HISTORY AND PHYSICAL

PATIENT NAME: Dodd, Labri

DATE OF BIRTH: 01/17/1983
DATE OF SERVICE: 07/13/2023

PLACE OF SERVICE: Future Care Charles Village Nursing Rehab.

HISTORY OF PRESENT ILLNESS: This is a 40-year-old female. She was admitted to the hospital and presented to the emergency room with bilateral groin pain. The patient has been injecting IV drugs in the groin. So, she has possible retained needle fragments in the groin. She also has a fever, bilateral groin pain and groin ultrasound was done that shows left SFA pseudoaneurysm and surrounding hematoma. The patient underwent infected pseudoaneurysm repair on 07/01/23 with ligation of the common femoral artery with reconstruction of the SFA profunda bifurcation. Upon waking up from anesthesia the patient has motor deficit to the foot with no signal and foot appeared mottled. She was placed back under anesthesia. Her CFA interposition graft with SVG sartorius flap and fasciotomy. The patient’s bilateral groin wound with fracture attained needle surgical procedure reconstruction SFA profunda bifurcation. After the operation, she went to the PACU for recovery and transferred to ICU level of care for neurovascular monitoring. Culture grew MSSA. Infectious Disease consulted. They recommended six week IV antibiotic. The patient’s discharge status was complicated because she has homelessness, IV drug abuse. Extreme physical therapy needed for the wound care. IV antibiotic needed. Subsequently, the patient was stabilized and sent to the Future Care Charles Village subacute rehab. At present, when I saw the patient she has a pain and ache. No nausea. No vomiting. No fever. No chills. No cough. No congestion. No headache or dizziness. No diarrhea.

PAST MEDICAL HISTORY: 

1. Active IV drug abuse.

2. Arthritis.

3. Endometriosis.

4. Hypothyroidism

5. Substance abuse.

ALLERGIES: ZOLOFT
MEDICATIONS: Upon discharge
1. Tylenol 650 mg three times a day for 14 days.

2. Aspirin 81 mg daily.

3. Lipitor 40 mg daily.

4. Cefazolin 2 g IV eight hour to complete the course for six weeks

5. Colace 100mg b.i.d.

6. Lovenox 40 mg subcutaneous daily.
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7. Gabapentin 300 mg three times a day.

8. Ibuprofen 600 mg t.i.d for two weeks.

9. Lidocaine patch 4% daily.

10. Melatonin 5 mg daily at night.

11. Methadone 10 mg three tablets twice a day.

12. Nicotine patch 14 mcg every 24 hours.

13. Oxycodone 15 mg every three hours p.r.n.

14. Senokot 8.6 mg two tablets b.i.d.

SOCIAL HISTORY: Smoked daily. IV drug abuse.

REVIEW OF SYSTEMS:
HEENT: No headache, no dizziness and no sore throat.

Pulmonary: No cough. No congestion.

Cardiac: No chest pain.

GI: No vomiting. No diarrhea.

Musculoskeletal: Pain in the lower extremity left leg.

Genitourinary: No hematuria.

Neuro: No syncope.

Endocrine: No polyuria. No polydipsia. 

Hematology: No bleeding. 

PHYSICAL EXAMINATION:
General: The patient is awake. She is alert and oriented x 3 and somewhat anxious. 

Vital Signs: Blood pressure 112/72. Pulse 77. Temperature 98.0.F. Respirations 18. Pulse oximetry 97%. Body weight 138 pounds.

HEENT: Head – Atraumatic and normocephalic. Eyes: Anicteric. No ear or nasal discharge. Throat clear.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft. Nontender. Bowel sounds positive.

Extremities: Right leg no edema. No calf tenderness. Left leg multiple staples in place in the thigh area. Left groin area staples in place and couple of staples are loose and she has drainage tube in place. Drainage bloody secretion. Below the knees left lower extremity wound in the medial and lateral aspect looks green and no discharge.

Neuro: She is awake, alert, and oriented x 3.
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ASSESSMENT:
1. The patient is admitted with bilateral groin wound.

2. Fracture retained needles.

3. Status post left pseudoaneurysm repair and left SFA.

4. Status post CFA interposition graft.

5. Status post sartorius flap.
6. Status post fasciotomies.

7. The patient has known IV drug abuse.

8. Status post ligation of the common femoral artery with reconstruction of the SFA profunda bifurcation.

PLAN OF CARE: We will continue all the current medication. IV antibiotics. Follow up lab and electrolytes. Local skin care as per recommendations from the surgical team. Wound team to follow the patient. Care plan discussed with the nursing staff. Code status discussed with the patient. She is full code. She has chronic smoking. She had been started on nicotine patch and I have asked the nursing staff can have the nicotine gum also every three hours.

Liaqat Ali, M.D., P.A.
