L.VII BLS pathway for patients presenting with red legs
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o BILATERAL Leg Redness \r Unilateral Leg Redness 1

BILATERAL CELLULITIS IS RARE
f U'n\r/1ve|| i ¢ Well patient
Consider differential diagnosis of €verish patien
redness and treat accordingly \L \l/

® Assess DVT risk and

Unilateral leg redness, pyrexia, rule out if suspected
heat, pain, oedema, possible skin via local policy.
Most common causes of Red Legs: blistering, consider a diagnosis )
of acute cellulitis and treat Consider:

Lipodermatosclerosis according to local policy. For

patients with lymphoedema
and unilateral cellulitis see BLS
Gravitational dermatitis cellulitis guidelines and refer to Acute

Contact dermatitis Lymphoedema clinic. Lipodermatosclerosis

Red Flag: Differential diagnosis .
Fungal infection / Intertrigo in skin folds may include necrotising fasciitis. Phlebitis

¢ Venous Hypertension -

Varicose eczema Varicosities

Drug induced Staining

Heat induced redness e.g. sunburn and

] ) Red Flags: In unilateral le,
radiators/open fires/hot water bottles 5 o &

swelling which may extend
Underlying medical condition - consider Treatment for Red Legs above the knee differential

i i i i is should include:
diagnosis heart failure. o Initiate skin care (wash daily diagnosis should include

This list is not exhaustive but in the with soap substitute, dry e extrinsic venous
absence of definite diagnosis of bilateral thoroughly, moisturise with compression due to

red legs implement treatment as below not bland emollient). undiagnosed tumour/
antibiotics just in case. Topical steroids recurrent disease -
exclude with appropriate

pelvic investigation/
blood tests.

Encourage exercise e.g.
chair based EveryBodyCan
\l/ Campaign.

Consider under sock e.g. Chronic DVT - exclude

Dermasilk, Skinnies. with venous duplex and
Compression - class 1 British D-dimer.

\l, standard compression hosiery

can be applied in the absence
of ABPI and any Red flags for
arterial disease.

° Inltlat.e skin care (wash daily w!th soap If there is significant oedema Failure to improve/
sgbstltute, dry th‘oroughly, moisturise or redness or the patient Respond to the above/
with bland emollient). does not respond to class 1 Diagnostic uncertainty.
Encourage exercise e.g. chair based British standard compression .
EveryBodyCan Campaign. hosiery assess vascular status ¢ If suspected peripheral

using Doppler or employ BLS arterial disease,

Position Document: Assessing symptomatic varicose

Assess vascular status using Doppler Vascular Status in the Presence veins or non-healing leg

or employ BLS Position Document: of Chronic Oedema and proceed ulcer refer to vascular

Assessing Vascular Status in the Presence to stronger compression as Services.

of Chronic Oedema. indicated (this may be in the If concerns re skin

Inelastic compression bandaging form of inelastic compression malignancy or other

changed dally Inltla”y and then reduce gan,daglng' compression skin condition, consider

as lymphorrhoea slows. Osiery or wraps). referral to dermatology.

Lymphorrhoea (Wet or leaking legs)

Superabsorbent dressing.
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