinical Excellence (NICE) (2023) Leg Ulcers — Venous. Available online:
https://cks.nice.org.uk/topics/leg-ulcer-venous/

+ National wound care strategy programme (2023) Lower limb wounds: leg ulcer recommendations. Available online:
https://www.nationalwoundcarestrategy.net/wp-content/uploads/2023/08/NWCSP-Leg-Ulcer-Recommendations-1.8.2023.pdf

«  Philips C, et al (2020) Cost of managing patients with venous leg ulcers. Int Wound J17: 1074-82

s e

* Wounds UK (2016) Best Practice Statement. Holistic management of venous leg ulceration. Wounds UK, London. Available online:
www.wounds-uk.com

® © & 0 o o o

® ® © O 0O O ® ® 0® 0 0 0 o

&

®

@
e ®
L N ]
L
® 0
@ @&
® ®
e 0
s ®»
& ®»
e o

' N E EEEEEEEEEEEENENE N

ARE TODAY | ’ SRR X 157

® © © © © © ® © ® ® © ® © © © © © © o ©


https://cks.nice.org.uk/topics/leg-ulcer-venous/
https://www.nationalwoundcarestrategy.net/wp-content/uploads/2023/08/NWCSP-Leg-Ulcer-Recommendations-1.8.2023.pdf
http://www.wounds-uk.com/

