Tina 6 Flags rebuild


Tina Medical History Summary

Six Flags Marine World
Tina:

Asian Elephant (F)

Age:

46 years (Euthanazia)
Summary of Selected Medical Records for 4-year period

11/17/99 to 11/5/03.

11/17/99:
First medical history entry. Left hip lesion much purulent material each day.

Treatment:
Preparation H and dilute chlorox both hips.


During first month of recordings, right hip worst of two.

12/22/99:
(One month). Right hip much worse. Curettage to remove necrotic tissue. New tract developing. Left hip tight, improving.


Treatment: High pressure hosing each hip lesion.

12/29/99:
Large amount pus both hips. Lies on right side, right lesion enlarging. Left lesion improving, tightening down.



Treatement: Continues Chlorox/Prep H. Ibuprofen/acetaminophen. Curettage.

1/26/00:
(Two months). Right hip improved, produces mod amount pus each day. Left lesion still undermines exterior tissue. Treatment continues as before.

1/28/00:
Appears extensive curettage left hip. Another underlying lesion discovered. Extensive normal skin also cut away.
Treatment: Started amoxicillin (broad spectrum antibiotic) x 10 days.

1/29/00:
Very uncomfortable today.


Treatment: Phenylbutazone/Torbugesic in right leg.

1/31/00:

Treatment: Butorphenol.

2/2/00:

Further curettage of left hip. Phenylbutazone x 7 more days.

2/6/00:

First notation about lip lesion.

2/14/00:
(Three months). Left hip very sensitive. Discontinue Phenylbut. Change to Ibuprofen/acetominophen.

3/3/00:
17 days since last clinical entry.

Left hip lesion much worse.
Treatment: Alternate dilute chlorox/betadine wash of lesions.

Lip lesions (first described).

3/15/00:
(Four months). Both hip lesions closing down, only little pus.
3/22/00:
“Had a hard time getting up after bath and stumbled for a few steps after rising . . . Trainers heard “popping” of knee or hip.


No treatment mentioned.

3/23/00:
Hip lesions both sides closing down, look very good. Yet described as weak when trying to stand up, occasional muscle fasciculations, “audible creak right hip when stands, moves.”
Treatment: Increase glucosamine treatments to every two weeks (first and only time mentioned!). Start phenylbutazone x 4 days, then re-evaluate.

3/29/00:
Both lesions improved, closing down. Intermittently weak different limbs.

Lower lip lesion resolved.
4/5/00:
Little exudate either hip. Still shaky, rarely lies down. Three superficial foot lesions (doesn’t state which foot!). No treatments mentioned since 3/23/00 (13 days).

4/17/00:
(Five months). Lesions in mouth almost healed (never mentioned before!).

4/27/00:
Mouth lesions barely noticeable. Hip lesions continue to narrow.


Treatment:
Discontinue betadine and start chlorox irrigation of both hip lesions.

5/31/00:
.Hip lesions narrowing. No mouth lesions. Still tender 1/4” defect sole of foot (no mention of which foot).

6/7/00:
Both hip lesions closing down.

6/14/00:
(Seven months). Thick discharge both hip lesions last 2 days. Left hip lesion deeper. Lesion right front foot, medial toes slightly deeper, very tender.
Treatment: Hips irrigated with chlorox, packed with Pre H. Dilute chlorox soak right front foot.

6/23/00:
Right tusk fell out.

6/27/00:
Tissue around broken right tusk erythematous. Left tusk continues to have purulent drainage (first mention!), malodorous past few MONTHS (first mention!).

7/26/00:
(Eight months).
Treatment:
Both hip lesions curettaged. Betadine/Prep H continued.

8/2/00:
Right hip lesion much larger diameter, large amount thick, yellow pus. Left hip about same, with mod amount pus. Treatment same as previously.

8/23/00:
(Nine months). Both hip lesions closed down, producing much pus. Both tusks producing pus. Left (?) front foot lesion deeper Foot pad not trimmed recently.

9/14/00:
(Ten months). Right hip lesion unchanged, small amount pus. Left hip lesion LARGER, DEEPER, mod-large amount thick pus.
Treatment: Basically same as last 2 – 3 months (Prep H/chlorox).

9/15/00:
Place patch over right forefoot lesion (2nd digit). Betadine scrub.

9/18/00:
Continuing Arthryl IM bimonthly. Never mentioned before or after!
9/20/00:
Seems first attempt to accurately measure size of hip lesions. Left hip lesion multiple cavitations.
Treatment: Consider flushing with saline/bleach instead of water/bleach.

10/4/00:
First mention of treating foot lesion with Ciderm solution (A&B), to dry out tissues.

10/11/00:
Left hip lesion slowly getting deeper dorsally.  Seems extensive curettage.

10/12/00:
Removed patch from right fore foot. X-ray of medial toe, right foot – showed tract still good distance from P-3. Odiferous material removed from lesion, as well as small pebble. Left hip lesion clean, looks good. Detailed description of foot pad patch.

10/18/00:
Treatment of left hip lesion changed to Ciderm gauze packs left over night.

10/25/00:
Ciderm seems to have good effect on left hip.

11/16/00:
(One year). Right forefoot improved.

12/14/00:
Right FF drastically improved since leaving in.

12/17/00:
(One year, one month). Sporadic, malodorous loose stool. Fecal culture next day.

12/19/00:
Right foot lesion same or slightly improving since last remark.

12/20/00:
Stool normal.


Left(??) FF lesion dry, no pus.

1/3/01:
Right hip, lesion enlarged, mod pus each morning. 


Left hip All pockets enlarged. Discharge collects under shelf.

1/4/01:
Left hip surgery to remove tissue to promote drainage.


Treatment: Acetaminophen/ibuprofen.



1/10/01:
Left hip lesion larger, deeper than last week.

Right hip lesion tract deeper.
Treatment hips, chlorox/ Prep H.


Left FF same.

1/16/01:
Both hips same. May no longer be lying down on either hip.


R FF same, minimal pus. “Abdomen appears slightly sunken dorsally – possible weight loss?” Scale broken. First time mentioned.

1/24/01:
Hip lesions unchanged.


Right FF same, dry but sensitive on exploration.


Rear legs, near feet, several open lesions (first mention). Culture.

1/25/01:
Painful, hesitant on all 4 limbs when walking. Small steps to avoid weight bearing. More trouble on hills and corners.

1/31/01;
Improved in overall comfort since on phenylbutazone (first mention of treatment).

2/1/01:
Started trimethoprim sulfa x 14 days, for both hips and skin lesions, rear legs.
First mention of any type of treatment since 1/10/01 (22 days ago).

2/14/01:
Both hips improved since antibiotics. All rear leg lesions healed, right forefoot lesion smaller.

2/16/01:
 (1 year, 3 months). Unable to decipher accurate weight (partly deleted figure). Approx 30 days since weight loss comment.

2/21/01:
Both hips very little pus, left closing down. Mixed results rear leg lesions (see med report).

Treatment:
Continue TMS (started 20 days ago). Change from Prep H to silversulfadiazone for hips and rear leg lesions.

2/28/01:
Hip lesions more thick pus past few days. Right hip narrowing.


Continue TMS treatment.

3/3/01:
Inside lower lip signs of irritation again. Discontinue TMS (30 days total).

3/8/01:
Both hip lesions closing, tightening down.


Ulcer covers 1/2 of lower lip. Treated PTD solution.

3/13/01:
(1 yr, 4 mo). Both hips closed down, less pus. Lip healing but still very large. Treated Nolvasan/Saline.

3/22/01:
Left hip larger deeper, right hip same. More pus from each. Right forefoot lesion almost healed.

3/29/01:
Very stiff all 4 limbs. Audible sounds from hips and knees when walking. Will be left out in yard tonight.


Much improved next day after being out over night. Less hip lesion pus since changing to Thermazene cream (first mention).

3/31/01:
Decrease phenylbutazone dosage because of improvement (first mention of phenylbutazone since 2/2/01 (37 days ago).

4/3/01:
Better movement since out at night. Discontinue phenylbutazone.

4/11/01:
Large pustule right rear leg (not mentioned again!). Right forefoot lesion almost resolved. Ulcer lower lip slowly healing. Treatment: Amoxicillin x 14 days.

4/18/01:
(1 yr, 5mo). Both hip lesions improved since amoxicillin started 1 week ago.

4/25/01:
Lame left rear leg. Crepitus in knee. X-rays – not diagnostic. 


Both hips improved, less pus. Left forefoot lesions (???) appear resolved, no tenderness but depression at site of infection (certainly an error, should have been right forefoot). Lower lip improving.

Treatment: Start phenylbutazone x 5 days. Continue amoxicillin.

4/27/01:
Still favors left rear leg (last mention of this problem). Continue phenylbut.

5/2/01:
Right hip lesion:
Opening 0.7 x 0.5 cm., 2 tracts extending 10 cm. Compared with 9/20/00, 1.5 cm x 1.5 cm., tract extended 10 cm dorso-medially.


Left hip lesion: opening 0.7 cm x 2 cm, tracts extend dorsally 10-12 cm. Compared with 9/20/00, 2 x 2 cm., tract 10-11 cm dorso-medially with multiple cavitations.


These measurements strongly indicate little or no improvement in hip lesions over last 7 months.

5/17/01:
(1 yr, 6 mo). All lesions are improving.

6/13/01:
Hip lesions narrowing. Left hip needs to be opened. No reference again to this in near future.

7/25/01:
(1 yr, 8 mo). New lesion – right rear foot, near center of foot. Lesion found while trimming foot – small rock associated with it.

8/8/01:
RR foot lesion tender – tract described.

8/15/01:
Culture RR foot lesion. Tract broken out at the top of lateral nail. Pared bottom of foot, trimmed away nail.
Treatment: Applied Yunan Paiyou, coppertox, ibuprofen/acetominophen.

8/22/01:
Lesions RR foot improved (still favoring that limb).


Both hip lesions narrowing, but left has more pus lately.


Treatment:
Discontinue amoxicillin (no mention of this in last 4 months or more!


Over next 2 months, hips mainly described as doing well, closing down, only slight pus.

11/1/01:
Both hip lesions improving. Treatment: Lesions packed with ionized mud.


Yet, only13 days later, record reads:

11/14/01:
(Two years). Both hip lesions bleed much more than usual when cleaned (Bleeding of lesions never mentioned before).

1/2/02:
Plan to open left hip lesion next day or so. No further mention of this in near future.

1/5/02:
Very lame left hind leg.

1/30/02:
(2 yr, 2 mo). “Left hip lesions much worse today. Has opened up, cavernous.”

2/2/02:
Starting lame on left hind leg.

2/5/02:
RR foot, most of damaged pad removed. Two circular soft spots of necrosis. Keep inside till pad grows.

2/6/02:
X-ray RR foot. All bones lat 3 digits appear WNL. More sole pared, revealing 3rd soft spot.

2/13/02:
(2 yr, 3 mo). Left hip, much pus. RR sole improved.
Treatment:
Discontinue chlorox for L hip, use mud.

3/13/02:
(2 yr, 4 mo). Slow today. Right knee clicking.

3/20/02:
RF foot infection broke out between 3rd and 4th digits. X-rays, culture. Result 4/1/02 – tetracycline better than amoxicillin. Started on Tetra x 14 days. Has short term effect on intestine – bright green, malodorous diarrhea.

3/27/02:
Some of tissue above 2nd nail, over 3rd digit RF foot. Tissue spongy and raw.

4/17/02:
RF foot lesion over nail improving. Walks gingerly on both hind legs, right side worst.

5/15/02:
Both hip lesions narrow, not much pus. RFF unchanged. RRF longitudinal defect.

6/20/02:
RH foot and hips same.


Lat toenail, LH foot abscessed. First cleaned 6/18. Curettaged.


“Tina going outside in yard during day. Seems to enjoy being in water. No longer lying down to sleep because too difficult to get up.”

6/26/02:
Lat toenail, LR foot “blew out yesterday.” White fibrous tissue exposed where nail removed.


May be 2 months data missing from records 7/5 to 9/4/02.

7/5/02:
Both hip lesions producing a little pus. Both tracts narrow but just as long. 


LR lateral toecut away, underlying tissue tender. Lesion on bottom of nail on that foot soft with some necrotic tissue present. Entire lesion cleaner this week, “doesn’t smell as bad.” 


RR foot, small sole lesion unchanged since last week.


Note well: 2-month gasp in medical record (7/5 – 9/4/02).

9/4/02:
RF foot, cuticle of digit 2, new “blow out.” Cultured. X-rays RF foot and RR medial toe. Appear WNL. No improvement in sole lesion.P-3 nearly disintegrated (has been for some time), P-2 seems WNL (which foot not mentioned!).


X-ray LR foot, lat toe. No bony changes, but sole lesion still open and deep.

Treatment: Continue amoxicillin (not mentioned before or again after!).


Page possibly missing between 10/2 to 11/1/02.

9/25/02:
LR foot very tender. Lateral lesion unchanged since last week.


RR foot lesion improved, smaller.


RF foot, medial digit lesion, medial digit improved.

Ulcer still covers half of both lower lips (first time both lips mentioned).

10/2/02:
LR foot unchanged.


RR foot slightly improved.

RF sole lesion slightly improved.

Lip ulcer smaller.

11/1/02:
X-rays of RF medial digit,


LR lateral digit (appears same).


11/6/02:
Due to no improvement in foot lesions, change antibiotics from TMS to amoxicillin (No mention of TMS before).

12/2/02:
LR foot improved. Much of discolored and devitalized cut away (not sure if this pad tissue). Nail area much improved, however, still 4 cm defect on pad at the laterral digit.


RF foot, medial toe much improved. 1-2 cm defect in pad at that point.

12/11/02:
(3 years).
RF foot. Improved. Nail very good. Pad lesion made progress.


LR pad very tender, open ulcerated area smaller.


RR pad slowly improving. 


No ulceration lower lip.

12/26/02:
RR foot pared out. Grey purulent material under sole (fairly superficial pocket, no tracts identified. Lateral toe on that foot improved.


RR and RF foot lesions improved.


12/26/02:
RR foot pared out. Grey purulent material under sole (fairly superficial pocket, no tracts identified. Lateral toe on that foot improved. (This almost certainly an error. Remark should refer to LR foot).

1/8/03:
LR foot slightly improved.

RF and RR sole lesions smaller.

1/9/03:
Culture RR toenail. No result reported.

1/10/03:
RR foot, nail #3 85% removed, sole trimmed around all lesions.

1/16/03:
In-house PCV 31%. No comment on anemia!
1/29/03:
Foot lesions unchanged since taken off antibiotics. No mention of antibiotics since 11/6/02 (nearly 3 months ago), when taken off TMS and put on amoxicillin)

Hip lesions very small, look good.

2/7/03:
Devitalized sole of RR foot pared away (4x5 cm area), down to level of fibroelastic cushion tissue. Fluid and purulent material under sole. Cultured. Applied 2% iodine. No report of culture result included!

2/21/03:
X-rays RR foot. No evidence of bone infection in 3rd, 4th or lateral digits. Trainers removed most of pad because of underlying necrosis.


Started TMS treatment 3/1/03, Phenylbut 3/13/03.

3/26/03:
LR foot worse. Trainers will carve off excessive pad.

4/3/03:
X-ray RR foot and LR foot, lateral side. Bones look good, no evidence of infection


LR foot, sole trimmed. Still large ulcer (LR foot) under entire lateral nail, nail infected, had to be removed. Bony underlying tissue WNL.

4/20/03:
LR foot still large, unchanged open ulcer. “Does not seem to change from week to week.”

4/27/03:
RF center toe exuding pus. No tract found to bottom of foot.

4/29/03:
L and R hip lesions and RF foot 2nd toe cultured. No results shown.


Possibly 1 page of missing data, from 4/29 to 5/23/03 (24 days)

5/23/03:
“Carving” of RR foot pad. Central area soft. Probably will need to open again.


Right hip flushed, smelly pus. Mud flushed out.


Left hip, very small opening to tract going up. Some pus.


Watched Tina walk, places feet very tentatively, movement difficult. Talked to Dr. Case (Ringling) recommends Rimadyl and Deramax to keep her comfortable as possible.


Teatment: Continue mud on hips. Discontinued gentamicin FL foot (not mentioned before).

5/28/03:
LH foot worse. Tissue dorsal to lateral digit “mushroomed out” over nail. Ventral wound cultured. Flush with dilute bleach.


RH foot callused, central area soft, tender.


RF foot, 3rd digit, tender from old draining abscess at top of nail.


Hip lesions same.


Culture RF foot, both hips.


Mouth ulcers slightly better, not inflamed, covered with white film (is this a diphtheritic membrane? J.M remark). Mouth lesions last mentioned 11 December 02, as, “no ulceration at all in lower lip,” (5 months ago!).

Treatment: Start Ramadyl.

6/11/03:
Lesions about same. Ramadyl stopped around this time.

6/19/03:
Oral ulcers healing well.


RF foot, lesion at D-2 bleeding, connected to lesion at top of nail.


Older lesion at top of D-3 abscessed out.


RR foot trimmed recently. Only thin layer of pad left at center, otherwise tissue looks healthy.


LR foot, large very sensitive open abscess, ventral surface, involves lateral digit.


Right elbow, beginning to slough callus, inflamed (First time mentioned).


Right eye, chronic irritation.


Hips unchanged.


Appetite decreased because kept indoors (foot lesions).

6/23/03:
Abscess RF toe #3 ruptured. Cultured.

6/25/03:
RF foot, lateral toe abscess broke dorsal to nail 2 days ago. Flushed and opened up for drainage. All other foot lesions about the same.


RR leg, knee with crepitus.

Treatment: Continue Ramadyl and glucosamine/chondroitin. Last mention of RF foot/leg, before euthanasia  11/5/03 (135 days later).

Allow her out. Will bring in earth to soften area. Longterm plan: Keep her as comfortable as possible by using pain management. Note Well: Euthanasia performed approximately 4 1/2 months after this date.

7/26/03:
LR foot, abscess above 3rd toe ruptured. Very sensitive.


Hock joint swollen, draining pus. X-rays indicate bone not involved.


Other feet and hips about same. Start TMS x 10 days.

8/27/03:
Discontinue TMS.


Note on 9/6/03 states running low in ketoprofen/glucosamine capsules for Tina and Taj. What to do.

9/9/03:
LR leg swollen from knee down. Foot very painful.


Heal lesion may rupture soon.


Poor eating. WBC 18,800. Start TMS  x 1 month.

10/20/03:
(2 weeks P-E) Very hesitant to move. 


LR leg almost dragging. Knee swollen on down, crepitus. “Took 2 hours to walk to pond.” Walked slightly better after 1.5 hours in water.


Wbc: 22,495. Segs 28%, Monos 29%,Lymphs 35%, Eos 25% !!


PCV 30%.

Treatment:
Start Demerol every 8 hours!

10/22/03: 
(2 weeks P-E) Similar remarks. Need diet supplement for anemia. PROGNOSIS becoming guarded.


Can barely move, left leg very swollen, painful, has to use trunk to support herself!!!


Foot sloughing more tissue. High likelihood of osteomyelitis (based on X-rays).


Left foot pathology extending (see reports).

11/2/03:
(3 days P-E) LR foot abscess ruptured overnight. Great deal of bleeding during night and following day. Eating and drinking well. Demerol continues.


Continues bleeding next day. Foul smelling pus. PCV 27%, Wbc 20,000, fibrinogen 1000.

11/5/03:
LR foot continues to slough. Euthansia. Laparoscopy post-mortem. LR foot obvious osteomyelitis.
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