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Patient Name: Charles Coleman

Date of Admission: 04/12/2022
The hospitalist’s dictation reveals the patient with history of type II diabetes mellitus and hypertension and is status post recent left small toe amputation, presented on account of nonhealing wound on his amputation site. Diabetic foot cellulitis noted. The patient was to continue on vancomycin and Zosyn. Blood cultures were taken. Hyponatremia of 133 was monitored. Mild acute kidney insufficiency; creatinine of 1.60, avoid nephrotoxic agents. Correctional insulin. The patient was also found to have peripheral vascular disease, infection of the wound with methicillin-resistant Staphylococcus aureus, acute kidney injury, and the patient was admitted for angioplasty and further wound care. Dr. Lemos’s consult noted and Dr. Lemos felt that the patient has diabetic neuropathy, osteomyelitis of left fifth toe and underwent amputation due to small vessel vascular disease. He has developed gangrene of the area and had to have a readmission. Dr. Smith was consulted and he did PTA with Lutonix Balloon placed in the superficial femoral artery left side. The patient now is in the oncology area and the pain is better and does not have respiratory symptoms or abdominal pain and no diarrhea. He also has some proximal disease and has history of retinopathy. It was decided to aerate the wound. There was no odor from the wound after the angioplasty. The cultures as per Dr. Lemos revealed MRSA and three different anaerobes. It was decided to treat him with IV antimicrobial therapy, which will be vancomycin or daptomycin plus Flagyl and daptomycin plus Flagyl were chosen instead of vancomycin. The patient had a palpable femoral and a dorsalis pedis pulse and angiograms were done.

I am also reviewing Dr Charles Smith’s note which reveals nonhealing left fifth toe amputation site with peripheral vascular disease. Procedures performed were ultrasound-guided right femoral artery access, abdominal aortogram, left external iliac, common femoral, popliteal artery angiograms with runoff, left SFA PTA with 7 x 40 Lutonix Balloon held at 10 mmHg for three minutes, total contrast used 21 cc and total fluoro time 3.9 minutes. The patient was brought to cath lab in supine position. The right groin was anesthetized with 1% lidocaine, a micropuncture needle, wire and sheath were placed. Under ultrasound guidance, right common femoral artery was accessed. Hand injected aortograms were performed. Aorta and iliac vascular were all free of any significant atherosclerotic disease or occlusion. Contra catheter was guided over the aortic bifurcation down the external iliac artery. Hand injected angiogram was performed. Digital angiography was used to chase contrast from groin down to the foot. The common femoral and profunda femoris were widely patent.
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Proximal superficial femoral artery had approximately 80% stenosis that was a short segment. SFA, popliteal and proximal tibial arteries were all free of any atherosclerotic disease. The anterior tibial artery did not visualize. A Magic Torque guidewire was then placed in superficial femoral artery and hand injected arteriogram was performed in multiple views eliminating the tibial artery. Anterior tibial was occluded. Posterior tibial and peroneal arteries were patent down into foot and no significant atherosclerotic disease. The Magic Torque guidewire was replaced and catheter was withdrawn. Good hemostasis obtained. So, after angioplasty, the patient did very well.
There was another admission of this patient on 04/04/2022 and discharge of 04/06/2022.
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