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Dictation Time Length: 56:18 & 28:09
Case Review

December 17, 2022
RE:
Keith Clark

As per the records supplied, Keith Clark presented to the emergency department on 10/07/21. It was noted that he had bilateral lower extremity swelling and scattered abrasions extending over both shins. There was no apparent tenderness in the knees. He was neurovascularly intact. He received Percocet in the emergency department. He underwent numerous x-rays. X-rays of the right tibia and fibula, ankle and foot showed no evidence of fracture. X-rays of the left tibia and fibula were without acute concern. X‑rays of the left ankle were without acute concerns. X-rays of the left foot showed linear lucencies projected over the base of the fourth and fifth metatarsals and possibly the third metatarsal and distal cuboid, likely representing nondisplaced fractures. This could be evaluated with a CAT scan. Such a study was done and showed multiple fractures. These were centered upon the TMJ joint plane involving both sides of this plane. There was no malalignment to indicate Lisfranc ligament injury. There was moderately pronounced amount of regional soft tissue edema/hemorrhage and regional atherosclerosis as well. X‑rays revealed nondisplaced, slightly comminuted, predominantly transverse oblique fracture at the fourth metatarsal base, comminuted intraarticular fracture at the base of the third metatarsal, small avulsion fracture at the plantar base of the second metatarsal, avulsion fracture involving the base of the cuboid likely in two locations, additional calcific flecks at the confluence region of central and lateral cuneiforms with cuboid, small chip fractures possibly present at the distal dorsal cuboid as well. There were multiple degenerative calcifications at the dorsal talonavicular joint and region of the medial navicular. He had additional degenerative or remote posttraumatic changes at the medial malleolus. There was prominent os trigonum with degenerative changes of its pseudoarthrosis. He was administered morphine for pain control. His glucose was 399. He stated he checks his sugar at home and diabetes is typically under control, but he had two lemonades prior to presentation. He was evaluated by Dr. Szymanski who recommended intravenous fluids, continued pain control, and podiatry consult. He was seen by a podiatrist Dr. Blanken who recommended posterior splint of the left lower extremity and close outpatient podiatry follow-up in one week. His abrasions were also cleaned and dressed. He was prescribed Percocet, Keflex, and a wheelchair.

At the outset, they noted he was a 58-year-old male with past medical history of diabetes who presents with a chief complaint of bilateral leg pain. Earlier that day at work, a 40‑pound metal bar fell directly onto his feet/ankles. The bar grazed his shins on the way down. He attempted to walk afterwards, but was unable to do so secondary to pain. He was taken by EMS to the emergency room. Clinical exam found scattered abrasions with small various skin tears over the bilateral anterior shins. He had diffuse swelling in both ankles and feet. He also suffered from erectile dysfunction and hypertension. Medications included albuterol, amlodipine, calcium carbonate (Tums), Keflex, insulin, oxycodone/Percocet, and spironolactone. If I missed any other x-ray reports from the ER, please INSERT them here
On 10/14/21, he was admitted to the hospital. They noted diagnosis of uncontrolled blood glucose and type II diabetes that was 569 on admission and his A1c was 8.9. He also had acute kidney injury with chronic kidney disease stage IIIB, hypertension, acute on chronic anemia, bilateral crush injury with multiple midfoot fractures of the left foot, sepsis due to right foot infection, and leukocytosis. CAT scan was concerning for subcutaneous air over the dorsal midfoot, likely infectious process. He was also being followed by podiatry. He underwent blood cultures and additional laboratory studies. He had a peripheral vascular evaluation done on 10/15/21. They showed no evidence of deep vein thrombosis in the bilateral common femoral, femoral, deep femoral and popliteal veins. It was a technically compromised study; therefore, nonocclusive deep venous thrombosis cannot be excluded in the right peroneal and bilateral posterior tibial veins. There was also venous valvular reflux on the left. This study was done by Dr. Hashmi. On 10/26/21, he was seen by an internist named Dr. Madren. She gave diagnoses of acute metabolic encephalopathy with myoclonic jerks. She suspected this was more of a progressive subacute onset and multifactorial related to progressive renal failure with uremia, hypoglycemia, ongoing sepsis, and Dilaudid. His blood sugar was 66 and D50 was given. She wanted the blood sugar to be repeated. They were going to discuss with the renal service about possible dialysis. They were going to repeat his blood chemistries and BUN. She wanted to check his ammonia, arterial blood gas, hematocrit, and decreased narcotics. They would hold him for now with significant injury, to try to restart if mental status improves. They would repeat lactic acid and procalcitonin, but she was certain he had ongoing sepsis. He was status post multiple incision and drainage procedures on 10/15/21, 10/17/21, and 10/21/21. He had ongoing fevers and leukocytosis. Infectious Disease agreed the likely source was not controlled, ? heading toward amputation. They were going to check an ultrasound of the feet to rule out abscess. His antibiotic was changed and he was to continue fluconazole. They would watch for diarrhea, at risk for Clostridium difficile. He had acute kidney injury with urine retention for which a Foley was ordered. He had acute on chronic anemia with a hemoglobin of 6.4 and he underwent one pack of red blood cells on 10/24/21. Hemoglobin on this visit was 7.0. She noted the blood sugar results and suspected hypoglycemia with worsening renal failure. They were going to hold the NPH and Levemir for now (note BS 569 on admission). They would continue corrective insulin. His BMI was 39 and deemed to be morbidly obese. Weight loss was advised. He was to continue Norvasc for hypertension, as well as DVT prophylaxis with heparin. He was at high risk to move to the intensive care unit. He underwent serial laboratory studies including blood glucose on 10/25/21 measuring 191, 10/26/21 at 04:50 in the morning at 78, and at 06:36 it was 80 on 10/26/21.

This will probably go earlier for chronological reasons: On 10/14/21, he underwent an admission history and physical by Dr. Hashmi. The assessment was type II diabetes with uncontrolled blood sugars. He had a blood glucose of 569 on admission. He had acute kidney injury, rhabdomyolysis secondary to trauma, and elevated white cell count for which he was started on Keflex. He had a foot fracture with uncontrolled pain for which he was to see podiatry. He had bilateral leg swelling. He was to be admitted with continued hospitalization for ongoing assessment and treatment. The risk of deterioration was given as “high.” It was noted after the work injury he was given Percocet that made him hallucinate and caused severe constipation. He was seen by Dr. Callahan the date of this exam and placed in a splint. Pain was uncontrolled and he was unable to take care of himself and his family was unable to get around at home as he is unable to get to the bathroom to have a bowel movement. He was also found to have uncontrolled blood sugars. He was noncompliant with diet and insulin. Blood sugar was 570 on check and creatinine of 1.9. He does not report any history of uncontrolled diabetes and history of renal disease. (This differs from the listed diagnosis of chronic kidney disease).

During this admission, he was seen by Bayview Physicians Group on 10/18/21. He did have multiple listed medical problems including hyperglycemia, acute kidney injury, uncontrolled diabetes mellitus, and hyperglycemia due to type II diabetes mellitus. He also had chronic kidney disease at stage IIIB. CPK was 304. On 10/24/21, Dr. Hashmi rendered a diagnosis of sepsis due to bilateral foot infection-POA in the setting of bilateral crush injury with multiple midfoot fractures of the left foot, left foot abscess, and right foot infection. White blood cells continued to trend up 40 and he continued to get fever spikes. He had incision and drainage on 10/15/21. On 10/17/21, he went to the operating room where he had cultures taken. Gram-positive R and GPCs and yeast were found. Plastic surgery consult was requested as soon as possible. He would benefit from emergent interventions and plastic evaluation. However, no plastic surgeon was available until Monday. Dr. Hashmi called to transfer him on 10/21/21 and had been in contact daily, waiting for a bed. Dr. Bangomple/hospitalist would accept him when the bed was available at a step-down level. He was seen by a general surgeon who also recommended plastics see the patient. On 10/25/21, Dr. Hashmi noted he was seen by plastic surgery that day with no plan for intervention. The Transfer Center canceled his bed request to Norfolk General Hospital. Dr. Hashmi again indicated the risk of deterioration was high. He did undergo peripheral vascular studies. On the right, digital waveforms and pressures were consistent with small-vessel disease. The left digital waveforms and pressures are consistent with severe critical digital disease. When compared to the previous exam of 10/17/21, there had been progression of disease on the left. On 10/27/21, Dr. Hashmi diagnosed septic shock due to bilateral foot infection-POA. He was closely monitored and remained on various medications. He was intubated and underwent a portable chest x-ray on 10/26/21. A central line was also placed. He had ongoing low lung volumes with mild interstitial edema. On 10/28/21, they noted bilateral below-the-knee amputations were done that day. He had been intubated on 10/26/21 due to acute hypoxemic respiratory failure. Ongoing diagnoses were uncontrolled type II diabetes with a blood glucose of 119 and an A1c of 8.9. Due to a hemoglobin of 7, he received two packs of red blood cells transfusion. On 10/30/21, he was seen by Dr. Voore with an inpatient progress note. He remained intubated and not following commands. Review of systems was limited due to him being intubated. Extremities found the dressings intact at the below-knee amputations bilaterally. On 10/31/21, Dr. Voore noted he would continue intravenous antibiotics of meropenem and Diflucan and wound care per the Vascular Service who were following him closely as well.

On 10/17/21, podiatrist Dr. Cavallo performed incision and drainage of multi-subfascial spaces in the left lower extremity. Also performed were excisional debridement of open wound of the right foot to the level of the muscle – post debridement measurements approximately 7 cm x 1 cm x 0.5 cm. Diagnoses were bilateral abscess of the foot. Preoperatively, ischemic changes were noted on the dorsal left ankle with subcutaneous air noted. Intraoperatively, approximately 15 cc of coagulated gaseous hematoma was noted at the left lower extremity which was evacuated. There was no further purulence or hematoma from the right foot wound.

What follows will probably be in reverse order: On 10/19/21, chest x-ray showed bibasilar densities likely due to atelectasis. On 10/18/21, he underwent arterial and venous imaging of the lower extremities. This group of reports runs back to 10/14/21. He had a CAT scan of the right foot compared to a radiograph of 10/07/21. On 10/28/21, he was seen by gastroenterology namely Dr. Singh. Hospital course was complicated by septic shock. He had bilateral foot infections warranting ICU admission. He had required pressor support and was intubated. He was now status post incision and drainage with plans for bilateral amputation for source control on 10/28/21. He successfully underwent that morning guillotine amputation with vascular surgery. He remained on a ventilator. Assessments included transaminitis in the setting of septic shock.

This will go in the administrative section of the report, probably the impressions: An application for special fund release was completed relative to the incident of 10/07/21. The First Report of Injury was completed on 10/08/21. They noted he was cutting bands around steel billets when two bars rolled down both legs, pinning his legs to the ground, causing fracture to the right and left ankles. An employee claim for compensation was also completed on 10/29/21. A protective application for relief pursuant to 33 USC Section 908F was submitted on behalf of Virginia International Terminals & Signal Mutual Indemnity Association. This appears to be the “8F” administrative issue. It explained he had a preexisting disability in the form of diabetes no later than 05/24/16. It was repeatedly referenced as poorly controlled due to the claimant’s noncompliance with dietary instructions and medication use. This led to diabetic neuropathy in his feet no later than 05/24/17 which required the use of medications (gabapentin) and instructions to avoid independent toenail cutting, walking barefoot, and bathing without first testing water temperature. Additionally, in January 2021, he had complications from the neuropathy caused “dry gangrene” in the left big toe. Mr. Field wrote in this application on 07/20/22 “the cascade of symptoms and complications that follow the subject accident appear to be attributable to the claimant’s severe and uncontrolled diabetes. Although the claimant has not yet formally asserted entitlement to permanent disability benefits, it is probable the claimant would. If he is deemed or adjudicated permanently, partially or total disabled, VIT will argue that preexisting disease, disability and dysfunction caused or contributed to the current degree of disability. Medical and claim records manifest VIT prior to the subject accident prove this fact. These records support the proposition that a cautious employer would have either terminated or ceased hiring the claimant absent the availability of special fund release.” This application was submitted on a protective basis only.

Back to the hospitalization: On 10/18/21, he underwent a consultation by Dr. Brown. She noted his mechanism of injury and course of treatment referencing the type II diabetes that was preexisting. Admission blood cultures were negative. He underwent several debridements. Cultures on 10/15/21 showed no growth with Gram-positive rods and Gram-positive cocci seen on Gram stain. Abscess cultures obtained on 10/17/21 on the left foot showed few yeast. There was only budding yeast seen on the Gram stain. White count remained elevated at 19 and he continued to spike fevers. Dr. Brown listed the numerous medications he was on. He had undergone glucagon injection and received Dex4 glucose chew tablet. He had D50 injection. He was taking insulin detemir U-25 100 units twice per day. He also was taking insulin NPH and regular 70/30 20 units twice per day. On 10/25/21, an Infectious Disease consultation was performed by Dr. Kelly. She recommended discontinuation of vancomycin, but to continue the Zosyn and Diflucan. They were going to monitor tissue cultures. He had a nephrology consultation. They were awaiting plans for transfer to SNGH, source control. If he has another fever, they would repeat the blood culture twice. Dr. Kelly actually followed his progress daily over the next several days. As of 10/27/21, she wrote status post incision and drainage of both feet on 10/21/21 with tissue cultures grew C. parapsilosis. Listed diagnoses also included bilateral foot abscess with crush injury, septic shock, recurrent fevers, AKA – on CKD, type II diabetes mellitus, and hypertension. He also saw Dr. Nichols for an infectious disease progress note on 11/01/21. It was noted no MRSA was identified so they would discontinue linezolid, but continue meropenem and fluconazole. She wrote he had “uncontrolled diabetes mellitus with a hemoglobin A1c at 8.9” and that he was immunocompromised due to “diabetes mellitus.” This is a clear demonstration of his preexisting and underlying diabetes placing him at risk and complicating his course of treatment here.
Mr. Clark was also attended to by additional specialists. He saw a nurse practitioner named Ms. Depano on 10/26/21. His Glascow Coma Score was 3 upon arrival with a plan to intubate. He would need central line and arterial line for pressors. He was being followed by the vascular team and plastics. He was “critically ill with need for complex decision-making, exclusive of procedures.” He has one or more vital organ systems impaired. There was a high probability of imminent and life-threatening deterioration in the patient’s condition. That same day, he underwent a pulmonary consultation by Dr. Tiro for septic shock, acute encephalopathy, and hypoglycemia. He had diabetes mellitus type II and was now hypoglycemic for which D50 was given. They are going to monitor his glucose every hour for now. He had two MRTs for hypotension. He was found to be hypoglycemic also with blood gasses in the 30s. He had a decline in mental status noted and he was unresponsive. His BMI was 40 and he was morbidly obese. Several diagnoses were given including shock due to sepsis with metabolic acidosis and acute kidney injury following lower extremity injury with abscess. He was on a drip of dextrose 10% as well as sodium chloride 0.45%, Fentanyl, and Levophed. On 10/28/21, he again was critically ill as noted by Dr. Tiro. On 10/30/21, Dr. Tiro noted he was on his fifth day of a ventilator. On 10/31/21, Dr. Tiro saw him again. This was also the case on 11/01/21 when preliminary diagnoses included acute hypoxic respiratory failure in the setting of acute encephalopathy, shock, and multisystem organ failure. On 10/27/21, his COVID was negative. He did have ARDSnet Protocol. From a cardiovascular status, he had hypertension following shock. From a pulmonary infectious disease perspective, he had sepsis from bilateral foot abscesses. From renal aspect, he was a new hemodialysis patient with AKI for which nephrology was consulting. He had hyponatremia and hypoglycemia. From an endocrine perspective, he had type II diabetes mellitus for which they were going to continue insulin and keep his blood sugar with a goal range of 140‑180.

Further records show on 10/26/21 he was seen by a Physician Assistant Rebeck from vascular surgery. Pictures of his ankles and feet were supplied, but obviously are poor copies. Amputation was discussed and recommended. He also carried diagnoses of septic shock refractory to medical management. Dr. Steerman also saw him. They had recommended bilateral guillotine amputation. It was unclear if this would be at the below-the-knee level or above-the-knee level. On 10/28/21, surgery was done by Dr. Gensler involving bilateral through-knee amputations. There was nonviable fascia and muscle to the level of the proximal leg bilaterally necessitating bilateral open through-knee amputations. At follow-up with Dr. Steerman on 10/30/21, his dressings were in place overlying the knee amputations. The plan was to perform formal above-the-knee amputation closures next week. He was followed by Dr. Gensler through 11/01/21 when he was four days postoperative. His glucose was 339, which was high. Reference range of normal was 70-99.

Mr. Clark also had nephrology consultation. On 10/26/21, Dr. Zhao noted he was “admitted for hypoglycemia.” He also had acute renal failure and most likely acute tubular necrosis. Renal ultrasound did not find hydronephrosis. He did not respond to Lasix, but would challenge him with a greater dose. There was no evidence of rhabdomyolysis. Renal ultrasound did not find hydronephrosis. C4 was low and they were going to check the hepatitis panel. If his urine output does not improve by tomorrow, we will consider hemodialysis and then renal biopsy. Electrolyte levels were acceptable and there was no metabolic acidosis. He did have severe leukocytosis with “cause unknown.” He also had hypervolemia with lower extremity edema. Dr. Zhao monitored him on a daily basis. On 10/28/21, he gave another diagnosis of liver insufficiency. The R value clearly indicated cholestatic pattern of injury whose cause was unknown. On 10/30/21, another nephrologist named Dr. Lewinski noted he remained dialysis dependent. His anemia was multifactorial and he was going to receive transfusions to keep his hemoglobin greater than 7. He had acute hypoxic respiratory failure due to acute encephalopathy for which he was being weaned. He was currently off of his pressors for shock secondary to sepsis. On 10/21/21, he was seen by nephrologist Dr. Lewinski who wrote no hemodialysis today, but most likely would need tomorrow. On 11/01/21, he was seen by another nephrologist named Dr. Huang. Glucose on 11/01/21 was 393, on 10/31/21 was 245, and on 10/30/21 was 278.

Prior records show Mr. Clark was seen by Dr. Lovell on 05/24/16. It was noted he suffered from benign essential hypertension. He also had type II diabetes mellitus with hyperglycemia. He denied polyuria, polydipsia, polyphagia, and hypoglycemia or visual disturbances or symptoms of sensory neuropathy. Metformin was not tolerated due to GI side effects. He was taking an angiotensin receptor blocker and a statin. His diabetic diet was reviewed. However, he “remains grossly noncompliant with his diabetic dietary restrictions, both food types, and serving sizes.” He was reminded that fasting blood glucose must be maintained below 100 and 2-hour postprandial blood glucose must be maintained below 140. The hemoglobin A1c must be 7 or below to meet ADA Guidelines and 6.5 or below to conform to AACE Guidelines. As of the last check on 11/08/15, hemoglobin A1c was 8.5% and urine microalbumin-to-creatinine ratio was 7 mg/g. He also suffered from hyperlipidemia. Dr. Lovell saw him frequently running through 09/20/21. On that occasion, he had an ongoing problem list including type II diabetes mellitus. At the last check of 05/04/21, hemoglobin A1c was 12.6 and urine microalbumin-to-creatinine ratio was 12.6. This is the “highest hemoglobin A1c we have ever recorded.” The patient was confronted regarding this dangerous loss of glycemic control. He was confronted regarding Piggly Wiggly. He appears to have responded to achieve AACE goal with complete disregard for the diabetic diet. He was informed that “the A1c of 12.6 is ominous. He was urged to return to the diet and lifestyle that yielded the A1c of 6.5. We will strive to check the hemoglobin A1c and the urine microalbumin-to-creatinine ratio at least quarterly.” Additional diagnoses included diabetic neuropathy for which he continued on gabapentin as prescribed. He was experiencing symptomatic relief. He understood that glycemic control will help retard the progression of neuropathy. He was also taking an alpha lipoic acid as recommended.
FINDINGS & CONCLUSIONS: Keith Clark sustained an injury to his lower extremities while at work on 10/07/21. He was seen at the emergency room and underwent diagnostic studies. He was begun on therapeutic treatment. Shortly thereafter, he was admitted to the hospital with worsening of his conditions. He was found to have abscesses of both lower extremities leading to a series of incision and drainage procedures. He also had cardiovascular and renal issues for which he was intubated and eventually placed on hemodialysis. Unfortunately, Mr. Clark suffered from preexisting uncontrolled diabetes mellitus up through 09/20/21, only a few weeks before the subject event. When admitted to the hospital, it was noted he had poorly controlled diabetes mellitus. This comports with how uncontrolled it was at the visit of 09/20/21 by Dr. Lovell.

Mr. Clark was refractory to treatment at the hospital for his numerous medical conditions. This led to him undergoing bilateral amputations at the level of the knees. His mental status was also compromised and he was on a ventilator.

It is clear that his underlying diabetes mellitus placed him at risk for the severe complications he suffered. He had been warned that his hemoglobin A1c of 12.6 was ominous. While hospitalized, at least one of his specialists commented that he was at imminent risk of severe ramifications and was immunocompromised as a result of his diabetes mellitus. All of these factors contribute to my conclusion that his preexisting condition of diabetes mellitus “combined with” the subject injury created a greater degree of disability than would have flowed from the injury alone. His preexisting diabetes was poorly controlled and led to complications such as diabetic neuropathy for which he was on gabapentin. Had the employer been aware of his preexisting conditions, he would not have been hired, knowing the risk it placed on him. The level of disability caused by the most recent injury would be less were it not for the impact of his preexisting conditions. The current disability is “materially and substantially” greater than that which would have resulted from the most recent injury alone.

Mr. Clark indeed needed bilateral amputations due to the severe problems he was having in his lower extremities. In all likelihood, these would not have been necessary absent the claimant’s underlying medical condition of diabetes. His overall disability which is now at total is not solely due to the most recent injury alone, but is actually the consequence or product of the preexisting condition plus the injury of 10/07/21. A cautious employer would not have hired the claimant upon learning of his underlying health condition for fear of the increased risk posed by his pre-accident disease.”
On 11/21/21, he was seen in the emergency department arriving by ambulance. They noted his history of treatment to date and was being transferred from Sheltering Arms Rehabilitation for evaluation of fever and possible sepsis. He had undergone bilateral above-the-knee amputations on 11/02/21. His recovery course was complicated by kidney injury requiring hemodialysis on 11/19/21. He was sent to the rehab facility and two days ago was started on vancomycin and Zosyn for persistent fever and possible wound infection with rising white blood count. He continued to be febrile at greater than 100.4 despite antibiotics. There was also concern for possible sacral ulcer infection. He was getting a full dialysis session on 11/19/21. He makes urine occasionally and endorses dysuria with this. On this occasion, he was seen at the VCU Emergency Room by Dr. Keller. Glucose level was 122 mg/dL. He had a stage II sacral ulcer along with bilateral above-the-knee amputations with stapled incisions and no signs of wound infection. CAT scan of the abdomen and pelvis were done. Those results will be INSERTED as marked on page 7 of 8 on that report. He was diagnosed with sepsis and sacral decubitus ulcer with a history of recent AKA after a crush injury complicated by AKI and now on HD. He was admitted as inpatient.

On 11/21/21, he was seen by Dr. Osorio noting a sacral decubitus ulcer after a prolonged hospital stay for a crush injury that required bilateral below-knee amputations. Wound has no drainable collections, granulation tissue throughout with some forming eschar. CT was without obvious drainable collection. There was no indication for any urgent intervention based upon current exam. They were going to continue the current infectious workup and consult with other appropriate specialists.

Also on 11/23/21, apparently earlier in the morning, he was seen by Dr. Rodas. At that juncture, blood glucose was 138 and he had other laboratory studies done. He opined there was no need for acute surgical intervention based upon the current exam, but wound care was still recommended. On 11/27/21, he was seen by Physician Assistant Rinnen as part of hospital medicine service. Differential diagnosis was cellulitis versus shingles. It would be an unusual presentation for the latter given no dermatomal distribution and not being painful. However, given leukocytosis, would want to rule that out. There was a vertical vesicular rash along his thoracic spine with paraspinal induration. On 11/28/21, he was seen by Dr. Frett, having undergone hemodialysis that afternoon. He wrote sepsis was likely due to infected sacral ulcers. Source control appeared to have been achieved after surgical debridement on 11/25/21. Blood and urine cultures were negative. He was going to continue Zosyn as source control will likely complete five days post debridement. Vancomycin was discontinued 11/23/21 – 11/26/21. Continued wound care per surgical recommendations was also ongoing.

On 11/25/21, Dr. Catlin performed debridement of skin, soft tissue muscle and fascia measuring 20 cm x 17 cm. The postoperative diagnosis was grade IV sacral decubitus ulcer with necrotizing soft tissue infection. On 02/04/22, Dr. Tyrell performed plastic surgical procedure for his sacral decubitus ulcer. The wound edges had sufficient laxity for incision to be made circumferentially around the sacral wound to freshen the skin changes. Cautery was used to dissect to the base of the ulcer. The ulcer base was also debrided with curette and cautery. The wound was irrigated thoroughly and cultures were sent including sacral bone cultures. Then the wound was closed with sutures.
__________ Part 2 __________
Records show Mr. Clark was seen by podiatrist Dr. Callahan on 10/14/21. He diagnosed closed nondisplaced fracture of the second, third and fourth metatarsal bones of the left foot; contusion of dorsum of foot, anterior ankle and lower leg bilaterally; and bilateral foot pain. He noted the outside radiographs and CAT scan. He learned the claimant had bilateral lower extremity injuries following an accident at work last week. He is with uncontrolled pain and inability to take NSAIDs due to renal issues along with significant immobility from the bilateral lower extremity injuries. He recommended presentation to the hospital for pain control and placement for outpatient rehabilitation. He was in a wheelchair, unable to weight bear. He applied a well-padded posterior splint from the metatarsal heads to below the tibial tuberosity on the left lower extremity. There were superficial abrasions to both lower legs and dorsal feet that were stable without findings of infection. They also discussed appropriate laboratory work. History was remarkable for diabetes mellitus and morbid obesity. Also listed later in this document was a past surgical history for incision and drainage procedure on 10/17/21 by a podiatrist Dr. Cavallo. That was bilateral. On 10/15/21, he performed incision and drainage of an abscess on the right lower extremity.
On that same date, Dr. Callahan wrote outside of abrasions to both anterior lower leg, ankle and feet, the skin was intact. There was ecchymosis, but no erythema, drainage or findings of infection. There was induration and tightening noted given the degree of swelling present to the left foot. Exam was limited bilaterally due to pain in regards to dorsal flexor range of motion at the ankle and at the STJ. There was pain with palpation of bilateral midfoot and ankle. Dr. Callahan noted the radiographic studies stating for the most part minimally displaced fractures of the fourth and third metatarsal bases with non‑comminution present. Third metatarsal base fracture was intraarticular. There was a small avulsion fracture to the plantar second metatarsal base. Questionable acute if not chronic avulsion fractures of the cuboid. On 10/15/21, Dr. Cavallo performed a podiatric consultation. They proceeded with a right foot incision and drainage for suspected deep space infection following a crush injury of the right foot. On 10/16/21, Dr. Daru wrote his white blood cell count was 14.3, hemoglobin 7.6, ESR greater than 140 on 10/15/21 and hemoglobin A1c 8.9 on 10/15/21. He was in dressings and strictly non-weightbearing. Surgical intervention was indicated for the left lower extremity incision and drainage and repeat washout of the right lower extremity tentatively posted as an add-on for 10/17/21. Dr. Daru explained to the patient and family given his comorbidities of diabetes mellitus, crush injuries with fractures, the patient is at high risk for recurrent hospitalization, infection, and amputation. The preoperative diagnosis was bilateral lower extremity gas and deep space infection. The planned procedure was left lower extremity incision and drainage and right lower extremity repeat washout the following day. His temperature was 101 degrees overnight. A CAT scan of the left lower extremity was repeated on 10/16/21 compared to the study of 10/07/21. Multiple fractures were re-demonstrated involving the base of the third metatarsal, base of the fourth metatarsal, with additional fragments adjacent to the cuboid and cuneiform bones with no new fractures identified. Compared to the prior exam, there were mildly increased edematous changes throughout the soft tissues with new subcutaneous air in the dorsal soft tissues overlying the navicular bone with tracking small foci of air into the articulation between the intermediate and lateral cuneiform bones. There was minimal small focus of air posterior and deep to the cuboid bone. He was seen again by Dr. Daru the following day preoperatively. On 10/18/21, he was seen by another podiatrist named Dr. Klimaz. She noted antibiotics were administered and infectious disease was consulted. He had Xeroform DSD and bilateral wound VAC placed today by wound ostomy. Further surgical intervention was not indicated from a podiatric standpoint at that time. They did recommend vitamin D supplementation and would plan to have bilateral would vacuums placed that day. Further examination on 10/18/21 noted anterior abrasions to the right anterior leg with hemorrhagic and ischemic appearance. The wound location on the right lower anterior ankle measured 6.2 cm x 0.6 cm x 0.8 cm. Tunneling/sinus track was probed to the deep tissue. Undermining was “none.” Wound bed was granular and wound tissue was viable. There was scant serous drainage, but no odor. There were no signs of skin necrosis or erythema. At the left lower extremity, the wound/surgical size was 6 cm x 0.5 cm x 0.5 cm. The same observations about the other characteristics were the same as on the right just described. On 10/18/21, venous Doppler ultrasound was done revealing no evidence of deep vein thrombosis in the bilateral lower extremities. He also underwent bilateral lower extremity arterial exam indicating no evidence of bilateral lower extremity arterial insufficiency. There were bilateral first digit waveforms and pressures consistent with arterial insufficiency. On 10/19/21, Dr. Mosier performed a recheck. Ongoing conservative care was advised at that time. On 10/23/21, podiatrist Dr. Klimaz performed a follow-up and generated a progress note. There was discussion at the bedside that morning about the severity of limb threatening infection. This was discussed with hospitalist Dr. Hashmi who had the patient on the waiting list at Sentara Norfolk General Hospital for a bed and to be seen by plastic surgery. Plastic surgery at Sentara Leigh Hospital where he was currently located would not be available until Monday. They agreed to consult for general surgery in the meantime. This was given the proximal nature of the limb threatening infection and no beds available for transfer at that time. Dr. Klimaz also saw him on 10/23/21 and he had persistent pain in both lower extremities. On exam of 10/23/21, the skin was xerotic bilaterally with no induration, palpable bursae or soft tissue masses noted. He had minor increased warmth present to the right lower extremity beginning at the proximal aspect of the right ankle wound and extending to the mid one-third of the tibia. There was no acute evidence of deep space infection or crepitus. Bilateral lower extremity surgical wounds were again present. This described the size of his wounds and their characteristics. In terms of the left dorsolateral foot, there was tunneling/sinus tract to deep tissue with tendon exposure. There was moderate edema to both lower extremities with no increased warmth in the right lower extremity. He was followed by podiatry through 10/27/21 when he was seen by Dr. Chung. Wounds appeared stable, but ischemic changes were noted. They were going to continue wound care and intravenous antibiotics. Consideration for aspiration of the left plantar foot fluid was noted on ultrasound. There was a description of postoperative bilateral CAT scan of the lower extremities that were negative for osteomyelitis. On the left, there were two deep ulcerations about the surgical site. On the right, there were surgical site wounds with exposed tendon. White blood cell count was 52 with hemoglobin 6.4, sed rate greater than 140, and hemoglobin A1c at 8.9 on 10/15/21. Bilateral ultrasounds revealed soft tissue swelling bilaterally. The left foot ultrasound presents with partially organized fluid collection in the left midfoot measuring 3.9 cm x 2.8 cm x 0.7 cm consistent with infection. Intraoperative soft tissue cultures of the left foot revealed Candida parapsilosis. He was on Diflucan, meropenem, and Zyvox. Digital pressures revealed right foot digital insufficiency and left foot severe critical digital insufficiency on the peripheral vascular studies. The physician stated specifically “the patient at high risk for limb loss.” Given his comorbidities of diabetes mellitus and crush injuries with fractures, the patient was at high risk for recurrent hospitalization, infection, and amputation.

It is once again noted that Mr. Clark had preexisting uncontrolled diabetes mellitus before the subject event. Not surprisingly, his diabetes remained out of control upon admission to the hospital after the injury in question. It undoubtedly placed him at significant risk for a complicated hospital course as well as for infection and amputation that was predicted early on.
