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INTRODUCTION
This case study describes an atypical presentation of lower-limb
infection in a patient with diabetes mellitus and a history of
acute foot complications.   The insidious infection began in the
right lower leg and went undiagnosed until the patient was
admitted to hospital six months later complaining of nausea,
vomiting, malaise and chills.  The outcome of this admission
was a below knee amputation. 

Charcot’s resolved within a six month period and the patient
enjoyed a relatively complication free period of almost three
years.  During this time she attended for regular podiatry.          

The beginning of 2001 saw the onset of further foot
complications, largely attributed to poor compliance with
footwear and the patients desire to travel overseas for extended
periods of time.  The patient experienced ulcers on her right
second and third toes, with osteomyelitis complicating the
ulcer on the third toe.  Ultimately the distal phalanx of this toe
was removed.    

Acute Charcot’s is again diagnosed, however this time
affecting the left ankle.  Diagnosis is based on clinical changes,
increased temperature, swelling and erythema, and osseous
destruction evident on plain x-ray.  An air cast is issued and the
patient undergoes a second pamidronate infusion.    

Several months after the onset of these complications, the
patient complains of pain in her right lower leg whilst attending
a routine podiatry appointment.  An immediate consultation
with the endocrine registrar follows, and a Doppler ultrasound
is conducted to discount a deep vein thrombosis.  The
ultrasound is negative.  No open wounds are currently visible
on the right foot, however the podiatrist notes an increased
area of pressure and resultant hyperkeratosis on the plantar
aspect of the right heel, the site of previous ulceration.  This is
managed with debridement and modification of current
pressure off-loading.  There are no indications at this stage that
infection, or Charcot’s, is responsible for the patient’s
discomfort.  No clinical signs are present, HbA1c is unchanged
and no inflammatory markers (erythrocyte sedimentation rate
[ESR], C-reactive protein [CRP]) are raised. 

A trip to the emergency department follows soon after, with
the patient complaining of recent nausea, vomiting and
diarrhoea.  The patient has no fever or rigors and has a
temperature of 36.3 degrees.  All investigations, including ESR
and CRP are again within normal limits.  There are no outward
signs of infection.  Mrs G is prescribed analgesia for her pain
and discharged.

During the following months, increased redness and
swelling is noted in the right leg around the medial malleolus.
X-rays demonstrate no bony deformity other than residual
damage from earlier Charcot’s.   

A “firm soft tissue swelling” was noted over the distal right
fibula by the patient’s endocrinologist.  Again no cellulitis was
evident and plain film x-ray was negative.  The plantar aspect of
the right heel has deteriorated and soon ulcerates.

Mrs G presents to podiatry complaining of nausea,
vomiting, malaise and feeling “hot and cold”.  Her right heel
wound had increased in size with a second wound now
apparent at the same site (Figure 1).  The podiatrist ensures the
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