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Age _63
Sex _Male_
Height _67.52 in___
  Weight 88.3 kg___       BMI 30.0___
Code Status __Full Code_____  Allergies No Known Allergies
	Admission Date & Diagnosis(es): Servere left shoulder glenohumeral arthritis

	History of present illness:
Patient entered hospital with a long stand history of severe left shoulder pain.  The patient complains of pain at test and with activities.  The patient failed to respond to conservative care including rest, medications and ambulatory actives of daily life.  The patient has reaches a point where arthritic condition is interfering with day to day life and enters hospital now for definitive treatment.

Operative report:

 63 year old male with history of severe degenerative arthritis involving left shoulder, which has failed to improve despite treatment.  Patient states having significant pain which is affecting daily life and the ability to sleep.  He considered surgery.  Doctor felt this was reasonable.  X-rays demonstrated rather concrete arthritis involving glenohumeral joint with significant joint space loss.  Doctor felt that he would benefit from total shoulder.  Rotator cuff was most likely intact. Decided to process.

	Past medical history/surgeries:
History: Osteoarthritis, Back trouble, and Hypertension
Surgeries: Bilateral knee replacement, right shoulder replacement



	Baseline VS
	T 98.2
	P 62
	R 16
	BP 123/76
	SaO2 94

	Baseline I&O
	Intake 310
	Output 560
	IV SalineLock
in right wrist
	BM 2/20/12
	Misc


	LABS
	Initial(result/date)
	Current(result/date)
	Normal
	Evaluation of Lab Data

	WBC
	5.9    2/8
	N/A
	4.5-10
	WNL

	RBC
	4.98    2/8
	N/A
	4.7-6.1
	WNL

	Hgb
	15.7    2/8
	14.3    2/22
	13.8-17.2
	WNL

	Hct
	45.7    2/8
	42.1    2/22
	40.7-50.3
	WNL

	Platelets
	198    2/8
	N/A
	150-400
	WNL

	Na
	137    2/8
	N/A
	135-145
	WNL

	K
	4.0    2/8
	N/A
	3.7-5.2
	WNL

	Cl
	104    2/8
	N/A
	95-120
	WNL

	Co2
	24.4    2/8
	N/A
	20-29
	WNL

	Glucose
	123 H    2/8
	N/A
	70-120
	High glucose related to he may have ate before test was taken.

	BUN
	19    2/8
	N/A
	7-20
	WNL

	Creatinine
	0.93    2/8
	N/A
	0.8-1.4
	WNL

	Ca
	9.1    2/8
	N/A
	8.5-10
	WNL
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Pertinent Diagnostic Test Results/Procedures/Surgeries/Cultures:

Left Shoulder X-Ray (post-op): 2/22/12

Findings: 3 portable postoperative views of the left shoulder
Patient is status post left surgery arthroplasty.  There is a noncemented humeral implant which appears to be in satisfactory position.  Note made of a sharply marginated longitudinal linear lucency in the humeral diaphysis just beneath the stem of implant.  This finding is consistent with an acute nondisplaced fracture.  No other fracture is identified.  No dislocation seen.

Impression: Status post left shoulder arthroplasty with evidence of an acute nondisplaced fracture in the humeral diaphysis beneath stem of implant.

Electrocardiography (ECG) (pre-op): 2/8/12

Sinus rhythm with premature atrial complexes.  Minimal voltage criteria for LVH, may be normal variant.  Border line ECG.  No previous ECG available.


	Multidisciplinary Reports (PT, OT, ST, RT, CM, Dietary):
PT: Physical therapy was able to come in and educate patient on certain low intensity exercises to do at home for the weeks prior to seeing the doctor.  The PT was also able to teach patient ways of dressing and sling adjustment to promote comfort and reduce pain.
Consultations:
· Patient will follow up with doctor and physical therapy when doctor sees fit.

	Teaching/Discharge Needs:
· Patient was discharged 2/22 and given written instructions on how to bath and perform other ADLs.  The patient was also given prescriptions for new medications (pain) to take home with him as well. 



Hearing Aid NO⁯

Feeding: Dependent ⁯ Independent ⁯
Foley ⁯NO
Glasses NO⁯


Hygiene: Dependent ⁯ Independent ⁯
SCD ⁯ TED Hose ⁯NO
Fall Risk: Low ⁯ High ⁯
Diet __No restrictions ______

Oxygen _NO_______

Bed Alarm  N/A⁯

Fluid Restriction ___NO________
            Incentive Spirometry NO
Activity _Ad Lib________
FSBS__NO_________________
            Flutter ⁯NO
Assistive Device NO   
IV Fluids __LR_____________
Telemetry  Yes or  No
Wound Care _Sterile dressing and sutures applied to where incisions were made for surgery 
ABNORMAL  ASSESSMENT:
	Neurological:  WNL

ENT:  WNL
Cardiovascular:  WNL
Respiratory : WNL                               
GI/GU: WNL
Musculoskeletal: Left arm weakness as a result of surgery, remains in sling
Integumentary:  Dry sterile dressing and sutures applied to left shoulder where incisions were made
Psychosocial : WNL                            
Pain:  5/10 in collarbone and shoulder
TEXTBOOK RESEARCH  (include Bibliography):

· Pathophysiology of the admitting diagnosis



	


