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This guidelines summary has been developed 
for health professionals caring for persons with 
venous leg ulcers. Assessment, management 
and prevention of venous leg ulcers should be 
undertaken by a health professional with 
expertise in the area. 
 
For this summary, all recommendations have had 
their levels of evidence classified as follows: 

Level I Evidence from a systematic 
review or meta-analysis of at 
least two level II studies 

Level II Evidence from a well-designed 
randomised controlled trial 
(for interventions), or a 
prospective cohort study (for 
prognostic studies) 

Level III Evidence from non-
randomised studies with some 
control or comparison group 

Level IV Evidence from studies with no 
control or comparison group 

EO Consensus statements 
provided by a national or 
international panel of experts 
in the area. 
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Assessment 

1. Undertake a comprehensive assessment 
of the person, their history, leg ulcer and 
the healing environment1 (EO), using 
validated tools.2  (I)       

2. Persons with a leg ulcer should be 
screened for peripheral arterial disease, 
which may include history and clinical 
assessment as above, and: 

- Examining pedal pulses1 (EO) 

- Doppler examination to assess Ankle-
Brachial Pressure Index (ABPI), and/or 
Toe Brachial Index (TBI)1,3,4 (EO) 

- Doppler ABPI/TBI assessments should 
be undertaken by health professionals 
with expertise in this area1 (EO) 

- Refer for specialist vascular assessment 
if there is uncertainty, or the ABPI is less 
than 0.9, or TBI less than 0.7 5-7 (I) 

3. Undertake ABPI reassessment regularly, 
e.g., every 3–12 months according to the 
individual’s condition3 (EO) 

4. Measure and document ulcer area and 
characteristics regularly to monitor 
progress in healing1,4  (IV) 

5. Complex needs requiring referral to a 
specialist include: 

- uncertainty in diagnosis 1 

- an ABPI less than 0.9 or higher than 1.3, 
TBI less than 0.75-7, ankle systolic 
pressure less than 70mmHg or absolute 
systolic toe pressure (ASTP) less than 
50mmHg1 

- complex ulcers (e.g. multiple aetiology)1 

- signs of spreading and/or systemic 
infection1,4 

- deterioration of ulcer1  

- failure to improve after 3 months, or 
recurring ulceration1          
- uncontrolled pain1          
      
 

Management 

6. Cleanse the ulcer with a neutral, non-
irritating solution, e.g. warm tap water or 
saline.1 (IV)                                                         

7. If present, necrotic and devitalised tissue 
should be removed through mechanical, 
sharp, autolytic or biological 
debridement.1,8 (IV) 

Sharp debridement should only be 
undertaken by trained, proficient, health 
professionals.1 (EO)   

8. Base choice of dressing type on 
assessment of the ulcer and clinical 
judgement. Dressings should be simple, 
low adherent, cost effective, and 
acceptable to the person.9 (I) 

9. Dressings should maintain a moist 
wound-healing environment, manage 
wound exudate and bacterial burden,  
be non-adherent, and protect the peri-
ulcer skin.1,4 (II) 

10. There is little evidence that any one 
dressing type is more effective than 
another.2,10  (I)   
However in an infected wound silver 
dressings may be effective at improving 
healing.11 (II) 

11. Compression therapy is recommended, if 
there are no contraindications.1,12  (I) 

- High-pressure compression utilising 
multilayer bandaging systems may 
be more effective than low pressure 
compression using single layer 
bandage systems2 (II) 

- Compression garments should be 
replaced regularly12 (EO) 

 * Contraindications for compression 
may include ulcers of other or mixed 
aetiology, peripheral arterial disease, 
heart disease, peripheral neuropathy, 
an ABPI <0.5, ankle systolic pressure 
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less than 70mmHg, or ASTP less than 
50mmHg.1  (III)  

- Further investigation is needed if ABPI 
is less than 0.9, or >1.25,7,12  (I) 

- A reduced level of compression may 
be considered under direction of a 
specialist if ABPI is >0.5 and <0.81 (EO) 

12. Compression should be applied based 
on the person’s tolerance and 
preference, by a trained practitioner.12          
                                                              (IV) 

13. Refer persons with venous leg ulcers 
for vascular assessment for venous 
intervention3 (II) 

- Combined endovenous ablation and 

compression therapy may improve time 

to healing13 (II)                              

- Foam sclerotherapy may improve 

ulcer healing rates compared to 

compression therapy alone14 (II)                                                                                                                                                                                

14. There is insufficient evidence that 
therapeutic ultrasound15 (I), 
electromagnetic therapy16 (II), 
hyperbaric oxygen therapy17 (II), 
growth factors18 (II), ozone19 (I), or 
subfascial endoscopic perforator 
surgery20 (I)  speeds healing of venous 
leg ulcers.  

15. Systemic antibiotics should not be used 
for ulcers with no clinical signs of 
infection.21 (II) 

16. If there are no contraindications, 
pentoxifylline may promote healing.22 

                                                                                              (II)                                                             

17. Electric stimulation therapy may 
improve healing when used as an 
adjunct to compression.23 (III) 

18. Appropriate consumer education 
(written and/or verbal) may lead to 
improved knowledge of their condition 
and concordance with its 
management.1 (EO) 

19. Recommend leg elevation and 
progressive leg exercises as part of 
the management plan.1,2,24  (EO–II) 

 

Prevention 

20. After healing, a lifelong commitment 
to use of compression therapy 
reduces ulcer recurrence rates.1,3 (II) 

21. Consider practicality and application 
methods when choosing compression 
type.3 (EO) 

22. Other recommended strategies to 
prevent recurrence include:  

- venous investigation and surgery25   

                                                           (I) 
- regular follow-up and education 
depending on need and risk of 
recurrence3 (EO) 

- skin care, lower limb exercise and 
elevation of the affected limb1,3  (EO) 


