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QHC - Surgery Rotation 

 
SOAP #1 - Debridement of perineum (Left groin Fournier gangrene) POD#8 

 
Name: JE Age: 58 Gender: Male Date & Time: Jan 9 2021 @ 8:20 AM 
Subjective: Patient slept well overnight, has a good appetite, and abulates in the hallway with 
steady gait. Pain is controlled with Percocet (Acetaminophen and Oxycodone) and Tylenol PRN; 
but patient still admits to discomfort when sitting on a chair. Patient would like his dressing 
changed later in the day after he has eaten breakfast and had a BM. Patient denies headache, 
dizziness, C/P, SOB, N/V. 
Objective: Temp: 98.4F, BP 149/65, HR 68, RR 18, O2 100% RA 

PE: A&Ox 3, NAD, laying in bed 
Skin: Surgical dressing was in place, clean and dry. Would extends from left groin 
through to scrotum and left glute. There is fibrinous exudate present, with granulation 
tissue beginning to form. No purulence, surrounding erythema, nor warmth noted. 

Assessment: 58yo male s/p Debridement of perineum (Left groin Fournier gangrene) POD#8. 
Patient’s pain was under control with no complaints. Wound site was clean, dry and intact. 
Plan: Continue saline wet to dry dressings, or with Dakin’s solution (dilute sodium hypochlorite) 
PRN; changing dressing after each BM. Continue with pain medications PRN, and diabetes diet. 
DM: Glucose Fingersticks and Sitagliptin (Januvia). HTN: monitor BP, Metoprolol. DVT 
prophylaxis: SQ Heparin, SCD, abulation. Patient will need Plastic surgery consultation in 3-4 
weeks to reevaluate skin graft. Follow up with SW for discharge planning to subacute rehab 
(SAR) that can provide wound care. 
 

SOAP #2 - Exploration Laparotomy with Resection Hemicolectomy  and Primary 
Anastomosis, with Liver Biopsy POD#5 

 
Name: JD Age: 64 Gender: Male Date & Time: Jan 17 2021 @ 3:38pm 
Subjective: Patient slept well overnight. Denies having BM nor flatus yet. Pain is controlled 
with PO Tylenol, and Morphine injection PRN (last dose last night). Patient is ambulating longer 
distance compared to yesterday. Patient vomited last night (coffee ground emesis), and admitted 
to nausea this morning. Patient denies headache, dizziness, C/P, SOB. 
Objective: Temp: 98.3F, BP 124/85, HR 105, RR 20, O2 97% RA 

PE: A&Ox 3, appears fatigued, laying in bed 
Abdomen: Mildly distended. Surgical dressing was in place, clean and dry. Staples along 
midline incision are in place, clean and dry, with no active bleeding nor erythema of 
surrounding area. Appropriate tenderness at incision sites. No sign of rebound tenderness 
nor guarding.  
NG tube output = 300mL coffee ground color 
WBC 10.42 → 13, H&H 12.6/37.7 → 11.5/34.6 



Assessment: 64yo male s/p Exploration Laparotomy with Resection Hemicolectomy and 
Primary Anastomosis with Liver Biopsy POD#5. Patient’s pain was under control. Incision site 
was in place, clean and dry. Patient had coffee ground emesis, with elevated WBC, and down 
trending H&H. S/p NG tube placement, with 300mL coffee ground emesis. 
Plan: Continue PO pain medications as needed, NPO, Famotidine (Pepcid) for GI prophylaxis, 
and IVF. Hold Enoxaparin (Lovenox) DVT prophylaxis, but encourage ambulation. Consult with 
attending to evaluate for UGIB. 
 

SOAP #3 - Hospital Day #2, Admitted for RLQ Abdominal Pain (resolved SBO) 
 

Name: JD Age: 41 Gender: Male Date & Time: Jan 17 2021 @ 3:20 PM 
Subjective: Patient slept well overnight, is tolerating regular diet, and is ambulating. Patient has 
been having multiple BM of large quantity. Pt describes constant pain on right side of abdomen, 
mildly alleviated by Tylenol PRN, not alleviated by BM. Patient denies N/V, headache, C/P, 
SOB, dizziness. 
Objective: Temp: 97.8F, BP 149/89, HR 64, RR 20, O2 98% RA 

PE: A&Ox 3, NAD, laying in bed 
Abdomen: non-distended, voluntary guarding, tenderness noted in RUQ, RLQ, and LLQ; 
however exam limited due to patient uncooperation. 
CT (2 days ago) - Findings consistent with ileus versus incomplete SBO 
Labs (2 days ago) - WBC 9.66, H&H 14.3/41.6, Neutrophil 82.9%, LFT & Lipase WNL 

Assessment: 41yo male with PSH of abdominal surgery related to gastric ulcer (possibly 
perforated ulcer), admitted 2 days ago for RLQ pain likely from SBO. Patient’s SBO likely 
resolved spontaneously as seen by PO contrast reaching sigmoid colon, and patients’ BM. 
Patient is still complaining of abdominal pain in RUQ, RLQ, and LL; mildly alleviated by 
Tylenol PRN. 
Plan: Continue pain medication PRN, Pantoprazole (Protonix) for GI prophylaxis, and SQ 
Enoxaparin (Lovenox) and ambulation for DVT prophylaxis. Patient is to continue their regular 
diet and ambulation. Consult with attending for possible work up for appendicitis. 
 
SOAP #4 - Amputation of 4th Toe of Right Foot (6 days ago), I&D of Right Foot Abscess (5 

days ago), Debridement of Lower Extremity (4 days ago), and Debridement of Lower 
Extremity (3 days ago) 

 
Name: JY Age: 58 Gender: Male Date & Time: Jan 17 2021 @ 1:10 PM 
Subjective: 58yo male s/p Amputation of 4th Toe of Right Foot (6 days ago), I&D of Right Foot 
Abscess (5 days ago), Debridement of Lower Extremity (4 days ago), and Debridement of Lower 
Extremity (3 days ago). Pain is controlled by Tylenol #3 (acetaminophen-codeine) PRN and 
Morphine injection PRN; patient stating pain is better than yesterday. Patient is tolerating heart 
healthy / diabetic diet. Patient denies N/V, headache, C/P, SOB, cough, dizziness. 
Objective: Overnight patient complained of RLE pain and spiked 102.6F @ 2am (reduced to 
98.1F with Tylenol #3), and spiked 101.6F @ 5am (reduced to 98.1F with Tylenol) 



Temp: 98.1F, BP 166/83, HR 109, RR 20, O2 95% RA 
PE: A&Ox 3, NAD, laying in bed 
RLE: Dorsalis pedis pulse palpable, posterior tibialis pulse non palpable, edema present. 
Dressing in place, clean and dry. Open surgical wound along dorsal and plantar aspect of 
right foot, extending from anterior ankle to 4th digit amputation. Wound bed has granular 
appearance, with scattered areas of fibrotic tissue and necrosis. Medial aspect of lower 
right leg has surgical incision with staples in place, and 3cm portion left open, with light 
bleeding noticed once Surgicel was removed. 
Portable CXR (yesterday) - right basilar opacity suspect infection/pneumonia

 
Assessment/Plan:  

● 58yo male s/p Amputation of 4th Toe of Right Foot (6 days ago), I&D of Right Foot 
Abscess (5 days ago), Debridement of Lower Extremity (4 days ago), and Debridement 
of Lower Extremity (3 days ago). Pain is under control. Tolerating heart healthy / diabetic 
diet. 

● Large surgical wound site was improving, packed with betadine soaked dressing, and 
covered with dry gauze. 4 strips of Surgicel replaced at medial aspect of right lower leg 
incision. Patient spiked two fevers overnight, with rising WBC count. Obtain blood/urine 
cultures. Continue ID’s recommendation of Meropenem, Clindamycin, and Cefazolin; 
until repeat CXR findings. 

● Continue PO pain medications as needed, and SQ Enoxaparin (Lovenox) for DVT 
prophylaxis, with ambulation. Monitor BP/HR, and continue Amlodipine and 
Metoprolol. Order EKG and ECHO, and repeat CXR to r/o heart failure. 

 


