WATSON, MARSHA

DOB: 11/01/1974

DOV: 01/09/2023

HISTORY: This is a 48-year-old female here with left lower leg pain.

The patient stated that she suffered a fall approximately three or four days ago and was seen in a local emergency room, stated as a result of the fall she had a laceration which is approximately 7-8 cm, she had it sutured then and is here today because of increased pain at the site of the suture. She states she came in because she noticed green discharge from the suture site and redness that is moving away from the site.

PAST MEDICAL HISTORY: None.

PAST SURGICAL HISTORY:
1. C-section.

2. Cholecystectomy.

3. Gastric bypass.

MEDICATIONS: None.

ALLERGIES: None.

SOCIAL HISTORY: She denies tobacco use or drug use. She endorses alcohol use.

REVIEW OF SYSTEMS: She denies increased temperature. She states pain is approximately 9/10, increased with motion and touch. She denies nausea, vomiting or diarrhea. She denies chest pain, shortness of breath, and diaphoresis. She denies any new trauma.

PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in mild distress.

VITAL SIGNS: 

O2 saturation 100% at room air.
Blood pressure 130/74.

Pulse 93.

Respirations 18.

Temperature 98.3.

HEENT: Normal.
NECK: Full range of motion. No rigidity.

RESPIRATORY: Good inspiratory and expiratory effort. No respiratory distress. No paradoxical motion.

CARDIAC: No peripheral edema. No cyanosis.

ABDOMEN: No guarding. No visible peristalsis.
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SKIN: No abrasions. No macules. No papules. No vesicles.

EXTREMITIES: Left leg anterior surface just above the knee, suture site has migrating erythema moving cephalad and distally. There is green discharge; however, there is no fluctuance. There is no bleeding. She has tenderness to palpation. She has seven sutures in place and they appear to be in good order. Negative Homans sign. No tenderness to the calf. No swelling of extremities below the knee. Dorsalis pedis pulses present. Capillary refill less than 2 seconds.
NEUROLOGIC: Alert and oriented x 3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Cellulitis.

2. Postprocedure infection.

3. Pain in left lower extremity.

PLAN: The patient informed me that she received a tetanus shot when she was at the emergency room on the day of injury.

PROCEDURE: Wound care/debridement. Normal saline mixed with Betadine was obtained. Site was irrigated using a 15 cc syringe. I used a total of approximately 200 mL of mixture of normal saline and Betadine. Necrotic tissue was manually removed. The patient tolerated the procedure well. There were no complications.

The patient was given the following medications in the clinic: Rocephin 1 g IM and Toradol 60 mg IM. She was observed for a total of 20 minutes and reevaluated at the time which she reports no side effects from the medications. She states her pain is much improved.

The patient was sent home with the following medications:
1. Bactrim 800/160 mg one p.o. b.i.d. for 10 days, #20.

2. Clindamycin 300 mg one p.o. q.i.d. for 10 days, #40.

3. Atarax 25 mg one p.o. q.h.s., #30.

4. Mobic 15 mg one p.o. q.a.m., #30.

She was given the opportunity to ask questions, she states she has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

