
Wounds Africa 

Structured examination of the ischaemic foot / arterial ulcers 

Try to always follow the suggested protocol for new patients. In this way you will not forget to 

ask/check for important things along the way. This is your baseline and can follow the patient’s chart 

during the entire treatment.  At following visits, you obviously will not need to go through the whole 

protocol again. Note that the examination of the ulcer/wound is the end of the protocol.  You need 

to find out a lot about the patient before you jump to the inspection of the ulcer. Remember- do not 

just look at the hole in the patient, look at the whole patient! The evaluation of the wound follows 

the international TIMES model for wound assessment. For more information on the TIMES acronym 

we have written a separate chapter on this.  

Criteria Comments 

Establish reason for patient attendance 
Establish the reason how the patient got the 
wound 

 

Establish the duration of the wound  

Establish the wound development – i.e. 
progressed to worse/ improvement or stalled 

 

Pain 
a) Onset 
b) Location 
c) Duration 
d) Character 
e) Aggravation (what makes it worse) 
f) Relieving (what helps) 
g) Treatment  
h) Severity  

 

Medical and surgical history 
a) Peripheral vascular disease (with or 

without claudication)? 
b) Obesity 
c) Diabetes? HbA1C? 
d) Anemia? Hemoglobin? 
e) Rheumatoid arthritis? 
f) Renal disease? 
g) Previous history of a foot wound? 
h) Previous lower limb amputation? 
i) Prior angioplasty, stent or bypass 

surgery? 
j) Chronic malaria? Hepatitis?HIV? 

 

Drug history (medications and recreational drug 
use). Must also include smoking/other nicotine 
use 

 

Physical examination  

Skin inspection 
a) Color/discoloration 
b) Callus 
c) Wounds/ulcers 
d) Fissures? 

 



e) Maceration? 
f) Hair growth on the foot or lower limb? 

Nail inspection 
a) Discolored? 
b) Ingrown? 
c) Paronychia (inflamed ingrown) 
d) Signs of fungal infection? 

 

Musculoskeletal examination 
a) Foot deformities 
b) Full range of motion of joints? 

 

Footwear 
a) Does it seem appropriate- fastening, 

broad toebox, smooth inner lining, well 
fitting? 

b) Is the footwear worn out? 
c) Wear marks to sole and insole within? 
d) Holes or ruckles in insoles? 
e) Foreign objects in shoe? 

 

Neurological examination with monofilament 
at 4 sites of the foot 

 

Vascular examination? 
a) Palpate for temperature- foot/leg and 

differences between left and right 
b) Palpate arteria dorsalis pedis and 

arteria tibialis posterior 
c) Ankle-brachial index if vascular doppler 

probe is available. 

 

Wound Assessment using TIMES 
a) T-tissue type (epithelial, granulation, 

sloughy, necrotic, visible 
muscle/bone/tendon) 

b) I-Inflammation (redness, increased 
temperature, edema, pain, more 
exudate 
I-Infection (hypergranulated tissue, 
dark red wound bed, smell, 
undermining, new or increased pain, 
increased wound area, delayed healing 

c) M- Moisture (exudate) – amount and 
type – thin, watery, thick, cloudy, 
purulent? 

d) E-Edge (the skin directly around the 
ulcer- macerated, dry, hard/callus, 
edema, rolled? 

e) S-Surrounding skin (basically the larger 
area around the ulcer. In most cases 
you will already have answered this 
under subsection “Skin Examination” 
earlier in this protocol 

 

 

 


