INITIAL OFFICE EVALUATION – Hematology/Oncology

by Dr. Anju Vasudevan

01/23/13

MARCUM, CONRAD R.

Chart No. 32181

DOB:

Myra Sherman, ARNP

Dear Myra:

Thank you for participating in Mr. Marcum’s care. As you recall, he is a 60-year-old gentleman referred for evaluation of polycythemia. The patient feels tired and fatigued. He does four jobs. He denies any weight loss, abdominal pain, nausea, vomiting, hematemesis, or melena. He complains of occasional lower back pain and right upper quadrant pain. This has been off and on for many months. He is apparently going to be scheduled for another colonoscopy by yourself. He denies any real bowel problems. No nausea, vomiting, hematemesis, melena, or weight loss. No headaches, visual complaints, numbness, tingling, or paresthesias. His last colonoscopy was four years ago by Dr. Rumalla and he was told that he does have polyps.

PAST MEDICAL HISTORY: The patient has a history of rheumatoid arthritis for the past two years followed by Dr. Lafferty on methotrexate, history of kidney stones, and history of SVT in the past on digoxin for many years.

PAST SURGICAL HISTORY: Hernia repair on both the sides in 2009 and sinus surgery 15 years ago.

ALLERGIES: Penicillin.

PRESENT MEDICATIONS: Meloxicam 7.5 mg two per day, folic acid 1 mg five times a day, methotrexate 2.5 mg five times per week, digoxin 0.25 mg, simvastatin 40 mg q.d., omeprazole 20 mg q.d., B12, D3, and calcium with D3 orally.

FAMILY HISTORY: No family history of blood problems. Father died at the age of 53 of pancreatic cancer. Mother died at the age of 73 of lung problems. Aunts and uncles on the father’s side all have different kinds of cancer. He has five siblings who are healthy and three children who are healthy.
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SOCIAL HISTORY: Smoker of one pack per day for 45 years and still smoking. He drinks six cups of coffee. Denies any IV drug abuse or alcohol use.

PHYSICAL EXAMINATION: GENERAL: Alert and oriented, well-developed and well-nourished gentleman with ruddy complexion, in no acute distress. VITAL SIGNS: Blood pressure is 100/70, pulse 71, temperature 96.3, weight 187 pounds, and respirations 20. HEENT: Sclerae are anicteric. Mouth and oropharynx are unremarkable. No peripheral lymphadenopathy is palpable in the cervical, supraclavicular, axillary, or inguinal areas. No jugular venous distention. No carotid bruits. LUNGS: Essentially clear. CARDIOVASCULAR: Both heart sounds are normal. Soft systolic murmur at the left sternal border. No radiation. ABDOMEN: Soft and nontender. No flank tenderness. No hepatosplenomegaly. EXTREMITIES: Good pedal pulses. No edema. CNS: Alert and oriented. No focal neurological deficits. Deep tendon reflexes are 2+ and symmetrical. No ataxia or nystagmus.

LABORATORY DATA: Accompanying records were reviewed. Hemoglobin is 17.8, hematocrit 52, MCV 103.1, MCH 35.3, white count 7.2, and platelets were 164,000.

IMPRESSION:

1. Polycythemia, rule out primary versus secondary polycythemia.

2. Rheumatoid arthritis, on methotrexate.

PLAN:

1. Discussed at length with Mr. Conrad. The differential diagnosis could be secondary polycythemia related to his smoking. However, we are going to get JAK-2 mutation, LDH, and serum protein electrophoresis.

2. Smoking cessation was advised.

3. Do iron studies and ferritin.

4. We will get a CT of the abdomen and pelvis because of his intermittent abdominal discomfort to rule out polycystic kidney disease, etc., as a cause of his polycythemia as well. I will keep you posted of any future developments.

Again, I do appreciate the opportunity to share in his care.

Sincerely,

Anju Vasudevan, M.D.
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