
WOUNDS OF THE LOWER EXTREMITY   THE DIABETIC FOOT 
Wagner- Meggitt scale                                         
Grade 0=Intact skin,  1= Superficial ulcer of skin or subcutaneous tissue,  2= Ulcer extends to tendon or capsule,         
3= Deep ulcer with osteo or abscess.  4= Gangrene of toes or forefoot, 5= Mid foot or hindfoot gangrene. 
Stage  1= clean,             2= non-ischemic but infected,             3= ischemic.             4= infected ischemic. 
Neuropathy-may be present with ischemia. Diabetics are rarely only ischemic. They may be only neuropathic 
Sensory neuropathy = loss of protective sensation. Parasthesia pain. Loss of proprioception. 
Motor= tripping, alteration in gait. Muscle weakness & atrophy. Foot deformities, clawed toes, raised arch, foot 
drop. (push and pull to test foot strength). 
Autonomic neuropathy =dry, fissures, distended veins , warm foot, increased blood flow, bounding pulses.. 
Pain with neuropathy can have a stocking distribution of burning pain, worse at night. Contact discomfort.  
To test use monofilament, Achilles pinch and press nail.  
Ischemia: Dorsalis pedis not easily felt in 10% of pop. Posterior tibial (inside).  Peroneal (outer ankle) 
Claudication, resting pain, ulceration =ischemia. Toe pressures < 30 mmHg = critical limb ischemia. TCpO2  < 
40 mmHg = critical limb ischemia. Capillary refill <3secs ok Venous refill < 20secs ok. Redness when legs are 
dependent and palor on elevation are signs of ischemia 
Observe for pressure areas on feet & the pattern of wear of footwear. Position & type of callus (worse if bloody) 
Obvious foot deformities/swelling, Charcot (Lisfranc fracture & dislocation). Compare one foot with the other. 
Mobility of ankles. Dupuytren’s contractures. Look for fissures, cracks & signs of fungal infection. 
Vision and metabolic control. Need for ankle-foot orthosis. Ask about routine footcare and barefoot walking 
Latest HbA1c (should be< 7%). If using a dermal  thermometer an increase of 2oC in one area is of significance. 
Onychocryptosis=ingrowing toenail.   subungual ulcerations. 
Necrobiosis lipoidica diabeticorum= waxy atrophic lesions. Telangiectatic areas (often front of shins) 
Pes planus=flat, Pes cavus= arched.   Hallux valgus =bursa =bunion.                                                                                              

     
VENOUS ARTERIAL 

HISTORY 
Ankle or leg swelling 
History of a DVT / varicose veins 
Immobility 
Trauma 

HISTORY 
Severity & progression of pain indicates LEAD. 
Intermittent Claudication. 
Nocturnal pain-relieved by legs hanging. 
Rest Pain – (ominous sign). 
NI & IDDM, hyperlipidemia, hypertension, smoker 

ASSESSMENT 
Edema                                Hemosiderin deposits 
Pulses present                    Ankle flare Hyperkeratosis                  
Lipodermatosclerosis 
Scarring from previous      Stasis/venous dermatitis    
ulcers             

ASSESSMENT 
Cool or cold feet                        Pallor on elevation 
Pulses absent or weak                Possible gangrene 
Atrophy of skin (thin & shiny)  Thickened nails 
Hair loss on lower legs              Callus 
ABI <0.8                                    Dependent rubor 
Pain 

ULCER LOCATION 
Most commonly located in the “gaiter area”—medial 
aspect of leg, superior to medial malleolus 
 

ULCER LOCATION 
Distal toes                                   Pre-tibial 
Heel                                            Lateral malleolus  
 

ULCER CHARACTERISTICS 
Exudes large amounts when edema present 
Irregular wound shape 
Surrounding skin damage (dermatitis) 
Superficial 
Painful 

ULCER CHARACTERISTICS 
Wound bed pale, dry                   Necrosis of tissue. 
Drainage minimal                        Pale peri-wound  
 “Punched out”                            that  doesn’t 
Steep wound edge.                      bleed easily. 
Very painful 
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