* ©bo-year-old maile witn a nistory ot
uncontrolled diabetes mellitis presenting
with weakness, right lower extremity pain,
and swelling for the last ten days. Patient
reports working as a long-haul truck
driver, was on the road, and unable to
present to the ED for evaluation.

Pertinent Physical Exam

« Vitals: BP: 137/178 HR: 101 RR: 25 O2

saturation: 98% Temp: 100.4 F

» General: lll-appearing obese male, lying
In bed, odorous

* Neuro: CN II-XII intact, no motor

 HEENT: Dry mucous membranes

* Lungs: Clear to auscultation bilaterally, no
Increased work of breathing

* CV:tachycardic

» Extremities: Diffuse right leg erythema
with bullous lesions to medial foot,
crepitus to medial knee and multiple
guarter sized ulcerations

Pertinent Lab Values

« WBC: 21.5, Neutrophils: 78%
e Potassium: 3.1

e Sodium: 128

e Lactate: 1.5

 ESR: 110

« CRP: 33.20

Questions

1. What are the significant findings in these

X-rays?
2. What is the definitive intervention for this
condition?

ANnswers

1. Gas to medial knee
2. Surgical debridement and removal of
Infected tissue

PEARLS

1. Persistent advocacy for dispositions on
patient care

2. Timely re-evaluations with closed-loop
communications are key

3. Individual providers are responsible for
system guality improvement efforts
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