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Amy Smith Medical Chronology
	Date
	Source
	Documentation
	Comments
	Bates/Pg #

	7/10/19
	Adam Brown MD


	Chief complaint (CC): Bilateral shoulder pain right worse than left. 

History of Present Illness (HPI): Started 2 years ago (working physical rehab at Morton Memorial Hospital). No neck pain. Numbness in middle and ring finger of right hand when writing. Increased pain both shoulders at night. 

Physical Exam (PE):  Distal sensory exam in upper extremities intact to light touch, distal motor exam grossly intact.   Full range of motion (ROM) with active and passive motion of both shoulders.  Discomfort is noted when the patient reaches across her body and abducts her arm.

Deep tendon reflexes are symmetric and normal.

Positive Tinel’s on the right

Assessment: Clinical signs and symptoms (s/s) carpal tunnel in right hand. May have impingement syndrome in both shoulders.

Plan: Physical therapy (PT) ordered 3 X week for 4 weeks.  

EMG of right hand. 

If fails to improve, consider MRI (magnetic resonance imaging).
	Abduction describes movement of the arm away from the body.

Tinel’s signs indicates the median nerve is compressed at the wrist causing tingling in the thumb, index finger, middle finger and the inside half of the fourth digit.  These are signs of carpal tunnel syndrome.

EMG – Electromyography is a diagnostic test to measure muscle response to a nerve’s stimulation of the muscle.
	

	7/31/19
	Adam Brown MD
	CC: Numbness right hand, bilateral shoulder pain.

HPI: Here for EMG results and f/u shoulders. 

PE: Good flexion both shoulders. Abduction and reaching across body causes some discomfort

EMG: Positive for mild carpal tunnel in right hand

Assessment: Responded to short course of PT. Mild carpal tunnel.

Diagnosis: Impingement syndrome bilateral shoulders.

Plan: Splint for nighttime use. 

Continue for an additional month.
	Impingement syndrome occurs when there is impingement of tendons or bursa in the shoulder from bones of the shoulder.
	

	10/25/19
	Adam Brown MD
	CC: Impingement bilateral shoulders; carpal tunnel right
HPI: Following splinting for nighttime use. Shoulders continue to be painful. Does not sleep well. Her co-pays for therapy were 25 dollars/visit. She was not able to continue.

PE: Full ROM actively in both shoulders. She does not have weakness but does have discomfort with movement.

Assessment: The patient has failed to improve her shoulder pain with conservative treatment.  Night splinting making carpal tunnel more tolerable.

Plan: Continue night splinting. Will obtain MRI of her shoulders.
	
	

	11/21/19
	Downtown Medical Center
	HPI:  Bilateral shoulder pain.  Possible impingement.

MRI of right shoulder – 

Partial tears of the supraspinatus tendon along the superior and inferior surfaces.  

Small subchondral cysts near the greater tuberosity.  Mild to moderate degenerative changes.  

Hypertrophic thickening of the left coracoacromial ligament.  

Small amounts of fluid in the subacromial/subdeltoid bursae.  

Findings may be due to impingement.

MRI of left shoulder – 

Findings the same as the right shoulder.
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	11/22/19
	Downtown Medical Center
	Bilateral shoulder x-rays – 

No fractures.

No significant degenerative changes 
	
	

	11/27/19
	Adam Brown MD
	CC: Impingement bilateral shoulders; carpal tunnel right
HPI: Returns for MRI results. Splinting helping but still numb

PE: Full ROM both shoulders. Discomfort with movement

Radiographs: MRI films reviewed. There’s evidence of arthritis of the AC joints, tendinosis and subchondral cysts at both greater tuberosities.

Assessment: The patient has arthritis of the AC joint and impingement syndrome bilaterally. Improved CTS (carpal tunnel syndrome) with splinting but still has numbness

Plan: I have recommended resection of the distal clavicle acromioplasty and inspection with rotator cuff and carpel tunnel release on the right.

Informed consent for procedure documented. (see note for documentation of discussion)
	AC - acromioclavicular joint (top of the shoulder)
	

	12/18/19
	Adam Brown MD
	Pre-op history and physical

Full range of motion actively and passively in both shoulders.  There is no crepitus.  There is no pain with palpation over the AC joints.  There is discomfort when the patient reaches across her body and abducts her arm.  There is no pain with palpation over the biceps tendon.  Distal sensory nerve function intact to light touch, distal motor grossly intact in bilateral upper extremities.  Reflexes are normal.

Documentation of informed consent done again.
	
	

	12/21/19
	Mercy Memorial Hospital

Op Report
	Diagnosis: 

1. Carpal tunnel syndrome of right hand

2.  Arthritic AC joint

3.  Impingement syndrome of right shoulder.

Operation:

1. Neurolysis of the median nerve right hand

2. Excision of distal clavicle

3. Release coracoacromial ligament

4. Acromioplasty, right shoulder

Operative Findings:  Thickened transverse carpal ligament, prominent anterior acromion.  Arthritis of the AC joint and roughening of the bursal surface of the rotator cuff.

Note: Pain control catheter inserted in the subacromial space for later installation of Marcaine for post op analgesia.
	Neurolysis is the release of a nerve sheath by cutting it longitudinally (thus releasing the nerve from the sheath) for pain relief.

Excision of the distal clavicle involves removing roughly 3/8 inch of the end of the clavicle to create a permanent gap between clavicle and the acromion. 

	

	12/28/19
	Adam Brown MD (Phone Message)
	Has developed respiratory infection. Hurts shoulder when she coughs. Vicodin for pain.

Response: Robitussin OTC.  Pt. made aware.
	
	

	1/8/20
	Adam Brown MD
	CC: Postoperative visit. Pain.

HPI: S/P carpal tunnel releases right, resection of distal clavicle, acromioplasty right shoulder 12/21/19

PE: Incision right shoulder well healed. Incision in right hand is slightly open.

Procedures: Staples removed from right shoulder. Steri strips applied.

Assessment: The patient is doing well.

Plan: Will start PT for ROM and strengthening.  Physical therapy ordered 3 x week for 4 weeks.
	Steri strips are similar to Band-Aids and are used to hold the edges of the incision together until complete healing.
	

	1/19/20
	Adam Brown MD (Phone message)
	Received papers from disability management that she has been released to work on 1/22/20. She does not feel she is okay to return to work. 

Action taken: Done, this was extended until her next appt. date
	
	

	2/8/20
	Adam Brown MD
	CC: None documented

HPI: S/P CTR right.  Resection of distal clavicle, acromioplasty right shoulder.  F/u after therapy

PE:  The patient has 96 degrees of flexion and abduction. Internal and external rotation is poor. 

Assessment: The patient needs additional PT.

Plan: Continue PT. 

RTO (return to office) in one month

Vicodin 5mg 1-2 every 4-6 hours as needed for pain.
	Normal shoulder flexion - 150 degrees.

Normal shoulder abduction - 150 degrees.
	

	2/8/20
	Adam Brown MD
	Disability Certificate

As of this date she has sufficiently recovered to return to work/school with the following limitations: with lifting to waist as tolerated.
	
	

	3/12/20
	Adam Brown MD
	CC: Poor ROM

HPI: Here following PT. “My ROM is not as good as I hoped”

PE: Right hand has good thenar function. Her incision is healed. Numbness is gone.

The right shoulder has 140 degrees flexion, 80 degrees abduction, internal rotation is to her back pocket.  External rotation is 40 degrees.  There is a PDS suture knot at the end of the incision that is palpable.  There is no redness but there is some tenderness with palpation.

Procedures: Right shoulder prepped with an alcohol solution and one cc of 0.5% Marcaine was injected.  Following Betadine and alcohol prep a small incision was made and the knot of her PDS suture was removed.  A Band-Aid was applied.

Plan: F/u in six weeks. Continue her exercises and do as much therapy as possible.
	Thenar is the fleshy part of the hand at the base of the thumb (good function of the palm of the hand).

Normal external rotation of the shoulder - 90 degrees.

PDS is a polydioxanone or absorbable suture.
	

	4/16/20
	Adam Brown MD (Phone Message)
	She is having a lot of pain- she would like to speak to you regarding pain medication. She is not sure she wants Vicodin. She has been working a lot of hours and her shoulder is very sore. She cannot take Vicodin at work. 

Response: Ultram. She may take Vicodin at bedtime.

Action: She was made aware.  Scripts faxed to City Pharmacy
	
	

	4/25/20
	Adam Brown MD
	CC: Discomfort

HPI: She has stopped PT and is back to work full time

PE: Right hand has good thenar function. Incision healed. Numbness gone.

Right shoulder has 90 degrees flexion, 50 degrees abduction, internal rotation has decreased and she can no longer reach her back pocket.  External rotation is 20 degrees.

Radiographs deferred.

Assessment: Patient has adhesive capsulitis and has lost motion since her last visit.

Plan: Would benefit from arthroscopic lysis of adhesions and manipulation of her shoulder.

Informed consent discussion documented.

Taking Lortab 10/500 1 tablet every 6 hours for pain as needed.

Ultram 50mg 1 every 6 hours as needed for pain

Vicodin 5mg 1-2 every 4-6 hours as needed for pain.
	Adhesive capsulitis is pain, stiffness and loss of motion of the shoulder joint caused by a thickening and tightening of the joint capsule.

Adhesions are scar tissues.
	

	5/17/20
	Adam Brown MD
	History and Physical

Increased pain and loss of ROM.

Good function of right hand.

Right shoulder with 90 degrees flexion, 50 degrees of abduction, external rotation is 20 degrees and she can no longer reach her back pocket on internal rotation.

Diagnosis:  Adhesive capsulitis of the right shoulder.
	
	

	5/17/20
	Mercy Memorial

Operation Report
	Operation:  Arthroscopic lysis of adhesions, manipulation of shoulder.

Procedure:  There was evidence of adhesions and redness in the rotator cuff interval.  The shoulder was gently manipulated and motion was gained.  Debridement was carried out of the fibrous tissue and synovium in the subacromial space.  Shoulder again gently manipulated.  Additional motion was gained.  Pain control catheter was inserted. [It was removed 3 days later by Dr. Brown’s nurse.  Amy had break- through pain with the catheter that was worse after it was removed.]
	Surgery was performed to release scar tissue which had formed around the shoulder joint.
	

	5/22/20
	Mercy Memorial

Emergency Dept. 


	Presented to ER with fever, chills and right shoulder pain.

Given Zofran 4 mg IV & Dilaudid 2mg IV.

CBC with diff, chest x-ray, blood cultures x2 done.

Seen by Dr. Brown, given incentive spirometer and discharged home with dx right shoulder pain.

Prescriptions: 

Dicloxacillin 4 X daily (antibiotic)

Percocet 5/35 1-2 every 4-6 hours as needed (pain)

Vicodin take 2 at 9PM and 1AM (pain)
	CBC – complete blood count

Chest x-ray taken. 

No shoulder images obtained.

Dicloxacillin is an appropriate antibiotic for staph infections which are not Methicillin resistant (MRSA).
	

	5/22/20
	Adam Brown MD (Phone Message)
	Time 2:13 pm

Amy called back and said that after you saw her in the ED and she went back home, she said that her fever is now 101.2 and pain very severe. She has taken 3 Oxycodone and 3 Motrin with no relief.

Action taken: spoke with Dr. Brown in OR and he said have patient go back to the ED… called ED and gave them a heads up that she is coming back in.
	
	

	5/22/20
	Mercy Memorial

Admission Note

Written by Adam Brown MD
	Pt back to ER after having increase temperature and increased pain in spite of being switched to oxycodone.

Vital signs:  113/65 – 110 – 20 – 101.3 

Exam:  4 small incision sites over the right shoulder.  Some ecchymosis (redness), but no drainage.  Pain with attempt of movement of the shoulder.

Impression: Possible infection, right shoulder

Plan: Arthroscopic irrigation with cultures taken at time of surgery.
	
	

	5/22/20
	Mercy Memorial

Operation Report
	Operation: Arthroscopic irrigation right shoulder.

Indications:  Woke up this morning at 4am complaining of significant pain and discomfort in her right shoulder.  She presented to the Emergency Room earlier today with a temperature which was slightly elevated.  WBC at 14,000.  Was given pain medication and was told to keep track of her temperature and return if she had any increased temperature or symptoms.  At the time her shoulder had no redness or swelling.  There was some ecchymosis.  She called back later in the day and stated that her temperature was now 101.3 and that she was having increasing pain.  She was asked to come back of the emergency room and the decision was made to take her back to the operating room for cultures and irrigation of her shoulder.  We will place her on antibiotics as well as give her analgesia in the form of PCA.

Findings: No evidence of purulence in her shoulder.

Procedure: A scant amount of blood-tinged fluid came out of the cannula and this was cultured.  There was some old blood but no evidence of purulence.  The shoulder was copiously irrigated.

Admitted for Ancef and admitted for further antibiotic therapy and a PCA pending the outcome of her cultures.

Ancef 1 Gm IV every (q) 8 hr. ordered (antibiotic)

CRP-High 11.5 (<0.8)

Sed Rate-High 42 (normal 0-20)
	Incision and drainage is appropriate treatment for surgical site infection.

WBC – white blood count

PCA – patient-controlled analgesia
C-reactive protein (CRP) is a protein found in the blood, the levels which rise in response to inflammation.

Sedimentation rate or sed rate – a blood test which measures how quickly red blood cells settle in one hour.  This test is also an indicator of inflammation.

Ancef is an appropriate antibiotic for treatment of staph aureus.
	

	5/23/20
	Mercy Memorial

Inpatient Record

Adam Brown MD -progress note
	Afebrile, pt feels better today.

Blood cultures - negative

Operative cultures -  growing staph species
	Staphylococcus (staph) is a group of bacteria that can cause a number of diseases as a result of infection of various tissues of the body. Most staph infections are caused by Staphylococcus aureus which is normally found in the nose on or the skin of around 25%-30% of healthy adults.  Damage to the skin or other entry through the skin, such as an incision, allow the bacteria to overcome the natural protective mechanisms of the body, leading to infection.
	

	5/23/20
	Mercy Memorial

Clinical Lab
	WBC - 19.7

Neutrophils - 82.4%
	Neutrophils are the first type of white blood cells to arrive at the site of the infection.  They work by ingesting the bacteria.  Neutrophils make up about 56% of the total white blood cell count.
	

	5/24/20
	Mercy Memorial

Clinical Lab 
	WBC - 15.3

Neutrophils-80.1%

Sed rate-61
	
	

	5/28/20
	Mercy Memorial


	Discharge Summary

Patient had been admitted for arthroscopic irrigation of her right shoulder.  Cultures were taken and revealed staph aureus.  During hospitalization her WBC went from 19.7 down to 7.7.  Patient received 4 days of IV Ancef and then was changed to Dicloxacillin 250mg by mouth every 6 hrs.  She also experienced some muscle spasms causing her tension type headaches and therefore she was started on a muscle relaxant, Soma 35mg four times a day.

Discharge instructions included:

Dicloxacillin 250 mg every 6 hrs given for home, Hydrocodone 1-2 q 4 hrs prn, Soma 350 mg qid, Protonix 40 mg qday, Mobic 7.5 mg bid

Start PT with daily ROM.

Notify doctor with increased redness, drainage or pain, or any increase in her temperature.

Will return in 2 weeks.
	Prn – as needed

Qid –four times a day
	

	6/12/20
	Adam Brown MD (Phone Message)
	Time 3:18 pm

Amy has 1 refill left on her antibiotic Dicloxacillin, she wants to know if she should get it refilled, or not. 

Response: Yes, have it refilled. 

Action taken: Patient notified 6/13/20 at 1:26 pm 
	
	

	6/15/21
	Adam Brown MD
	CC: Postoperative shoulder arthroscopy right 5/17/20. I&D of her right shoulder 5/22/20. 

Depressed.

HPI: She returns today for f/u. She is very stiff and sore. Therapy is very painful. The patient states that she is improving.

Antibiotic Therapy: Dicloxacillin Sodium 4X day

Continues on Mobic, Percocet, and Vicodin for pain.

Temp 97.6, Pulse 76, BP 102/60, RR 14

PE: Right shoulder has 45 degrees abduction and 85 degrees flexion today. Internal and external rotation is decreased and painful.  Her portal areas are not red and are well healed.

Radiographic exam deferred.

Assessment: Patient has adhesive capsulitis and is s/p arthroscopic lysis of adhesions with subsequent staph infection.

Plan:  Will obtain a sed rate and C-reactive protein.  Will continue her antibiotics until these returned to normal.

Sed rate result: 64 
	I & D - incision and drainage
	

	6/18/20
	Adam Brown MD (Phone Message)
	Time: 8:14 am

Friday night she noticed a bump around her incision site-in the middle of the bump it looks pus like and sore.

Response: Ask her to come in now.

Action taken: Done. 
	
	

	6/18/20
	Adam Brown MD
	CC: Infection right shoulder

HPI: Started to develop a blister in her shoulder Saturday 6/15/20, in the evening.

Antibiotic Therapy: Dicloxacillin Sodium (SIG qid)

Temp 97.1, Pulse 68, BP 118/62, RR 12

PE: There is a raised fluctuant area over the anterior shoulder around her portal. This appeared to be in the subcutaneous tissue.

Procedures: Following alcohol prep an 18-gauge needle was used to open skin slightly.  Purulent looking fluid was expressed and cultured.

Radiographic exam deferred

Assessment: Subcutaneous localized abscess.

Plan: Increase Dicloxacillin to 500 mg every six hours and add Rifampin 300 mg twice daily.

Prescriptions: Dicloxacillin (Dosage: 500 mg SIG: q6 hours, Dispense: 56 refills)

Rifampin (Dosage: 300 mg SIG: 1 tab po BID, Dispense: 28 refills)

Pain medications continued:  

Mobic 15mg ½ tablet twice daily

Percocet – 2 at 6AM; 1 at 9AM, 1 at 12 noon, 1 at 3PM and 2 at 6 PM

Percocet 5/35 1 -2 tablets every 4 – 6 hours.
	Sample of fluid from the infection site was sent for culture of the specific bacteria.

Rifampin is another antibiotic which is used if MRSA bacteria are suspected.

Patient was scheduled for 7 Percocet daily and additional doses as needed in addition to Mobic twice daily and Vicodin 2 at 9PM and 2 at 1AM.

A total of 12 doses of short acting pain meds were ordered with additional tablets to be taken as needed.
	

	6/21/20
	Andrew Gray MD (Primary Care Physician)
	CC: Here to discuss pain medication

HPI: Most recently had considerable pain, changes in antibiotic and little subjective improvement

Assessment: Amy clearly still has evidence of active infection, expanding rather than improving. She needs surgical reassessment and likely open irrigation, debridement. She asks about a second opinion, losing some confidence in surgeon’s approach. I will make inquiries, but this may be difficult to obtain. In the meantime, she will be in prompt touch with her surgeon regarding the above. A switch to long-acting oxycodone is encouraged and she will discuss this with her surgeon.
	
	

	6/21/20
	Adam Brown MD (Phone message) 
	Amy called and wanted to know if her culture came back yet. She saw her PCP today and he is concerned about all the pain meds she is on and wondered if you could order a long acting one instead, he also wondered if she should go back on IV antibiotic, it seems the oral antibiotics are not working and that is why she is still in a lot of pain.

Response: she was given an appointment for 6/22/20

Action: blank
	
	

	6/22/20
	Adam Brown MD
	CC: Infection right shoulder

HPI: Patient has been on Rifampin as well as Dicloxacillin. Today she is feeling better than she has to date. She has had some drainage from her portal from last Monday that has been decreasing.  Making slow gains in physical therapy. Her family physician saw her and noted that her BP was going up and he wondered about any longer acting pain medicine.

Temp: 98.5, BP 100/68

PE:  Minimal drainage from anterior portal. No redness surrounding this. ROM is improved over Monday and she is able to abduct to 60 degrees as well as flex slightly more than 60 degrees with assistance. 

Procedures: Dressing change. 

Labs: Repeat cultures grew Staph aureus which was sensitive to everything tested with the exception of Ampicillin and Penicillin.

Assessment: The patient has improved her discomfort recently and is having less drainage, no redness. She is still having difficulty with pain. BP not elevated today.

Plan: Continue Mobic 7/5 BID. Will stop taking Ibuprofen and will switch her to OxyContin. She is to continue her antibiotics.

Will repeat CBC, sed rate, CRP and comprehensive metabolic panel.  

She is to limit her Percocet to once or twice a day for breakthrough pain and she is to stop her Hydrocodone as well as her Ibuprofen.

Prescriptions: Mobic (Dosage 15 mg SIG: 1 po qd, Dispense 30 refills)

Duragesic patch (Dosage 25 mcg/hr SIG: 1 q 3 days, Dispense 5 refills) 
	
	

	6/26/20
	Barb Hoodwin, MD (Orthopaedics)
	Second opinion referred by Dr. Gray.

History reviewed. States in history “After that (arthroscopic debridement) she was placed on IV antibiotics and afterwards was placed on oral Dicloxacillin medication.”
Exam: Right shoulder demonstrates tenderness over the anterior joint line.  Incisions are clean, dry, and intact.  No evidence of erythema.  Forward elevation to 30 degrees, external rotation to – 10 degrees, internal rotation to the side.  She has pain with minimal amount of motion and does have crepitus in the shoulder with minimal motion. 

X-rays-obtained and demonstrate loss of articular joint space in the glenohumeral joint and osteopenia.

Assessment: Most likely infectious arthritis. No signs and symptoms of being septic. Currently under the care of Dr. Brown for treatment of the right shoulder. 

I explained that infection is always a risk of surgery and even though it is a bad complication, it does happen.  I assured her that Dr. Brown provided good care, including I &D and antibiotic treatment.  

Plan: Will continue to follow up with Dr. Brown for treatment of the infection. If needs reconstructive work in the future, I will be happy to assist with her care once infection is under control.
	Osteopenia is the loss of bone cells.

Sepsis is an overwhelming infection
	

	6/27/20
	Adam Brown MD


	CC: Infection right shoulder

HPI: Continues to have discomfort. Yesterday she took two Percocet and a Vicodin. Has had a second opinion who suggested she go back on IV antibiotics likely.  We had discussed in the past but she really does not want to.

Antibiotic Therapy: Dicloxacillin 500 mg q6 hours, Rifampin 300 mg 1 tab po BID 

No vitals.

Labs: C-reactive protein - 5.8. (previously 19.3)

Sed rate - 41 (previously 64) 

WBC-normal 

TSH - 20.09

X-rays of the right shoulder - show possible narrowing of the joint space.

Assessment: Antibiotic therapy appears to be working.  There is the possibility that her infection has thinned her articular cartilage.

Diagnosis:  Infection of the right shoulder.

Plan: MRI scans to assess the weakened articular cartilage. Repeat lab tests, see next week.

Prescriptions: Percocet (Dosage: 5/325 mg. Take 1-2 q 4-6 hours, Dispense 150 (no refills)
	TSH - Thyroid stimulating hormone.  Normal range is 0.4 – 4.0.
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	6/27/20
	Adam Brown MD (Phone message)
	Time 3:38 pm

Amy is at the City Pharmacy requesting her Vicodin be refilled. She is there picking up her Percocet.

Response: No refill on Vicodin.

Action taken: City Pharmacy contacted. 
	
	

	7/6/20
	Imaging Group
	MRI - right shoulder

HPI: S/p right shoulder surgeries with infection. On antibiotic therapy. No prior studies available for comparison

*(see body of report for more details)
Conclusion:

· Marked edema and enhancement suggesting infection/inflammatory changes of the right shoulder involving the bone marrow, adjacent muscles and soft tissues. There is a focus of cortical loss along the anterolateral humeral head, which may represent degenerative changes vs. sequelae of infection.

· Marked glenohumeral joint degeneration with severe joint space narrowing, subchondral changes, cartilage and labral attenuation.

· Partial tear/tendinopathy of the supraspinatus tendon.

· Key images have been saved and are available on the web server for the convenience of future review by the treating physicians.
	
	

	7/6/20
	Adam Brown MD
	CC: Infection right shoulder

History: More discomfort than before. Has not had any fever or redness.  She finds that the PT is hurting her more.  She is having more difficulty moving her shoulder. Has been on Duragesic patch for pain and has been taking Percocet daily for breakthrough. Obtained MRI this morning.

Antibiotics: Dicloxacillin 500 mg q 6 hours, Rifampin 300 mg 1 tab po BID

No vitals

PE: Continues to have limited motion in her right shoulder mostly secondary to pain. 

Labs: CRP 3.6 

WBC– normal

Sed rate - 69

Radiographic exam: 

MRI shows evidence of inflammatory change involving the adjacent muscles, soft tissue and bone marrow.  There is an area of cortical loss along the anterolateral humeral head. There is glenohumeral joint degeneration with joint space narrowing. There is tendinopathy of the supraspinatus tendon.

Assessment: Patient has decreasing c-reactive protein and a normal white count. Of concern is her joint space narrowing and degeneration.

Plan:  Will adjust her Duragesic patch to account for Percocet she is using for breakthrough.  She will continue on antibiotics.  PT is aggravating.  Will decrease this to once weekly.  Repeat labs one week.  Will continue antibiotics until inflammatory markers return normal.  In the future she may need additional surgery on her shoulder but would have to wait until she has absolutely no sign of infection.

Prescriptions: Duragesic patch (Dosage: 50 mcg/hr SIG: 1 q 3 days Dispense 5 refills)
	
	

	7/11/20
	Adam Brown MD
	CC: Infection right shoulder

HPI: The patient felt the postoperative infection following arthroscopy. Cultures are staph aureus. Underwent IV antibiotics and subsequently has been on oral antibiotics. She has lost her articular cartilage on MRI scanning. She did see another physician for second opinion who informed her that she may need shoulder replacement in future. 

Has been feeling better now that she is on Duragesic patch.  Has been able to tolerate PT once weekly and only takes 1 or 2 Percocet.

Antibiotics: Dicloxacillin 500 mg q 6 hours, Rifampin 200 mg 1 tab po BID

No vitals

PE:  Has less discomfort with active assistant movement. She can accomplish 45 degrees of flexion and abduction.

Labs: CRP - 2.5 

Sed rate - 48.

Assessment: Doing better on her Duragesic patch and her lab markers are improving.

Plan: Increase PT to 2 x week. F/u in 10 -14 days and repeat labs next week. Discussed that it is possible that she may need to have additional surgery such as hemiarthroplasty.  I have also told her that she needs to be free of infection prior to that. Current goal is to ensure that her infection is eradicated.  No additional surgery is planned unless she fails to improve on conservative treatment. Off work, likely that she will continue being off of work at least three more months if not longer.

No new prescriptions noted.
	
	

	7/17/20
	Adam Brown MD (Phone Message)
	Fentanyl (Duragesic) patch will be running out over the weekend. Would you be able to call this in or does she need to pick up script?

Pain in stomach and esophagus. Would you like to increase her Protonix?

Response: I printed a script. She can pick it up. I do not want her to increase her Protonix.

Patient made aware.


	Fentanyl is used to treat moderate to severe pain and a Class II controlled narcotic pain reliever.  It is considered 100 x more potent than morphine and equivalent to 10mg of Morphine and 75mg of Meperidine (Demerol) in pain relief.  The patch typically is used for 72hrs and then replaced with a new one.

Protonix – used to treat erosive esophagitis and other conditions involving excess stomach acid often caused by medications.
	

	7/25/20
	Adam Brown MD
	CC: Infection right shoulder

History: The patient felt the postoperative infection following arthroscopy. Cultures are staph aureus. Underwent IV antibiotics and subsequently has been on oral antibiotics. Her Duragesic patch is controlling her pain. Only been able to schedule PT on time per week because of their schedule. 

Antibiotics: Dicloxacillin and Rifampin (same dosages).

No vitals.

PE:  Active and passive motion is essentially unchanged. She has refined degrees of flexion and abduction.  Internal and external rotation is limited.

Labs: CRP in normal range at 0.4. Sed rate 22 with upper limit of normal 20.

Assessment:  It appears that her infection has improved significantly.

Plan: Will stop Dicloxacillin and continue Rifampin.  Repeat labs in on week. F/U in two weeks.
	
	

	8/10/20
	Adam Brown MD note to Workers Comp Attorney
	My opinion is that her carpal tunnel syndrome, adhesive capsulitis and impingement syndrome were secondary to her lifting in the rehab unit.

· Surgical procedures on 12/21/19, 5/15/20, 5/22/20

· Totally disabled from 12/21/19 until 2/8/20. Returned to work with restrictions.

· Has been totally disabled since surgery on 5/22/20.
	
	

	8/13/20
	Adam Brown MD
	HPI: CRP and sed rate are both normal.  Taking approx. 1 Percocet daily in addition to Duragesic patch.

Antibiotics: Rifampin 300 mg 1 tab by mouth twice daily

PE: Decreased ROM and some discomfort with movement in right shoulder.  Approximately 45 degrees of abduction and flexion before she begins having scapular movement.  Decreased internal and external rotations. Less tender than before.

Diagnosis:  Septic arthritis

Assessment:  Appears to eradicate her infection. Continues to have decreased ROM in her shoulder and prior x-rays showed decreased articular cartilage.

Plan: Complete course of Rifampin.  Continue PT. Have asked her to have her therapist take careful measurements at her next appt. and just prior to returning. 

Will return for f/u in 3 weeks, will repeat labs and x-rays at that time.

Prescriptions: 

Duragesic patch 50 mg/hr 1 every 3 days, (5 refills); Percocet 5/325, 1-2 every 4-6 hours, (5 refills);

Soma 350 mg 1 tablet every day, (3 refills).

Level of disability – 100%.  Anticipated return to work unknown.
	Septic arthritis is an intensely painful infection in a joint which can quickly and severely damage the cartilage and bone within the joint.  Prompt treatment is crucial and involves draining the joint with a needle and IV antibiotics.

X-rays and MRI are used to monitor inflammation and evaluate joint destruction.  
	

	8/15/20
	Adam Brown MD (Phone Message)
	Nancy from City Pharmacy called and said that the Percocet script was not signed. Amy has enough left to get to Friday. You can mail it in.

Response: Okay

Action taken: None. 
	
	

	8/23/20
	Adam Brown MD (Phone Message)
	On Fentanyl patch every 3rd day. On 3rd day she gets real weird feeling and increased pain. Has to use more Percocet… could she change every 2nd day instead. Also wonders if the Percocet should be increased because of a lot more pain.

Response: Insurance will only cover every 3rd day. If she has to take more Percocet the 3rd day this is okay. Try not to. 

Action taken: Made aware. 
	
	

	8/29/20
	Adam Brown MD (Phone Message)
	Payment for PT services has been denied by her insurance.  She would like a letter of medical necessity faxed to insurance company and one faxed to Physical Therapy Professionals. 

Action taken: Done
	
	

	9/7/20
	Adam Brown MD


	History: Here for review of labs and range of motion check of the shoulder.  Stopped her Rifampin two weeks ago and her Dicloxacillin four weeks ago.  Labs done on 8/31/21.

Antibiotics: None.

No vitals.

Labs –

CRP was 0.2.  Sed rate was 10.

X-rays - Right shoulder show some erosion in the humeral head.  There does appear to be some joint space present.

Exam – Right shoulder

Flexion - 90 degrees (normal 150)

Abduction – 60 degrees (normal 150)

Internal and external rotation - poor

Assessment: Has made some gains with respect to decrease in pain and slight increase in motion. She has findings consistent with a septic arthritis.

Plan: Repeat her CRP and Sed rate in 2 weeks. See her back following that. If she does not make any further gains and her labs remain normal, then she may benefit from having arthroplasty. 

Prescriptions: Mobic and Duragesic patch 50 mcg/hr q 3 days, 10 refills.
	
	

	9/26/20
	Adam Brown MD
	CC: Septic arthritis right shoulder

HPI: Motion is about the same as is her pain. Has been off her medications. Has a worker’s comp hearing tomorrow. Would like to proceed with shoulder arthroplasty. Her CRP and SED rate have been in the normal range for the past 2 months. Her most recent test was normal.

PE: Has discomfort with any active or passive ROM. There is markedly decreased motion.

X rays deferred.

Assessment: The patient would benefit from resurfacing hemiarthroplasty. There has been no evidence of recurrence of her infection after stopping her antibiotics. 

Plan: Repeat lab tests in 3 weeks. See her back in one month. We will ask for approval for her hemiarthroplasty. 

Continue Duragesic patch and Percocet for breakthrough pain.

Requested pre-approval for: Copeland resurfacing hemiarthroplasty of the right shoulder. 

Totally disabled from employment. Anticipated return to work light duty: approx. 12 weeks s/p hemiarthroplasty. Anticipated return to work full duty: approx. 16 weeks following hemiarthroplasty. Anticipated max med improvement, approx. 1 year following hemiarthroplasty.
	
	

	10/17/20
	Barb Hoodwin MD-office
	PHI: The patient had a postoperative infection and had several irrigation and debridements. She completed a prolonged course of IV antibiotics and for the last two months has been off antibiotics.  She has a tremendous amount of pain in her right shoulder. She has decreased range of motion and she is on Percocet and Fentanyl patch for pain control.

Exam:  Right shoulder demonstrates forward elevation to 80 degrees; external rotation is neutral, internal rotation to the side. Does have a significant amount of pain with ROM. She does have crepitus with ROM.

X-rays:  Demonstrates osteolytic destructive changes in the humeral head and the glenoid.

Assess/plan: Believe to be post-infection arthritis. Difficult problem in a 45 yo female.  Assuming infection is under control and there is no remaining infection in the joint, consideration for humeral head arthroplasty with possible resurfacing of glenoid with soft tissue can be entertained.  Would like to make sure there is no remaining infection left.  Lab work ordered for today, as well as CT guided aspiration of joint and fluid sent for gram stain, culture and WBC.
	Crepitus is the sound made when bone grinds on bone.

There was destruction of bone in the head of the humerus and the glenoid.
	

	10/26/20
	Adam Brown MD (Phone Message)
	I left message with her husband asking her to call me. Her comp rep called asking about her surgery. Amy was to call me 2-3 weeks ago if she wanted to schedule it. 

Action taken: Spoke with Amy and she will call you on Friday or Monday.
	
	

	11/2/20
	Andrew Gray MD
	CC: In for discussions regarding meds, new surgeon and depression.

HPI: Increasingly discouraged, dysphoric, tearful, depressed as she continues to struggle with R shoulder situation. Narcotic analgesics only take the edge off of shoulder pain and Fentanyl patch does not last more than 36 hours. She has decided to change orthopedic specialists and the new one is willing to entertain surgical reconstruction once lingering infection is ruled out and insurances get together on who will be responsible for his fees. In meantime, the new surgeon feels her opiate use is excessive and does not want to be responsible for her prescriptions.

(see records for med list)

PE: Tearful, looks frightened. Good eye contact, no guarding or defensive behavior. No tremulousness, diaphoresis or tachycardia apparent. Very limited ROM in right shoulder due to stiffness/pain.

Assess/Plan: Her dysphoria/ depression will continue to complicate her course and addition of SNRI may add analgesic effect as well. Given samples of Cymbalta and will call with her response. 

I am willing to help her with slow taper of her analgesic and/or conversion to stable main with perhaps methadone but need her to outline her total opiate schedule to allow me to estimate appropriate schedule. She’ll forward. No scripts provided today.
	SNRI (serotonin-norepinephrine reuptake inhibitor) is an antidepressant medication.
	

	11/9/20
	Adam Brown MD (Phone message)
	I was checking the status of her unpaid comp claims. Per her adjuster, her claims have been denied. Amy is aware. The legal issues are that she was being treated for 2 years before she filed workman’s comp. They are still in litigation and the final decision is expected in 3-4 months. 
	
	

	11/19/20
	Adam Brown MD (Phone Message)
	 Please call her and schedule an appt. She needs to be seen monthly for compensation whether she schedules surgery or not. 
	
	

	12/11/20
	Andrew Gray MD
	Seen for f/u for workman’s comp and review of med list. 

Will defer to her ortho specialists regarding percentage, extent of disability. Clearly it is disabling, severely limiting her use of her dominant upper extremity. Hopefully her insurance issues will get resolved promptly so that she can complete her evaluation and treatment. 

Analgesia and antidepressant treatment appear effective for now. 
	
	

	1/31/21
	Andrew Gray MD
	Here for monthly med check. 

HPI: Continues to wait for hearing, clearance to proceed with diagnostic tests and treatment interventions. The right arm pain remains intrusive, worse if anything as the weeks go by, radiating down to the elbow. 

Continues to suffer side effects of her narcotic dependence. Opiate withdrawal symptoms have been ameliorated with shortening of interval between fentanyl patch replacements. 

No changes in pain rx for now as pain control is “tolerable” and no signs of inappropriate use, diversion.

Half SNRI dose and give bid.
	
	

	3/20/21
	Workman’s Compensation Board
	Letter concerning the results of the Workman’s Compensation hearing held on 12/6/20.  Claims should be established for occupational disease.  Bilateral shoulder injuries and injury to the right wrist were directly related to her employment as a nurse.
	
	

	4/1/21
	Barb Hoodwin MD
	History: Recently obtained workers comp approval for biopsy of right shoulder to determine if there is residual infection.  Continues to have significant amount of pain in the right shoulder. She has almost lost entire range of motion. 

Exam: Right shoulder demonstrates forward elevation to 30 degrees, external rotation in neutral, internal rotation to the side. Does have significant tenderness along the anterior joint line.

X-ray- Destruction of the humeral head and erosion of the glenoid.

Assess/plan:  The patient has a very difficult problem with her right shoulder.  Post infectious arthritis of the glenohumeral joint with significant bony erosion.  Most likely needs reconstruction surgery down the line; however, at this point we need to make sure that she does not have an indolent infection.  Will proceed with CT guided aspiration of the glenohumeral joint and core biopsy of the humeral head.  If comes back negative for infection, consideration for resurfacing hemiarthroplasty versus stemmed hemiarthroplasty with possible resurfacing of the glenoid with either meniscal allograft or Achilles tendon allograft can be considered.
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	4/21/21
	Andrew Gray MD
	Finally granted WC permission to pursue corrective surgery. Unfortunately, she has not been given okay to pursue the needed biopsy/culture to rule out infection prior to proceeding with surgery.

I am baffled as to how this patient is being allowed to go on without resolution of the question of septic arthritis of the right shoulder. Clearly, she had a work-related shoulder problem.  Clearly her orthopedic surgeon attempted to correct the problem surgically and that surgery was complicated, as surgeries sometimes are, by perioperative infection.  Attempt to correct ongoing disabling shoulder symptoms were unfruitful, and second opinion has resulted in recommendation that procedure be done to rule out infection before definitive reconstruction is pursued. This needs to happen!!

In meantime, I have no choice but to continue her on opiate analgesic until the procedures are completed. 
	
	

	5/14/21
	Barb Hoodwin MD
	History: Continues having quite a bit of pain over the anterior and posterior aspect of her shoulder. Pain worse with motion. No numbness and tingling. Patient did obtain CT guided aspiration-gram stains did not show any bacteria.  Patient’s sed rate and CRP were within normal limits.  

Exam:

Great deal of crepitus with movement of the right shoulder.  Forward active elevation to 30 degrees.  External rotation to neutral position, internal rotation to the side.  Tenderness along the anterior joint line.

CT –guided aspiration of the glenohumeral joint with culture and gram stains was negative for bacteria.

Plan:  Because of significant destruction in the glenohumeral joint, I believe the only way to control her pain at this joint would be a resurfacing type of procedure either resurfacing hemiarthroplasty or stem hemiarthroplasty depending on findings and integrity of the bone. 

During surgery, frozen sections will be sent to assess if there is any remaining infection. If there is suspicion for remaining infection, procedure will be aborted and patient may need irrigation and debridement and additional antibiotic course.

Pt understands the prognosis of this procedure is quite guarded.  She understands that this is a salvage type of procedure to try to control her pain.  

Prior to surgery, I would like her to see Dr. Regan from Infectious disease so he can follow this patient postoperatively and also provide advice on postoperative antibiotic until intra-operative cultures results are back.
	
	

	6/16/21
	Mary Regan MD (Infectious Disease)
	Evaluation of a chronically infected right shoulder.

History: 5/22/20 diagnosed with infection of right shoulder and was taken to the OR for incision and debridement.  I do not have records at the time of the visit, but according to the patient she received IV antibiotics for a day and a half and later switched to oral antibiotics.  He writes an addendum later in the same note stating he "got further information regarding her course and that she did have Oxacillin susceptible Staph aureus infection for which she received only about a day and a half of IV antibiotics followed by approximately 2 months of oral Dicloxacillin and Rifampin.  She was on the Rifampin alone for another 6 weeks, which is not ideal because monotherapy with Rifampin can quickly lead to drug resistance"  "overall it does sound like she received somewhat abbreviated course of antibiotics, both route and duration wise"

Lengthy discussion with patient, I pointed out that it is reassuring to have negative cultures of the aspirate of the right shoulder joint; it does not entirely exclude an active infection.  I explained the lack of sensitivity of diagnostic tests like aspirates and blood markers of inflammation.  I explained the possibility of recurrence of infection despite the negative cultures and negative frozen sections.  I also explained the difficulty of treating infections of the joint, especially in the presence of hardware.  She understands these risks and is willing to consider surgical intervention.

Plan: Dr. Hoodwin planning possible resurfacing /hemiarthroplasty procedure.

ESR and CRP - OK 

ORSA surveillance negative. Given history, it is best to pursue active infection pre-operatively, and it may not be unreasonable to repeat the aspirate and obtain a biopsy of the humeral head pre-operatively.
	ORSA surveillance is an evaluation for evidence of osteoarthritis, rheumatoid arthritis or septic arthritis.
	

	7/11/21
	Andrew Gray MD
	Pain control problematic. 

Specialists conferring over plan, will likely have two staged procedures, first with excision of inflamed/infected bone and implantation of antibiotic releasing product, followed by shoulder reconstruction once confident all infection eradicated.  ID consultant involved as well.
	
	

	7/15/21
	Barb Hoodwin MD
	Recent pathology specimens demonstrated chronic osteomyelitis in the right shoulder.

Exam – Right upper extremity demonstrated nonpainful motion of the right elbow and right wrist.  Sensory nerve function intact.  Reflexes are normal.  Significant crepitus in the right shoulder with minimal motion and a lot of pain.

Assess/plan: 

Right shoulder proximal humerus osteomyelitis and collapse of the humeral head. At this point, I believe it would be unwise to proceed with a shoulder arthroplasty. I believe this will have to be staged procedure.  I discussed with Dr. Regan. Most reasonable approach is to proceed with humeral head resection and antibiotic cement spacer with IV treatment of the osteomyelitis with antibiotics.  Once we feel that the infection is under control, consideration for a staged hemiarthroplasty can be entertained.
	Chronic osteomyelitis is a long-term infection of the bone.

Right shoulder proximal humerus osteomyelitis is infection of the upper arm bone which inserts into the shoulder join.  Infection of the bone has caused the rounded end of the bone which fits into the shoulder socket to collapse (lose form).  This section of the bone will need to be removed and a temporary spacer will be inserted to supply direct antibiotic therapy.

Hemiarthroplasty is a shoulder replacement in which the humeral head is replaced with an artificial joint and the joint is reconstructed.
	

	8/21/21
	Barb Hoodwin MD
	Operative Procedure:

Right humeral head resection.  Placement of an antibiotic cement spacer in the shape of the humeral head.

Humeral head sent for pathology and for cultures.
	The artificial joint (humeral head) cannot be placed until the infection has been eradicated.
	

	8/29/21
	Andrew Gray MD
	Here to discuss pain control. 

HPI: Has now had the potentially osteomyelitic right humeral head resected and antibiotic impregnated spacer left behind. On parenteral antibiotics via PICC. Ultimate shoulder reconstruction planned. 

Pain control more difficult since surgery with the same focal pain in the shoulder but also distal RUE (right upper extremity) lancinating, deep ache, prickling “like when limb goes to sleep and just starting to recover”, very unpleasant. She is on a complicated analgesic regimen that is marginally effective, wonders how might modify.

Meloxicam 15 mg qd

Fentanyl 50 mcg/hr patch, apply 1 patch every 48 hrs.

Cymbalta 60 mg delayed release qd

Cyclobenzaprine 10 mg tablet, 1 BID as needed muscle spasms

OxyContin 10 mg tab 1 BID

Oxycodone 10 mg 2 tabs q 4 hrs for breakthrough pain.

Promethazine 12.5 mg 1tab q 6 hours prn nausea

Assessment: Her pain control is suboptimal and the peaks and valleys, multiple analgesics can be easily simplified. Will try to increase the dose of the continuous release Fentanyl, add Pregabalin for apparent brachial plexopathy and encourage her to use the Oxycodone sparingly for breakthrough, discontinuing the OxyContin all together. NSAID for inflammation, PPI to protect UGI mucosa. 

Orders:

Fentanyl 75 mcg/hr, apply one patch q 2 days

Lyrica 50 mg capsule, 1 TID

Oxycodone 10 mg, 1tab q 6 hours

Omeprazole 20 mg delayed release, 2 capsules daily.
	PICC – percutaneously inserted central catheter (inserted for use in long term administration of antibiotics).
	

	9/5/21
	Lori Britton NP 
	S/p surgery from 8/21/21 – resection of the humeral head and placement of antibiotic spacer.  

Using Fentanyl patch from Dr. Gray for pain control.

Seeing Dr. Regan for management of antibiotics via PICC line.

Exam: Surgical wound benign.  Numbness in the median nerve distribution in the hand, although this extends along the C5-C6 distribution.  No neck pain.

Receiving physical therapy in the home.  Continue to monitor numbness.

Satisfactory initial postoperative course.

f/u 2 weeks
	C5- C6 are the 5th and 6th cervical vertebrae (neck).
	

	9/18/21
	Lori Britton NP 
	4 weeks post op.  Missed 4 doses of antibiotic when PICC line pulled out, had to go to Morton Memorial Hospital ER for placement of new line.

Receiving Nafcillin 2 GM every 4 hours and Rifampin.

Exam: Surgical wound benign. Forward elevation just to 80 degrees and external rotation at only 30 degrees.  Decreased full active function of thumb and index finger.  Sensation diminished thumb, index, and long finger.  

Wearing right arm splint and wrist control splint.

Assess/Plan-Clearly presents with musculocutaneous nerve palsy.   Do think a baseline nerve study should be done at this time.

Using Fentanyl 75mcg every 2 days (for 18 months), Oxycodone 10mg 3-4 times a day, Cymbalta (depression), Mobic and recently started on Lyrica (nerve pain) three times daily.
	
	

	10/10/21
	Mary Regan MD
	Has completed 7 weeks of IV Nafcillin and oral Rifampin. Continues to experience pain in the right shoulder. Still remains on Fentanyl patch and OxyContin. Continues to experience some tingling sensation along the right arm and is scheduled to undergo brachial nerve plexus testing in the next few days.

Discontinued antibiotics and PICC line.

Plan: Will discuss with Dr. Hoodwin possibility for further surgical options.

F/U 4 weeks.
	
	

	10/16/21
	Barb Hoodwin MD
	Exam: Incision is healed.  Unable to actively flex the elbow.  Motor strength on extension of the elbow is 3/5.  Mild numbness and tingling distally in her arm.

Studies:  EMG nerve conduction studies demonstrate acute right brachioplexopathy involving the upper trunk middle portions of the plexus.  There seems to be continuity of musculocutaneous suprascapular and axillary nerves.

Plan: Patient has acute brachioplexopathy status post exterofection and placement of antibiotic cement spacer.  Hopefully will improve with time.  Will f/u in 6 weeks and function re-evaluated. So far cultures have been negative. If her blood cultures and CRP and sed rate remain low, consideration for revision to a prosthetic hemiarthroplasty can be entertained.
	Brachioplexopathy is injury to the brachial plexus, a network of nerves that conducts signals from the spine to the shoulder, arm and hand.  Brachial plexus injuries can occur as a result of neck and shoulder trauma, tumors, or inflammation.  Symptoms may include a limp or paralyzed arm, lack of muscle control in the arm, hand, or wrist; and a lack of feeling or sensation in the arm or hand.
	

	10/23/21
	Mary Regan MD

Telephone Record
	I spoke to her about blood test results from 10/21. 

She is feeling better, pain has improved. She is taking less Oxycodone. 

Requested that she continue with the blood tests to monitor ESR and CRP once in 2 weeks and to contact me on the day after the blood test for results. 
	
	

	11/12/21
	Mary Regan MD

Telephone Record
	Called patient.  Pain continues to improve. CRP level within normal limits.
	
	

	11/17/21
	Mary Regan MD


	Chronic osteomyelitis, right shoulder

HPI: Now off all antibiotics since 10/10/21.  Overall, she feels quite good.  No pain in right shoulder. Continues to experience some tingling and neuropathic pain in the distal right forearm.  Continues to require 2 tablets a day oxycodone and is also on Lyrica.  CRP levels remain normal. 

Exam:  Surgical wound over the right shoulder has completely healed.  Limited movement of the right shoulder.  Excellent ROM in the right elbow. 

Plan: Off antibiotics approximately 5 ½ weeks.  I had a long discussion with patient regarding risk of recurrence of infection and also possible acquisition of new infection at the time of the shoulder arthroplasty.  I do think it is a good sign that her markers of inflammation have stayed within normal limits despite discontinuation of antibiotics.  However, she understands that it is not possible to guarantee with 100% certainty that the infection will not recur.  I have discussed her case in great detail with Dr. Hoodwin. Continue blood work to monitor sed rate and CRP levels until the time of the revision arthroplasty.
	
	

	11/25/21
	Barb Hoodwin MD
	HPI:   Follow up exam for right shoulder.  Does not have much pain and there was no numbness and tingling in the extremity.  Her active ROM of the elbow was significantly improved.

PE:  Has active elbow flexion and extension.  Has firing of the biceps and deltoid muscles.  Slightly decreased touch in the axillary nerve distribution. Neurovascularly intact distally.  Active forward elevation is 60 degrees and external rotation is 40 degrees.

Assessment: Doing well after placement of cement spacer and humeral head resection for right shoulder osteomyelitis.  At this point her labs have been indicative of clearance of infection.  I spoke with Dr. Regan from ID who feels that at this point her infection is most likely eradicated and it is probably safe to proceed with shoulder replacement.  Patient would like to proceed with replacement surgery.  
	
	

	2/12/22
	Barb Hoodwin MD


	Operative Note- Revision right shoulder hemiarthroplasty.  Right shoulder humeral stem cement spacer removal.

Extra difficulty secondary to revision nature and extensive scarring.   Significant scar had formed in front of the shoulder requiring dissection of the scar to get better exposure.  Significantly more bleeding was encountered secondary to vascular scar. 
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	2/24/22
	Lori Britton NP
	Seen with Dr. Hoodwin 2 weeks following her 2/12/22 revision right shoulder hemiarthroplasty with removal of antibiotic loaded spacer.  Patient receiving PT.  Fentanyl weaning process begun. 

Exam:  Passive elevation to 90 degrees.  

X-ray – Satisfactory.

Assessment:   Satisfactory post-op progress.   Chronic use of Fentanyl patch for 2 years prior to pursuing her care here.  Weaning initiated.  May begin passive ROM at this point in an effort to regain motion, prevent stiffness.  At 6 weeks will be advanced to strengthening. 

Total disability.
	
	

	3/24/22
	Lori Britton NP
	Seen with Dr. Hoodwin 6 weeks post op. 

Weaned off all narcotic pain medication.  

Exam:   Out of sling. Active elevation 70 degrees, with encouragement passively to 90 degrees, external rotation 40. Distal neurovascular exam intact. 

Assessment:   PT may advance activity as tolerated and gradually begin strengthening, no strength to subscapularis yet. 

Totally disabled. Likely released for partial duty when seen in f/u next time.
	
	

	5/19/22
	Barb Hoodwin MD
	HPI:  Doing well. Her pain is significantly better. No numbness and tingling

Exam: Non painful motion of her right elbow and right wrist.  Distally she is intact in median, ulnar and radial nerve distributions and her pulses are intact.  Active forward elevation to 90 degrees.  External rotation to 60 degrees at her shoulder level.

Assessment:  Pt doing really well after right shoulder revision hemiarthroplasty.  This was a salvage procedure.  The patient’s symptoms are significantly better than they were before. Continue PT focusing on stretching and strengthening. 

Restrictions for work of no lifting greater than 5 points (pounds?) and avoid using hand above her shoulder. 
	
	

	8/18/22
	Barb Hoodwin MD
	HPI:  Continues with limited ROM.  Pain much improved.  Neurological symptoms improved, although she does have some numbness and tingling in the right hand.

Exam:  Active forward elevation of shoulder to 80 degrees.  External rotation to 60 degrees.  Pain with range of motion beyond these movements.  No pain with movement of right elbow.  Slight tingling in the median nerve distribution.  Tenderness over the medial border of the scapula.

Assessment:  Active ROM remains limited.  Neurological exam was significantly improved, although she still had findings consistent with possible carpal tunnel syndrome.  Will obtain EMG studies to further evaluate carpal tunnel syndrome.  

Procedure:  Scapulothoracic joint injection using 80mg Depo Medrol for decrease of scapulothoracic bursitis and discomfort.
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