
 

 

 

 

 

June 21, 2010 

 

Attorney 

Law Firm 

Address 

City, State, Zip 

 

RE: L. T. 

 

Dear Ms. Attorney, 

 

 Thank you for forwarding the medical records of this patient. I have reviewed the 

hospital admission to UMDH (U. Hospital) for 2/28/08-5/13/08. This report summarizes 

these voluminous medical records. It includes 24 exhibits. These are: 

 

1. Photograph of L. T. as security guard 

2. Diagram of the location of Ms. T.’s wounds on 2/28/08 

3. Illustration of the Anatomy of the Female pelvis 

4. List of surgeries 2/28/08-4/23/08 

5. Illustration of the layers of the skin  

6. Illustration of the location of gluteus muscle 

7. Illustration of the location of vastus medialis muscle 

8. Illustration of the location of the sciatic nerve 

9. Illustration of the site of amputation 

10. Illustration of a Jackson Pratt drain 

11. Major problems 2/28/08-3/31/08 

12. Sample of documentation related to pain  

13. Medications for symptoms 2/28/08-3/31/08 

14. Depiction of a PCA pump  

15. Depiction of a PCA button used to obtain a dose of Morphine 

16. Major problems 4/1/08-4/30/08 

17. Medications for symptoms 4/1/08-4/30/08 

18. Depiction of a Tilt table 

19. Depiction of a Clinitron bed  

20. Major problems 5/1/08-5/13/08 

21. Medications for symptoms 5/1/08-5/13/08 

22. Photograph of L. T. 

23. Photograph of L. T. 

24. Photograph of L. T. 

 

Evaluation in Emergency Department 2/28/08 
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 Before the events of February 2008, L. T. was a 31-year-old mother of two who 

lived with her mother and two children. She worked part time as a security guard. (See 

Exhibit 1.) When she arrived in the emergency department of U. Hospital on Saturday, 

2/28/08 at about 2:30 PM, she told the emergency department nurse that she had a “boil” 

near her rectum since Saturday (2/21/08). She reported having a fever and a poor 

appetite. She was a diabetic whose disease was controlled with pills. Her blood sugar was 

elevated at 180-240 (normal is 80-120).  

 

Exhibit 1 Photograph of L. T. as a Security Guard 

 

 The emergency department physician observed that there was an area of skin 

necrosis (dead tissue) with waxy changes of the skin. There was fluctuance (the area felt 

spongy when touched). Redness of the side of the cleft in the buttocks was seen. There 

was tenderness and a foul odor in the area. The patient’s rectal area was minimally 

tender. The patient was admitted to the surgery department. No pain medication was 

administered in the emergency department. 
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Nursing Evaluation 2/28/08 

 

 The patient was taken from the emergency department to the nursing unit about 

5:40 PM. She provided a history that she had been seen by her primary medical doctor 

and was given an antibiotic, which she took as directed. The area had become worse and 

was draining foul-smelling drainage. The abscess was located from her sacral to her 

rectal area. A Foley catheter had been inserted up her urethra into her bladder.  The 

patient’s blood sugar was tested by the laboratory and found to be 679. An intravenous 

needle was started at 8:45 PM. The nurse noted that there was “much difficulty” (in 

inserting the intravenous needle). At 9:15 PM, the surgical physician examined the 

patient.  

 

History and Physical 2/28/08 

 

 Upon questioning by another physician, L. T. stated that she had noticed a boil on 

her left buttock the previous week. Over the next two days (or five days before 

admission), the boil grew in size, became tender and changed color. It began to smell 

bad. Five days before the admission, she began having fever and chills. She vomited once 

four days before admission. She lacked appetite for the next four days. She had not taken 

her Micronase for 5 days before admission. 

 

 On examination, the patient was obese and had mild tenderness in her right lower 

abdominal quadrant. There was a large amount of redness over her left buttock with a 

necrotic, foul-smelling area. There was mild fluctuance of her left rectal wall. A 2 by 2 

cm ulcer was on her right medial calf. See Exhibit 2, attached at the end of this report, 

for a diagram of the location of these wounds. 

 

 The diagnosis was a left buttock abscess with uncontrolled diabetes mellitus. The 

plan was to evaluate her blood sugar every 2 hours and to give medication for elevations. 

She was to receive intravenous antibiotics and fluids and to be taken to the operating 

room. The plan was to evaluate her under anesthesia and to open and drain the abscess. 

 

 At 10:15 PM, the physician wrote an order for the first pain medication the patient 

received: Demerol 75 mg and Vistaril 25 mg by intramuscular injection. The patient was 

taken to the Radiology Department for chest and abdominal x-rays by stretcher. The 

surgical attending physician examined her at 10:55 PM. She reported having a “boil” on 

her buttocks for two weeks. There was a large area of necrotic skin measuring 6 x 4 cm 

with induration (hardness) measuring 20 x 30 cm. This involved the whole buttocks and 

extended to the anus and perineum. (I note that the resident, Dr. HM., saw the patient 

with Dr. D. on 3/1/08 in a consultation. Dr. HM. documented that the patient had a one 

week history of a slowly increasing buttock abscess that started as a boil on the left 

buttock. Dr. D. signed this note, stating he agreed with the note of Dr. HM.. The 

discharge summary of Dr. D. dictated on 5/14/08 which refers to an abscess of two days 

duration is clearly contradicted by other documentation in the medical record, including 

this consultation.) 
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Surgery 2/28/08 

 

 Dr. A.M., Dr. M. M., and Dr. J. S. performed the surgery which began at around 

11:30 PM and ended at around 2 AM on 3/1/08. The preoperative diagnosis was 

necrotizing fasciitis of the buttocks. (This is a serious invasive soft tissue infection.) After 

anesthesia was administered, the patient was examined. There was some redness around 

her rectum but no drainage. A proctoscope (hollow instrument with a light on one end) 

was inserted into her rectum. Only a small amount of the bowel could be seen due to the 

presence of stool. The tissue that was seen was pink and healthy. The buttocks had a 6 x 8 

centimeter area of necrotic skin. This area was cut open with an electrocautery instrument 

(this prevents the blood vessels from bleeding.) There was a large amount of deep 

purulent (pus) foul-smelling material in multiple pockets of tissue. This was debrided (the 

dead tissue and pus were removed.) Large veins and arteries were tied off to prevent 

hemorrhaging. The entire area that was opened was 10 x 25 cm. A small portion of 

muscle was taken off.  

 

 Once the tissue was cut away down to good healthy tissue, the surgeons noted 

pockets of necrotic (dead) tissue and pus that extended toward the buttocks crevice and 

down to the level of the rectum. The area around the rectum was necrotic (dead tissue) 

with thrombosed (clotted) veins. The surgeons decided to not do any further debriding.  

 

 The dissection continued toward the perineum (area between the opening of the 

bladder and the rectum.) See Exhibit 3 for the anatomy of this area. There was a 

moderate amount of necrotic and infected tissue extending to the vaginal wall and labia. 

This area was extensively debrided with care taken to avoid injuring the urethra or 

vagina. Necrotic tissue was sent to the Pathology Department. It consisted of multiple 

fragments of partially necrotic skin with subcutaneous tissue and clotted blood. When the 

pieces were measured, they were 20 x 17 x 4 cm and weighed 500 grams (16.6 ounces or 

over one pound). This tissue was consistent with massively necrotic fat, soft tissue and 

skin with bacterial overgrowth and acute inflammation.  

 

Exhibit 3 Illustration of the Anatomy of the Female Pelvis 
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The wound were extensively irrigated and packed with Kerlix gauze. When the 

patient was placed on her back, the gynecologist examined her and found redness of the 

labia on the left. Cultures were obtained. The plan was to complete a second look in 24 

hours. Multiple procedures for debridement of soft tissue were going to be necessary.  

The patient was sent directly to the Surgical Intensive Care Unit. 

 

Overview of surgeries 3/3/08-4/23/08 

 

 Ms. T. spent two and one half months in the hospital. Her admission was 

punctuated by multiple surgical procedures. As seen in Exhibit 4, Ms. T. was taken to the 

operating room 26 times. The next section of this report provides details about what was 

accomplished during each surgery. 

 

 

Exhibit 4 List of Surgeries 

 

Date 

Length of 

Surgery 

in hours 

Procedure 

2/28/08 2.75 Examination under anesthesia, proctosigmoidoscopy, 

incision and drainage of buttock abscess 

3/3/08 2 Incision and drainage of left buttock abscess 

3/5/08 2.25 Incision and drainage of left buttock 

3/7/08 1.25 Reduction of necrotic fascia, muscles and fat, drainage of 

vulva and _____spaces 

3/9/08 1.75 Incision and drainage of skin, fat and fascia 

3/12/08 1.5 Incision and drainage of left buttock 

3/16/08 1.5 Debridement of necrotic tissue and wound dressing 

changes, resection of necrotic fascia and muscle, jet 

lavage of the abscess cavity, and change of dressing under 

anesthesia 

3/19/08 1.5 Irrigation and debridement of the left buttock wound 

3/21/08 2.5 Incision and drainage through previous incision and 

drainage site 

3/22/08 1.75 Irrigation and debridement of left buttock and left thigh 

wound 

3/23/08 2.25 Incision and drainage of left buttock and thigh 

3/25/08 2.5 Resection of necrotic muscle, skin, and fat to include 

portions of hamstring muscle 

3/26/08 2 Excision of necrotic muscle and fascia including the 

gluteus, biceps femoris, and semi-membranosus muscles 

3/28/08 5.5 Open hip disarticulation 

3/31/08 2.5 Revision of an open left hip disarticulation 
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Date 

Length of 

Surgery 

in hours 

Procedure 

4/2/08 1.25 Debridement of left pelvic area wound, left buttock and 

groin, and removal of segments of necrotic fascia and 

muscle. Placement of drain. 

4/4/08 1.5 Debridement of left pelvic area and buttock wound, 

debridement of necrotic muscle, fascia, and skin 

4/7/08 2.25 Re-exploration and debridement of left thigh wound 

4/9/08 2 Re-exploration, debridement and jet lavage of left thigh 

wound with debridement of necrotic fat, skin, and muscle 

4/11/08 2.5 Debridement and washout of the wound 

4/13/08 2.5 Debridement of necrotic muscle, fat, and fascia and 

irrigation of the wound 

4/15/08 1.5 Incision and drainage of left buttock wound 

4/17/08 2 Debridement of necrotic muscle, fascia, and fat 

4/19/08 2 Debridement of necrotic skin, fascia, bone, and muscle 

from left buttock and thigh wounds 

4/21/08 1.25 Debridement of necrotic fat and fibrinous exudates with 

pulse lavage of left thigh 

4/23/08 4.5 Debridement of left buttock wound and closure with 

anterior myocutaneous flap 

 

Total number of surgeries: 26 

Total number of hours in surgery: 56.75 

 

3/3/08 
 

 During the second surgery to be performed on Ms. T., the surgeon discovered 

more necrotic skin. A tract of necrotic tissue and pus was found to extend towards the 

front of the patient’s body down to her pubic symphysis (bone in front of the bladder) 

next to her rectum. The pubic rectalis sling, a ligament in the pelvis, was necrotic and 

debrided. The patient’s vulva was involved with necrotic tissue. A partial removal of the 

skin of the vulva was performed. Necrotic tissue was debrided down to the gluteal 

muscles until good bleeding (of healthy tissue) was noted. See Exhibit 5 for a diagram of 

the layers of the skin and Exhibit 6 for the location of the gluteal (gluteus maximus) 

muscle. The wound was irrigated and packed with gauze. Ms. T. was taken directly to the 

Surgical Intensive Care Unit, bypassing the recovery room after this 2 hour long 

procedure. The Pathology Department received skin that measured 14 x 7.5 x 4 cm and 5 

x 5 x 2 cms. The necrotic tissue measured 10 x 6 x 1.7 cm.  This consisted of skin, 

subcutaneous tissue, and muscle that were markedly inflamed and necrotic.  

 

(Text continued on page 9.)
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Exhibit 5 Illustration of the Layers of the Skin 

Epidermis 

Dermis 

Subcutaneous Tissue 

Fat 

Muscle 
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Exhibit 6 Illustration of the Location of the Gluteal Muscle 
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3/5/08 

 

 Ms. T. was brought back to the operating room two days after her second surgery 

for her third operation. This procedure was performed with sharp and blunt dissection. 

Sharp dissection involves using a knife to cut tissue. Blunt dissection is performed by 

tearing tissue with fingers or instruments.  There were more areas of necrotic tissue and 

pockets of pus. These were debrided down to healthy tissue. The wound was vigorously 

debrided with scissors. A tunnel was present from the tissue down to the rectum and 

pubic symphysis. The area was copiously irrigated.  

 

3/7/08 

 

 The fourth surgery was performed two days later. The dictated operative report 

was not in the copy of the medical record I received. The surgical records state that the 

patient had a reduction of necrotic fascia (the white layer that covers muscle), muscle and 

fat. Abscesses (collections of pus) were drained in her vulva ___ (word not legible) 

spaces. 

 

3/9/08 

 

 Maintaining the pattern of taking the patient to surgery every other day, the 

surgeons performed the fifth operation on 3/9/08. The buttock wound was inspected. A 

tract was found to extend from her left buttock up the labia to the anterior groin region 

just next to the vaginal opening. An incision was made from the existing incision over the 

tract. The labia were opened and a pocket of pus and necrotic tissue was found. The pus 

was drained and the incision was widened until healthy tissue was found. The necrotic 

tissue was sharply debrided using scissors and electrocautery (heat used to seal tissue and 

blood vessels). Six liters of saline were used to perform pulse irrigation of the wound. 

The wound was packed. 

 

3/12/08 

 

 Ms. T. returned to the operating room for her sixth surgery after a rest of two 

days. A small amount of fibrinous (thick) exudate (pus) was sharply debrided. The left 

buttock wound was explored. A pocket of pus was noted upon exploring the cavity next 

to the rectum and deep in the gluteal muscles. This was debrided with scissors. An artery 

was cut during this process and began bleeding. When the area was packed to control 

bleeding and this did not work, the artery was found and clipped. Additional areas of 

fibrinous exudate were sharply cut. The wound was packed.  

 

3/16/08 

 

 After a rest of three days, Ms. T. returned to the operating room for more 

debridement. She was placed on her stomach. There were some areas of necrosis in the 

wound cavity. There was some granulation (scar) tissue along the top of the wound that 
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tracked through the tissue to the pubis. The region was explored with scissors and there 

was some superficial debridement. The region was irrigated with 8 liters of saline. Small 

bleeding blood vessels were coagulated (sealed with heat). The wound was packed. The 

patient was rolled onto her back. The anterior portion of her wound next to her vulva was 

packed and covered with a dressing.  

 

3/19/08 

 

 During this operation, the irrigation and debridement of the patient’s left buttock 

wound was continued. A small pocket of pus was noted on the gluteus muscle. This was 

debrided and irrigated. The wound on the front of her body was examined. A tract was 

noted next to the rectum. This tract traveled into the gluteus muscle. When it was opened, 

50 cc of pus was squeezed out. A red rubber catheter was placed into the tract. The 

wound was copiously irrigated and packed.  

 

3/21/08 

 

 Two days later, Ms. T. returned for her ninth procedure. The surgeon noted that 

she had a necrotizing soft tissue infection of the perianal and left buttock area that had 

been operated on several times, but she continued to be toxic. Twelve hours before the 

operation, she had a CT scan of the pelvis and leg which showed a large amount of a 

gaseous-forming organism. When the surgeon explored the buttock, he broke into a large 

area of foul-smelling necrotic dishwater-type tissue which had air bubbles throughout. 

This was copiously irrigated. A new incision was made through the superior gluteal 

muscle to break up additional areas of loculations (pockets of pus).  

 

 An incision was made in the back of her thigh. Her tissues were dissected down to 

the abscess cavity. The fluid looked like dishwater with a lot of bubbles in the tissue, 

consistent with necrotizing soft tissue infection. The fat was swollen. Extensive irrigation 

occurred. 

 

3/22/08 

 

 Ms. T. was returned to the operating room a day after the 3/21/08 surgery. There 

was a new pocket of pus in the left buttock wound deep down almost near the pelvis. 

There was necrotic tissue under the vastus muscle. See Exhibit 7 for the location of the 

vastus medialis muscle. The nerves under the muscle were seen and appeared intact but 

the surgeon could not determine if they were devitalized (lost blood supply). The sciatic 

nerve was intact but there was a lot of necrotic tissue around it and this was debrided. 

(See Exhibit 8 for the location of the sciatic nerve.) Necrotic tissue was found in the 

muscle also. Two new pockets of pus were opened, probed, and debrided. Stool was 

manually removed (disimpacted) from the patient’s rectum.  

 

(Text continued on page 13.)
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Exhibit 7 Illustration of the Location of the Vastus Medialis Muscle 
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Exhibit 8 Illustration of the Location of the Sciatic Nerve 
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3/23/08 

 

 Ms. T. was returned to the operating room within 24 hours of her 3/22/08 surgery. 

Another incision and drainage of her left buttock and thigh was performed. The surgeons 

removed necrotic tissue from her thigh and buttock. The wound was irrigated and packed.  

 

3/25/08 

 

 Ms. T.’s 12
th

 operation was performed on 3/25/08. She had multiple areas of 

necrotic tissue and pockets of pus. The sciatic nerve was surrounded by pus. There was 

pus in the hamstring muscle in the back of her leg and in the adductors (muscles that 

move the leg toward the center of the body) in the front of her leg. Pus was also around 

the trochanter (hip joint) beneath the gluteus muscle. These multiple areas of dead tissue 

were debrided. The sciatic nerve was intact, but surrounded by dead tissue. A small 

incision was made in the front surface of the left groin. This opening was packed with 

gauze.  

 

3/26/08 

 

 The following day, Ms. T. was back in the operating room again. There were 

again multiple areas of pus that needed to be drained. These were found within the 

muscles. A lot of necrotic fascia was cut off. The muscles in the back of the thigh looked 

necrotic. Several muscles in the buttocks were debrided. All of the tracts that were 

already present were explored. Multiple areas of pus were found and drained. Tissue was 

sent to the Pathology Department. The pathologist described five pieces of foul-smelling 

fibromuscular tissue ranging from 18 x 9 x 5 cm to 6 x 3 x 2 cm. This consisted of  

necrotic and abscessed skeletal muscle and fat.  

 

3/28/08 

 

 At 5:30 AM before going to surgery, Ms. T. called the nurse and said “My bed 

needs fixing. I think it is just the pads, that it has not gone all the way through.” The bed 

was checked and a complete bed linen change was needed. The patient became upset that 

she had to be moved. Later that afternoon she was in the operating room for her longest 

surgery to date.  

 

 The surgeon described her as having severe necrotizing fasciitis. The wound was 

explored and a flap was fashioned of intact muscle and skin. This was carefully dissected 

out. All necrotic tissue and muscle was removed. The hip joint was exposed. The hip was 

cut free of the femur and the leg was removed. The pelvis was then debrided with a 

scraper and a saw. There were multiple small pockets of pus which were drained.  There 

was an area in the front of her body was also drained through the abdominal wall.  The 

wound was irrigated and packed. The skin flap looked healthy with pink muscle and skin. 

It was not used to cover the open wound, although this was planned in the future. See 

Exhibit 9 for an illustration of this level amputation.  
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Exhibit 9 Illustration of the Site of Amputation 

 

 
 

The pathologist described the patient’s left leg as measuring 92 x 14 x 9 cm. 

There was swelling (pitting edema) of the calf and foot. (Pitting edema means that when 

the finger is pressed into the tissue, an indentation is left.) The skin on the back of the 

thigh had three areas of dead tissue measuring up to 8 x 4 cm. A 2 cm skin ulcer was 

present in the mid-portion of the calf. Muscles and fascia of the back of the thigh were 

dull with grey-yellow discoloration. The microscopic examination of the tissue showed 

extensive necrosis and acute inflammation with scar tissue in the muscles and fat of the 

posterior thigh. There was acute inflammation in the soft tissues at the margin of the 

tissue where it had been cut from her body.  

 

3/31/08 

 

 Ms. T. was returned to the operating room on 3/31/08 for her first of many 

incisions and drainages of the surgical sites. With one exception, these were to occur in a 

pattern of surgery every other day for the next three weeks.  During this first surgery 

since the loss of her leg, the wound was explored and necrotic tissue was cut away. The 

hip joint was shaved with a chisel. The wound was irrigated and packed. The flap of skin 

that had been left open was wrapped around gauze and sutured in place. 

 

4/2/08 

Site of Ms. 

T.’s 

amputation 
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 During this operation, Ms. T. was brought for “another left pelvic area large open 

wound exploration and debridement”. Her trunk and perineal area were washed out and 

carefully cleaned. There were multiple areas of loss of skin in her skin folds between her 

labia majora and the right thigh and in the folds of her right pubic area. The area around 

the large open wound was cleaned and draped. A drain in the left groin was removed. No 

new pockets of pus or products of gas gangrene were found. The area around her rectum 

had not worsened. Remnants of the left thigh tissues were very pale. Some pus was 

removed as well as segments of fascia and muscle. The entire area was washed out. 

 

4/4/08 

 

 During Ms. T.’s 17
th

 operation, the surgeon found necrotic muscle, fascia, and 

skin. About 300 gm (10.6 ounces) of tissue was removed. The multiple pockets of tissue 

were explored. There were no new dead areas except in the left upper gluteal area, which 

was debrided and irrigated. A new drain was inserted into the track between the left groin 

and the remnants of the iliac bone. The thigh tissue was secured to the remnants of the 

left buttock to permit some closure of the open wound. 

 

4/7/08 

 

 Two operative reports were dictated after this procedure. One was done on 4/7/08 

and one was done on 4/10/08. The first of the two states that the patient’s wound, which 

has been loosely sutured with two sutures, was re-opened. The patient was disimpacted 

(stool was manually removed from her rectum) and the skin was cleaned with soap and 

water. The wound was cleaned with Betadine. After all of the packing was taken out, 

several areas of necrotic tissue were found. Deep pockets of dead fascia and muscle were 

removed. The entire wound was washed out with 6 liters of saline. The wound was 

packed. Montgomery straps (long straps used to hold dressings in place) were applied to 

close the wound temporarily. The second operative report agrees with the first. 

 

4/9/08 

 

 After disimpaction of the patient’s bowel, this operation consisted of re-

exploration of the patient’s left thigh wound. There were multiple areas of dead tissue 

with minimal amounts of pus. Sharp debridement of scissors was performed on some of 

the dead fat, muscle, and skin. Gauze was left in the wound and it was loosely closed. 

Bacitracin was applied to the ulcerated areas of the skin on the right buttock and front of 

the thigh.  
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4/11/08 

 

 After disimpaction of the patient’s bowel, a thorough debridement of a few 

necrotic areas on her skin flap was performed. Her hip and gluteal regions were also 

debrided. The packing in the prevesical (in front of the bladder) area was changed. The 

wound was irrigated with 8 liters of saline. The flap of skin was rolled over the wound 

and it was packed at the end of this 2-½ hour-long procedure.   

 

4/13/08 

 

 After the packing was removed from the wound, the doctors debrided a lot of 

fibrinous exudate (stringy pus) and necrotic muscle. There was some necrotic fat at the 

inferior portion of the flap which was also debrided. Some stool had spilled into this area. 

The entire wound was irrigated and packed. Bacitracin was applied to the macerated skin 

(softened from constant moisture). 

 

4/15/08 

 

 The wound was once again opened. Areas of stringy pus were found and cut 

away. The wound was irrigated and loosely closed. 

 

4/17/08 

 

 Back in the operating room again two days later, Ms. T.’s operation began with 

opening of the wound. The area was once again debrided of necrotic tissue. No new pus 

pockets were seen. The wound was beginning to fill in. The area was copiously irrigated. 

The back of her leg wound was loosely closed.  

 

4/19/08 

 

 The first step of Ms. T.’s surgery on this date consisted of evaluation of her skin 

flap. A small area of skin was not intact. There was a moderate amount of dead fat and 

muscle. This was cut away. The bone in the cup of the hip was cut back using a dental 

drill. The wound was irrigated and the flap was tacked over the wound.  

 

4/21/08 

 

 The flap was opened up at the start of this surgery. After the packing was 

removed, a few areas of stringy material were found and debrided. The wound was filling 

in well and was clean. The entire wound was irrigated with pulse lavage. It was packed 

and the flap was sewn closed.  
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4/23/08 

 

 Ms. T.’s 26
th

 and last trip to the operating room began with irrigation of the 

wound. Small amounts of stringy material were cut away. A thin filmy layer of pus 

covered the entire wound. This was cut off. There was good bleeding after this was done. 

A portion of a tendon was still present. This was cut off. The dead skin edges were all cut 

away. The muscle flap was sutured to cover the wound. The patient’s rectum was intact 

but found to be 1 cm away from the incision edge. Two Jackson Pratt drains were left in 

the wound and brought out through the incision. (See Exhibit 10 for an illustration of this 

type of drain.) 

 

Exhibit 10 Illustration of a Jackson Pratt Drain 

 

 This concluded the patient’s 26
th

 operation. She spent a total of 56.75 hours in the 

operating room over the course of these two months. This does not count the hours she 

spent in the recovery room. 

 

Major problems 2/28/08-5/13/08  

  

 The next part of this report includes an overview of the major problems Ms. T. 

experienced during this two and one half month long admission. These problems are 

identified on Exhibit 11, attached at the end of this report.  

 

2/28/08-3/31/08 

 

The problems for 2/28/08-3/31/08 are divided into two major categories: 

discomfort and emotional. Each of the operations is identified as a colored column for the 
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applicable day. This information was extracted from reading the notes of the healthcare 

professionals who interacted with the patient on a daily basis: her doctors, nurses and 

therapists.  

 

Discomfort 

 

Pain and left leg difficulties 

 

 There were multiple sources of discomfort affecting Ms. T. during this timeframe. 

First and foremost, she was in pain on a daily basis. The pain was present in her surgical 

incisions, and in her left leg until her amputation, as indicated in the chart. She had a big 

bulky dressing on in between surgeries to absorb all of the drainage that was inside her 

wounds.  

 

As the patient’s left leg became increasingly affected by the necrotizing fasciitis, 

she complained of spasm, numbness of her left foot, and difficulty moving her left leg. 

She could not stand due to pain. On 3/10/08, the patient told the physical therapist that 

her goal was to walk without pain. On 3/11/08, she told the physicians assistant student 

that her left leg had achy pain, was stiff and she could barely move it. The physicians and 

physical therapists also noted that she had lost movement and strength in her left leg. She 

lost the ability to move her left foot by 3/24/08, four days before her leg was amputated. 

She could not move her toes, and had no feeling in her left toes and the bottom of her 

foot. A leg brace was given to her to prevent foot drop (inability to move toes upward.)  

  

 Exhibit 12 contains some quotes related to the patient’s pain during this month. 

 

Exhibit 12 Sample of Documentation Related to Pain 

 

DATE SOURCE ENTRY 

3/6/08 Nurses notes The patient was crying with pain. She requested that her 

mother be called, and asked that the nurse call the 

doctor, saying, “This medication is not helping. My 

body may be immune to the medication.” 

3/7/08 Nurses notes Crying out in pain. 

3/8/08 Nurses notes Demerol 75 mg, Vistaril 25 mg and Ativan 2 mg given 

IM prior to dressing change.  

3/10/08 Nurses notes Complained of severe pain in left leg. 

3/11/08 Physical therapist Complains of left buttock and left calf pain. 

3/12/08 Physicians assistant 

student 

Patient complains she was not able to sleep because of 

pain which was not alleviated by meds. Also complains 

of left calf tenderness.  

3/13/08 Surgeon Patient still complaining of pain. 

3/13/08 Physicians assistant 

student 

Patient complains of pain and spasms between her left 

knee and hip. 

3/14/08 Nurses notes 5 AM: Requesting pain medication. Also wants to be 

straightened out in bed. Patient becomes stiff and rigid 
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DATE SOURCE ENTRY 

upon trying to turn, cries. “Maybe if I take my pain 

medication first and allow it to work I can try to move.” 

Demerol 50 mg IM given for pain. Allowed to rest. 

6 AM: Attempted to reposition patient in bed. Starts to 

cry before attempting to move in bed. Encouraged to 

push heel of right (sic, should be left) foot into bed to 

move. Attempted to position right leg for patient. Stiff, 

tense. Patient very reluctant to move in spite of 

encouragement to do so. 

3/14/08 Physicians assistant 

student 

Left lower extremity is still stiff and patient is still 

experiencing pain. Requests physical therapy for 

weekend also and wants to get out of bed.  

3/16/08 Physical therapy Patient complained of dizziness when out of bed in 

chair, ambulation and transfers are improving in terms 

of speed, however still very limited secondary to pain.  

3/17/08 Physical therapy Complained of severe pain during dressing change. The 

wound was approximately 20 cm x 20 cm at the left 

buttock. It extends into the left groin area for 15 cm. 

There is a large amount of yellowish drainage with a 

foul odor.  

3/18/08 Physical therapy Patient complains of pain in the left lower extremity and 

states having a bad night secondary to cramps in the left 

calf area.  

3/20/08 Physician assistant 

student 

Complained of sore throat pain due to intubation. 

3/20/08 Physical therapy Patient needs much more medication prior to afternoon 

session. She’s having a lot of pain.  

3/24/08 Pain management Patient felt better, decreased pain, no nausea and 

vomiting (on) PCA.  

3/26/08 Pain management Patient complained of severe pain. (She was given a 

bolus of 10 mgs of Morphine and was much more 

comfortable.) 

 

 Ms. T.’s pain was controlled with a variety of drugs. See Exhibit 13, attached at 

the end of this report, for a depiction of the medications she needed during this time 

frame. 

 

 Initially the patient’s pain was being managed by intravenous injections of 

Morphine. On 3/4/08, the critical care nurse documented that she thought the patient 

would benefit from PCA (Patient Controlled Analgesia.) This method of narcotic 

administration permits the patient to push a button to obtain a dose of pain medication. 

This suggestion was not implemented at that time. From 2/28/08-3/8/08, she continued to 

receive intravenous injections of Morphine, as many as 10 per day (on 3/5/08.) She 

complained of a great deal of pain during this time.  
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 From 3/5/08 though 3/21/08, Ms. T. received Percocet, an oral narcotic, to control 

her pain. She required as many as 10 pills per day (on 3/7/08). On 3/7/88, the patient was 

started on intramuscular injections of Demerol, a narcotic, and Vistaril, a sedative that 

increases the effectiveness of Demerol.  

 

 On 3/25/08, after indications that the current pain management plan was not 

working well, the pain management team was involved in the patient’s care. The patient 

was put on the PCA pump. The Morphine was loaded into a syringe. The patient received 

a 2 mg dose of Morphine each time she hit a button. She could do so every 10 minutes 

with a maximum of 30 mg in 4 hours. (See Exhibits 14 and 15.) On 3/26/08, the PCA 

orders were changed to allow the patient to receive 1 mg of Morphine every hour in 

addition to being able to hit the button and get 1.5 mg every 10 minutes. She was limited 

to 30 mg every 4 hours. On 3/28/08, the PCA orders were changed so she could get 

Morphine every 8 minutes. There was no 4-hour maximum. There were daily adjustments 

to the PCA orders through the end of this month.  

 

Exhibit 14 Depiction of a        Exhibit 15 Depiction of a PCA Button  

                       PCA Pump       Used to Obtain a Dose of Morphine 

 

Rapid heart rate and fever 

 

The graphic records and critical care flowsheets were examined for evidence of 

fever and rapid heart rate. The patient’s heart rate was 100 beats per minute or higher 

(normal is 80) at least once a day with the exception of 7 days this month. The patient’s 

temperature was at 100 degrees or higher at least once in the 24 hours of each day, with 

the exception of 2 days. Her temperature went as high as 103.2 degrees on 3/13/08. She 

received Tylenol for her fevers. A pounding heart and fever add to discomfort.  
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Hunger, decreased appetite, sore throat, dry mouth  

 

 Ms. T. commented she was hungry on two occasions. On 3/2/08, she was 

complaining of hunger. At that time, she weighed 230 pounds. For the first half of this 

month, she had a decreased appetite. Her intake of food was being consistently 

interrupted each time she had surgery. She was not allowed to eat after midnight in 

preparation for surgery, and then unable to eat the day of surgery. The dietician noted on 

3/10/08 that the patient needed 1800-2100 calories to help her heal. She had a poor 

appetite and was mostly drinking liquids at that point. She was given Ensure with added 

protein, a liquid nutrition, to help increase her calories.  

 

She complained of a sore throat and dry mouth, a common complaint after an 

endotracheal tube was been inserted into the throat during surgery. On 3/19/08, on arrival 

to the operating room, the patient was observed to have thick, white, chalky substance on 

her tongue. This was diagnosed as possible thrush, a fungal infection, and she was started 

on Mycostatin, an antibiotic specific for fungal infections. 

   

Foul smelling drainage, large amount of drainage 

 

 Although Ms. T.’s buttock and perineal wounds were being washed out during 

surgery on an almost every other day basis during this month, she continued to have 

drainage from her wounds in between surgeries. This drainage was described as foul 

smelling and consisting of pus on several occasions. The drainage amount increased right 

before her leg was amputated. On occasions it soaked through her dressings and sheets. 

On 3/22/08, the nurse noted that the patient’s dressing were soaked. The physicians 

assumed responsibility for changing Ms. T.’s dressings. There were indications that on 

some of the occasions, she was given narcotics before the dressing change to reduce her 

pain.  

 

Difficulty turning, dizziness, unable to urinate on own 

  

 Ms. T. was on bed rest for the first several days in the hospital. She had great 

difficulty turning and complained of pain when she was moved. For example on 3/2/08, 

the nurse recorded that the patient was repositioned to her right side with difficulty. On 

3/5/08, the patient said she was afraid to move. She received whirlpool and physical 

therapy during this time. The physical therapist noted on 3/12/08 that when the patient 

walked, she was dizzy when standing and her gait was slow and painful. On 3/13/08, the 

physical therapist assisted the patient to walk. Her heart rate was 132 after she walked 

and she was sweating. Ms. T. was very apprehensive on 3/15/08 when the physical 

therapist began the initial assessment and helped her try to walk.  

  

  The Foley catheter that was inserted on the first day in the hospital was changed 

but never removed during this entire admission. Ms. T. was never able to urinate on her 

own, to sit on a bedpan or toilet and urinate normally. The tube was always present 

between her legs. 
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Emotional 

 

 Crying, anxiety, agitation and depression 

 

 Ms. T. was fearful of getting blood. She had a long conversation with the 

physician on 3/4/08 about receiving blood. She agreed that she would get it if necessary. 

Her family was advised that they could donate blood. Ms. T. received 20 units of blood 

during this admission.  

 

 On 3/6/08, the doctors added Ativan to her list of medications to sedate her. Her 

pain was being managed with injections of Morphine at that time. On 3/9/08, she was 

crying with pain.  

 

 The medical records indicate that she was anxious regarding her constipation and 

impending surgery (3/12/08). She stated she had feelings of depression on 3/17/08. She 

was placed on Elavil on 3/26/08 for her depression.  

 

 On 3/26/08, the surgeon had an extensive discussion with Ms. T. She was told 

that the infection involved all of the posterior muscles in the thigh and that these muscles 

were debrided. The nerves were involved, and the infection was spreading upward and to 

the front of her body, and that she had exposed bone. She was told that she needed an 

amputation of her right leg. She expressed her concerns about being able to walk 

afterwards and was told that a prosthetic leg might not be available afterwards, but that 

rehabilitation would be offered to her and she would have good options. The surgeon 

reassured her that “life does go on” after an amputation. She had reservations, but seemed 

to understand that this infection was life-threatening and that there were few options left.  

 

 After this discussion, the nurses observed that the patient was anxious. For 

example, on 3/28/08, she was nervous and anxious when being assisted or being turned. 

She was also described as having a flat (depressed) affect that day.  

 

4/1/08-4/30/08 

 

 The pattern of almost every other day trips to the operating room for 

debridements, as described earlier in this summary, was occurring during the month of 

April. The patient experienced several major problems between 4/1/08-4/30/08. These are 

divided on Exhibit 16, attached at the end of this report, into two categories: discomfort 

and emotional.  

 

Discomfort 

  

 Pain 

 

 During this month, with trips to the operating room on a frequent basis for 

incisions, drainages and debridements, Ms. T. experienced postoperative pain. On one 
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occasion, on 4/9/08, she developed chest pain. The physician was notified and an EKG 

was done.  

 

 Exhibit 17, attached at the end of this report, depicts the medications the patient 

needed for her symptom control this month. The patient was on Morphine by PCA pump 

until 4/8/08. On 4/9/08, the patient refused the Morphine that was ordered to be given 

before surgery, stating it made her sick. Her pain was controlled with Demerol and 

Vistaril intramuscular injections, Percocet pills, and Motrin pills. She was also given 

MSIR (Morphine Sulfate Immediate Release) pills.  

 

 Right leg weakness, stiffness, and swelling 

 

 Weakness and stiffness of the patient’s remaining leg was noted during this time. 

A splint was removed from her right leg on 4/15/08. This splint was applied to prevent a 

contracture (tightened muscles) in her right leg. There was some evidence in the records 

that this process of tightening had begun by 4/20/08. The physical therapist noted that the 

patient was to wear the brace to prevent further tightening of the right leg. On 4/21/08, 

the physical therapist documented that the patient experienced stretch discomfort when 

the brace was on her right leg. Stretching exercises were performed. With aggressive 

stretching, her right ankle was able to reach the neutral position. The therapist planned a 

course of using the tilt table to literally get the patient on her foot. See Exhibit 18 for an 

example of a tilt table. The patient lies on the table and then is titled upward by degrees 

to a vertical position.  

 

Exhibit 18 Depiction of a Tilt Table 
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 On 4/16/08, the physical therapist documented that there was marked (emphasis 

in original document) muscle atrophy.  

 

Dizziness and weakness 

 

 Towards the end of the month, as efforts were made to mobilize the patient and 

get her up on her foot, weakness and dizziness were evident, as described below.  

 

Sore throat, dry mouth, nausea and vomiting, and diarrhea 

 

Ms. T. complained of a sore throat and dry mouth on 4/1/08. Her most persistent 

complaint related to her stomach was nausea and vomiting. There were 6 days during this 

time frame when she vomited. She was given Compazine intramuscularly to control her 

vomiting but by 4/17/08, she was refusing Compazine, stating, “It makes me sicker.” She 

vomited three times within the space of 5 ½ hours. 

 

It was important for wound healing that the patient’s diarrhea, which developed 

on 4/16/08, be controlled. She was given Lomotil for this problem. 

 

Decreased appetite and weight loss 

 

 The patient’s nausea, vomiting, decreased appetite, and multiple periods of not 

being able to eat in preparation for surgery all contributed to nutritional problems. She 

was at high risk for severely depleted protein due to the debridements, persistently 

elevated temperature, and not eating enough. The dietician’s note on 4/8/08 states that 

she was continuing to drink Healthshakes and Ensure to supplement her food intake. Her 

weight had not been taken recently so it was unclear how much weight she had lost.  

  

 The dietician noted on 4/22/08 that the patient had visibly lost weight. She 

remained at very high risk for nutritional problems. On 4/28/08, the patient told the 

dietician that she was unable to tolerate “heavy” food since her flap had been closed. The 

dietician stated that the patient’s depression was causing poor appetite. A psychiatric 

consultation was advised. There was visible severe weight loss with muscle wasting very 

evident. She remained at very high nutritional risk. 

 

 Rapid heart rate, chills, and fever 

 

 During this month, the patient continued to have almost daily elevations of her 

heart rate. About half of the days (14 out of 30) she had a fever. She complained of chills 

on 4/15/08. She received Tylenol for her fevers. 
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 Skin breakdown 

 

 Ms. T. developed skin breakdown on the back of her right thigh and buttock. This 

was documented on 4/8/08. It was treated with Bacitracin, an antibiotic ointment. On 

4/9/08, the patient was placed on a Clinitron bed. The purpose of this bed is to more 

evenly distribute weight to minimize pressure in any one area. The Clinitron bed has 

beads which are in constant motion from a flow of warm air. The bed weighs between 

1700 to 2000 pounds. See Exhibit 19 for a picture of this bed. Ms. T. stayed in this bed 

until 5/5/08. 

 

Exhibit 19 Depiction of a Clinitron Bed 

 

 The physical therapist noted left lumbar area skin breakdown on 4/27/08. Skin 

breakdown was also evident on Ms. T.’s sacral area as of 4/29/08, as documented in the 

nurses’ notes. 

 

 Large amount of drainage 

 

 There were periodic comments in the medical record that the patient had a large 

amount of drainage from her wound site. For example, on 4/7/08, the nurse documented 

that she had a large dressing with copious amounts of drainage. The doctors, who 
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continued to do the daily wound dressing changes, noted when pus was present in the 

wound.  

 

 The patient developed a vaginal infection and was given Monistat fungal cream 

on a nightly basis.  

 

Emotional 

 

 Anxiety 

  

 Ms. T. was described as anxious on three occasions during this month. On 

4/20/08, the physical therapist documented that she was very concerned about her 

prognosis for walking. On 4/30/08, the patient reported feeling very nervous about 

moving to the tilt table and rolling. She wanted to get onto the tilt table because she knew 

it was good for her. It took maximum assistance of 5 people to get her onto the table. The 

head of the bed was tiled to 60 degrees. The patient complained of dizziness and nausea 

after six minutes. Her blood pressure was too faint to hear. She was returned to bed.  

 

5/1/08-5/13/08 

 

 The final two weeks of Ms. T.’s admission focused on preparing her for her 

transfer to K.I. for rehabilitation. The major problems she experienced during these last 

two weeks are shown on Exhibit 20, attached at the end of this report. 

 

Discomfort 

 

 Pain 

 

 There was one notation in the medical record that the patient complained of pain 

during these two weeks. This was noted on 5/4/08. On other days, she denied pain. 

 

 Weakness, dizziness, and shortness of breath 

 

 As efforts to increase Ms. T.’s activity level continued, it became evident that she 

was weak. On 5/1/08, she was placed on the tilt table and raised to 70 degrees. She 

became short of breath, nauseated, and dizzy. She was not approved to be able to sit at 

that point. On 5/4/08, three physical therapists got the patient out of bed. She was brought 

up to 65 degrees before the beginning of dizziness occurred. On 5/6/08, the patient 

complained of dizziness when sitting. She was unable to fully extend (straighten) her hip 

due to weakness. She was able to stand for 10 seconds before becoming dizzy. On 5/7/08, 

the physical therapist brought the patient to a standing position with maximum help of 

two people. She was unable to maintain the weight on her right leg as she could not keep 

her right leg straight. Her hip buckled unless maximum support was given.  
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 Ms. T. was taught how to push herself in a wheelchair. On 5/8/08, she was able to 

push herself 20 feet twice before tiring. She was placed between the parallel bars with 

maximum help of two people. She had poor endurance for this type of activity and her 

right knee and hip were weak. The patient had excellent motivation to help herself.  

 

 Ms. T. was able to stand in the parallel bars on 5/11/08 on five occasions. She was 

extremely tired and stopped therapy. She could stand for 30 seconds only. 

 

Fever and rapid heart rate 

 

The patient had a rapid heart rate each day during this two week time period. Her 

temperature was elevated on two days.  

 

Decreased appetite, nausea, and diarrhea 

 

The patient had difficulty eating all of her food at each meal during this time. She 

complained of nausea on two occasions. On 5/2/08, the physician entered the patient’s 

room when she was being washed “secondary to fecal loss”. On 5/5/08, the patient 

refused to get up out of bed to the tilt table because of diarrhea. Her diarrhea persisted. 

On 5/11/08, the physician noted that the patient’s bed had to be changed due to having a 

bowel movement.  

 

Wound and skin breakdown over sacral area 

 

The patient’s wound continued to be evaluated by the surgeon. As of 5/6/08, there 

were still two open areas on her wound edges, although she was healing. There were 

notations that it did not drain pus on several days. It drained pus during this period on 

5/7/08 and 5/8/08. The breakdown on her sacral area was covered with Duoderm.  

 

Depression 

 

The patient continued to receive Elavil for her depression during this month. See 

Exhibit 21, attached at the end of this report.  

 

Status at the time of discharge 

 

 The patient’s temperature was stable on the last day she was in the hospital. Her 

wound continued to drain a small amount of pus. The medications for her diabetes were 

adjusted to provide tighter blood sugar control. The Foley catheter was still in her 

bladder. Once approval for her transfer to K.I. was received she left the facility. No 

records from this K.I. admission were received.  

 

 Exhibits 22, 23 and 24 show the extent of the patient’s loss.  
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Exhibit 22 Photograph of L. T. 

 

Exhibit 23 Photograph of L. T. 
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Exhibit 24 Photograph of L.T. 

 

Thank you for the opportunity to assist you with this file. 

 

       Very truly, 

 

 

       Patricia Iyer MSN RN LNCC 
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Exhibit 2 

Diagram of the Location of Ms. T.’s Wounds on 2/28/08 

 

 

2x2 cm ulcer on 

center/front of 

right calf 

10 x 2 cm 

necrotic, 

draining, 

foul 

smelling 

mass 
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Major Problems 2/28/98 – 3/31/98  

Exhibit 11 
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31 

Discomfort 

Pain                                 
Pain left leg                                 
Weakness and difficulty 

moving left leg 

                                

Unable to move left foot                                 

Spasms left leg                                 

Numbness left foot                                 

Sore throat/dry mouth                                 

Rapid heart rate                                 
Fever                                 
Hungry                                 

Decreased appetite                                 
Dizziness                                 

Large amount of drainage                                 

Foul-smelling wound 

drainage 
                                

Difficulty turning                                 
Unable to urinate on own                                 

Emotional 

Crying                                 

Anxiety/agitation                                 

Depression                                 

 

           = Surgery                Fever = 100
◦
 or higher              Rapid heart rate = 100 beats per minute or higher   



     

 

Sun Mon Tues Wed Thur Fri Sat

February and March 1998

 March   1 2 3 4 5 6 7

8 9 10 11 12 13 14

15 16 17 18 19 20 21

22 23 24 25 26 27 28

313029

February 28

Morphine IV
by Syringe

Monostat
Vaginal
Cream

Demerol and
Vistaril IM
Injection

Demerol IM
Injection

Demerol IV
by Syringe

Morphine 
PCA Pump

Tylenol
Pills (2)

Elavil Pill
(depression)

Ativan IM
(anxiety)

Compazine IM
(nausea)

Ibuprofen 
Pills

Motrin 
Pill

Percocet
Pills (2)

Lomotil
Pills

(diarrhea)

Benadryl
Pill

(sleep)

Morphine 
Pill

(pain)

Ambien
Pill

(sleep)

M

BK
E
Y

K
E
Y

L. T.
Medications for Symptoms

2/28/98 to 3/31/98
Exhibit 13
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Major Problems 

4/01/98 – 4/30/98  

Exhibit 16 

 

  

   Major Problems 
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Discomfort 

Pain                               

Right leg weakness & 

stiffness 

                              

Right leg swelling                               

Dizziness                               
Weakness                               

Sore throat/dry mouth                               

Nausea                               
Vomiting                               

Diarrhea                               

Decreased appetite                               

Severe weight loss                               

Rapid heart rate                               
Fever                               
Chills                               

Skin breakdown left 

lumbar area 

                              

Skin breakdown right 

thigh & buttock 

                              

Large amount of drainage                               

Unable to urinate on own                               
Emotional 

Anxiety                               
 

            = Surgery                Fever = 100
◦
 or higher              Rapid heart rate = 100 beats per minute or higher 

 
 



 

   

 

 

Sun Mon Tues Wed Thur Fri Sat

Sat

April 1998

1 2 3 4

5 6 7 8 9 10 11

12 13 14 15 16 17 18

19 20 21 22 23 24 25

26 27 28 29 30

M
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M

M
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M

M

L. T.
Medications for Symptoms

4/1/98 to 4/31/98
Exhibit 17

B

Morphine IV
by Syringe

Monostat
Vaginal
Cream

Demerol and
Vistaril IM
Injection

Demerol IM
Injection

Demerol IV
by Syringe

Morphine 
PCA Pump

Tylenol
Pills (2)

Elavil Pill
(depression)

Ativan IM
(anxiety)

Compazine IM
(nausea)

Ibuprofen 
Pills

Motrin 
Pill

Percocet
Pills (2)

Lomotil
Pills

(diarrhea)

Benadryl
Pill

(sleep)

Morphine 
Pill

(pain)

Ambien
Pill

(sleep)

M

BK
E
Y

K
E
Y



L. T. 

Major Problems 

5/01/98 – 5/13/98 

Exhibit 20 

 

Major Problems May 

1 2 3 4 5 6 7 8 9 10 11 12 13 

Discomfort 

Pain              

Weakness              

Dizziness              

Short of breath              

Rapid heart rate              
Fever              

Decreased appetite              

Nausea              

Diarrhea              

Skin breakdown sacral area              

Unable to urinate on own              
 



     

 

Sun Mon Tues Wed Thur Fri Sat

May 1998

1 2

3 4 5 6 7 8 9

10 11 12 13

L. T.
Medications for Symptoms

5/1/98to 5/13/98
Exhibit 21

Transferred to the 
Kessler Institute
for Rehabilitation

Morphine IV
by Syringe

Monostat
Vaginal
Cream

Demerol and
Vistaril IM
Injection

Demerol IM
Injection

Demerol IV
by Syringe

Morphine 
PCA Pump

Elavil Pill
(depression)

Ativan IM
(anxiety)

Compazine IM
(nausea)

Ibuprofen 
Pills

Motrin 
Pill

Percocet
Pills (2)

Lomotil
Pills

(diarrhea)

Benadryl
Pill

(sleep)

Morphine 
Pill

(pain)

Ambien
Pill

(sleep)

M

BK
E
Y

K
E
Y Tylenol

Pills (2)
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