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                           LEG ULCER 

ASSESSMENT FORM 

Patient Details                                                                         GP Details

Surname ………………………                                            GP …………………………….
Forename ………………………                                           Address………………………. 
Date of birth ………………..                                                Contact number ……………… 
 NHS/Hospital number …………                                          Email…………………                                  
Address……………………                                                  
……………………………………                                          Community Nurse Details
………………………………….                                             Address…………………………

Contact number…………….                                                Contact number ……………..
 Email                                                                                   Email                                                                        
INTIAL ASSESSMENT DATE ………………..

ASSESSED BY (PRINT NAME)……………..                                   

 DESIGNATION ……………….

REFER TO …………………….                                                      DATE ………………….                                

(TVN, VASCULAR OTHER)                                                  
	Presenting Complaints/Problems Being Addressed (I.e. duration of present ulcer )

	


	MEDICAL HISTORY
	Please tick
	Specify/Comments


	
	Yes
	No
	

	Previous Ulcers
	
	
	

	Hypertension
	
	
	

	Heart disease
	
	
	

	Anaemia
	
	
	

	Diabetes
	
	
	

	TIA/CVA
	
	
	

	Arthritis 
	
	
	

	Intermittent Claudication 
	
	
	

	Persistent leg pain at rest 
	
	
	

	Varicose veins
	
	
	

	Deep Vein Thrombosis (DVT)
	
	
	

	Thrombophlebitis
	
	
	

	Cellulitis 
	
	
	

	Trauma/ Fractures to legs  (soft tissue/bone)
	
	
	

	Sickle cell Disease 
	
	
	

	Lymphoedema 
	
	
	

	Surgical history 
	
	
	

	Pregnancy
	
	
	

	Other
	
	
	


SMOKING /DRUG AND ALCOHOL HISTORY 

	
	YES
	NO 
	IF YES GIVE DETAIL 

	Smoking
	
	
	For how many years:                         how many per day:

	Alcohol intake
	
	
	Units per week (i.e. large glass of wine 2.3): 

	Use of Recreational drugs
	
	
	


ALLERGIES

	
	YES
	NO
	IF YES PLEASE STATE 

	Medication (antibiotic, dressings ,food)  
	
	
	


MEDICATION (steroid, anticoagulation, oral or topical/creams)
	Prescribed
	Not prescribed 

	
	


	Pain
	Constant 
	Intermittent 
	During the day
	At night 
	At dressing change 

	None 
	
	
	
	
	

	Mild
	
	
	
	
	

	Moderate 
	
	
	
	
	

	Severe 
	
	
	
	
	


	
	Yes 
	No 
	
	Yes 
	No
	
	Yes 
	No 

	Full Mobility 
	
	
	Sleeps in bed 
	
	
	Stairs to toilet 
	
	

	Mobilise with aids
	
	
	Sleeps in chair 
	
	
	Stairs to bed 
	
	

	House/bed bound
	
	
	Hanging the leg out of bed
	
	
	Stairs when going out 
	
	


NUTRITION (nutritional status)

	Weight 
	Height
	Body mass index (BMI)
	Acceptable weight 
	Thin /obvious wasting (very thin )
	Obese/morbidly obese 
	Unplanned weight loss  

	
	
	
	
	
	
	


Lower Limb Assessment (Indicate Y/N)                                                                                                                                           

	
	Date
	
	Date
	
	Date
	
	Date

	
	Right
	Left
	
	Right
	Left
	
	Right
	Left
	
	Right
	Left

	Brown/black staining
	
	
	
	
	
	
	
	
	
	
	

	Eczema


	
	
	
	
	
	
	
	
	
	
	

	Skin Induration (crusty/woody texture)
	
	
	
	
	
	
	
	
	
	
	

	Oedema


	
	
	
	
	
	
	
	
	
	
	

	Cellulitis


	
	
	
	
	
	
	
	
	
	
	

	Ankle flare (visible Capillary distension)
	
	
	
	
	
	
	
	
	
	
	

	Atrophie blanche

(painful white area)
	
	
	
	
	
	
	
	
	
	
	

	Shiny / hairless limb


	
	
	
	
	
	
	
	
	
	
	

	Thickened toe nails


	
	
	
	
	
	
	
	
	
	
	

	Dry / cracked skin


	
	
	
	
	
	
	
	
	
	
	

	Skin irritation


	
	
	
	
	
	
	
	
	
	
	

	Callus formation


	
	
	
	
	
	
	
	
	
	
	

	Foot deformities
	
	
	
	
	
	
	
	
	
	
	

	Foot temperature:

Warm
Cool

Cold
	
	
	
	
	
	
	
	
	
	
	

	Leg temperature:

Warm
Cool

Cold
	
	
	
	
	
	
	
	
	
	
	

	Capillary refill:

< 3 seconds

> 3 seconds
	
	
	
	
	
	
	
	
	
	
	

	SENSATION 
	
	
	
	
	
	
	
	
	
	
	

	Sensation intact

(using 10g monofilament)
	
	
	
	
	
	
	
	
	
	
	

	Heat/cold sensation


	
	
	
	
	
	
	
	
	
	
	


DESCRIPTION AND ASSESSMENT OF ULCER (Indicate Y/N)
	
	Date
	
	Date
	
	Date
	
	Date
	
	
	
	

	
	Right
	Left
	
	Right
	Left
	
	Right
	Left
	
	Right
	Left

	Necrotic

	
	
	
	
	
	
	
	
	
	
	

	Sloughy

	
	
	
	
	
	
	
	
	
	
	

	Infected( red ,hot, swollen)

	
	
	
	
	
	
	
	
	
	
	

	Granulation 

	
	
	
	
	
	
	
	
	
	
	

	Over granulation
 
	
	
	
	
	
	
	
	
	
	
	

	Epithelialisation 

	
	
	
	
	
	
	
	
	
	
	

	Other(Bone /Tendon/Muscle 
	
	
	
	
	
	
	
	
	
	
	

	EXUDATE

	High 
	
	
	
	
	
	
	
	
	
	
	

	Medium 
	
	
	
	
	
	
	
	
	
	
	

	Low 
	
	
	
	
	
	
	
	
	
	
	

	Odour present


	
	
	
	
	
	
	
	
	
	
	

	MEASUREMENT

	Ulcer size (cm) width
	
	
	
	
	
	
	
	
	
	
	

	Length 
	
	
	
	
	
	
	
	
	
	
	

	Ankle  Circumference 
(cm)

	
	
	
	
	
	
	
	
	
	
	

	Calf Circumference 
	
	
	
	
	
	
	
	
	
	
	

	Other (photo)
	
	
	
	
	
	
	
	
	
	
	

	


WOUND IDENTIFICATION MAP
Right leg medial
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Left leg medial
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Right leg lateral
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Left leg lateral
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Right leg back

Left leg back

Right leg front

Left leg front
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DOPPLER ASSESSMENT (ABPI measurement)
	Position of patient During Doppler Assessment 
	
	
	
	
	
	
	
	
	
	
	

	Systolic pressures
	Date:
	
	Date:
	
	Date:
	
	Date:
	
	
	
	

	
	Right
	Left
	
	Right
	Left
	
	Right
	Left
	
	Right
	Left

	Brachial 
	
	
	
	
	
	
	
	
	
	
	

	Dorsalis Pedis 
	
	
	
	
	
	
	
	
	
	
	

	Anterior Tibial
	
	
	
	
	
	
	
	
	
	
	

	Posterior Tibial
	
	
	
	
	
	
	
	
	
	
	

	Peroneal 2nd
	
	
	
	
	
	
	
	
	
	
	

	ABPI result

	
	
	
	
	
	
	
	
	
	
	

	Triphasic (T); Biphasic (B);

Monophasic (M)


	
	
	
	
	
	
	
	
	
	
	

	Type of ulcer identified
	
	
	
	
	
	
	
	
	
	
	

	Signature
	
	
	
	
	
	
	
	
	
	
	

	NB Dorsalis Pedis and Anterior Tibial pulses are branches of the same artery and therefore one or other should be used with another artery to calculate the ABPI.
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ABPI = highest ankle systolic pressure

             highest brachial systolic pressure          
ABPI Result 

Below 0.7
Indicates significant arterial diseases do not apply compression refer to vascular for further assessment 
0.7 -0.79
Indicates presence of arterial diseases  for which reduced compression may be suitable 
0.8 -1.3 
Safe to apply compression 
Greater than 1.3 
Indicates a false elevated reading could be due to calcification or oedema  
Unable to complete ABPI (no signs of arterial occlusion )
Apply Active liner (10mmHg )

CLINICAL INVESTIGATIONS ORDERED  
Investigation

Date
Results
LEG ULCER TREATMENT PLAN 
Date

Date

Date

Date

Right

Left

Right

Left

Right

Left

Right

Left

Wound cleansing 
Normal saline 0.9%
Prontosan irrigation 
Tap water 
Potassium permanganate soak
Debrisoft Pad 

Other 
Surrounding skin care 
Emollients
Ointments
Topical steroid 
Barrier creams 
Other 
Primary dressing 
Low / non adhesive
N/A ultra/Atrauman
Adaptic Touch
Other 

Hydrofiber
Aquacel 
Other 
Antimicrobials 
Aquacel Ag
Inadine 
Medi Honey (not for high exudate wound )
Prontosan Gel 
Other 
LEG ULCER TREATMENT PLAN 
Date

Date

Date

Date

Right

Left

Right

Left

Right

Left

Right

Left

Compression Bandaging 
Full compression
 ( ABPI 0.8-1.3)
Reduced Compression

 ( ABPI 0.7-0.79)
No compression ABPI <O.7 & >1.3
ABPI can’t be obtained & no signs of  Arterial occlusion  
Activa liner 
(10mmHg)  
Other 



HEALED LEG ULCER FORM

	
	Right Leg
	Left Leg
	Right Leg
	Left Leg

	Date of Healing
	
	
	
	


                                       HOSIERY MEASUREMENTS
	Date
	
	

	
	Right Leg
	Left Leg
	Right Leg
	Left Leg

	Thigh
	
	
	
	

	Calf
	
	
	
	

	Ankle
	
	
	
	

	Foot Length
	
	
	
	

	Hosiery 
	
	
	
	


2
1

