

April 18, 2023
Dr. Moutsatson
Fax #: 989-953-5153
RE:  Kelly Morley
DOB:  01/21/1950
Dear Dr. Moutsatson:
This is a consultation for Mr. Morley with progressive renal failure, comes accompanied with wife Marcia.  Creatinine risen from 12/21/22 1.4 to presently around 1.7 and 1.9 for a GFR dropped from 50 down to 39.  He has diabetes, hypertension and hyperlipidemia.  He has seen Dr. Sahay for monoclonal protein with a bone marrow biopsy did not show evidence of multiple myeloma.  There were however evidence of a B-cell lymphoproliferative disorder.  No specific treatment was required.  This was from January 2023.  In the meantime, he was through the winter in Florida.  He likes to be physically active playing golf.  He noticed progressive fatigue, dyspnea, and unable to complete his normal routine.  He has evaluated by cardiology Dr. Krepostman and they are planning to do a stress echo tomorrow depending on that potentially a cardiac cath.  He has chronic atrial fibrillation.  No changes in weight or appetite.  Denies vomiting or dysphagia.  Denies diarrhea or bleeding.  He has chronic edema, left side is worse than the right.  No prior procedure, surgery, or trauma in that area.  He has noticed some foot drop on the left-sided which is mild.  There is a family history for neuropathy inherited Charcot-Marie-Tooth.  He has also chronic back pain.  He has been using Aleve as needed, not in a daily basis.  Night cramps but no claudication symptoms.  Cardiorespiratory symptoms as indicated above.  No purulent material or hemoptysis.  No oxygen.  No orthopnea or PND.  There is obesity.  No skin rash or bruises.  No bleeding nose or gums.  No headaches.  No changes in eyesight, hearing, tinnitus or fever.

Past Medical History:  Obesity, hyperlipidemia, diabetes at least 15 years, neuropathy but no retinopathy.  No foot ulcers.  Hypertension and atrial fibrillation.  No coronary artery disease.  No TIAs or stroke.  No deep vein thrombosis or pulmonary embolism.  No gastrointestinal bleeding, anemia, blood transfusion, or liver disease.  No kidney stones.  He is not aware of blood protein in the urine.  No recent pneumonia.  Just started on thyroid replacement.
Past Surgical History:  Bilateral cataracts, vasectomy, skin cancer question melanoma removed from the chest.  Colonoscopies benign.
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Medications:  Cartia, Neurontin, Toujeo, metformin, metoprolol, Coumadin, insulin NovoLog, thyroid replacement, omega replacement, and prior eye drops discontinued.  He did not tolerate Pravachol in the past.  He did not tolerate lisinopril/HCTZ, only took it for few days, was feeling lightheaded and stopped.  This was many years back.  Occasionally Aleve.
Allergies:  No reported allergies.
Social History: Never smoked.  Very rare alcohol.
Family History:  No family history of kidney disease.
Physical Examination:  Weight 245 pounds, 69 inches tall and blood pressure 138/66 on the right and 132/60 on the left.  Alert and oriented x3.  No gross respiratory distress.  Normal eye movements.  No palpable neck masses or thyroid or lymph nodes.  No carotid bruits or JVD.  He has atrial fibrillation rate less than 90.  No consolidation or pleural effusion.  No pericardial rub or gallop.  Obesity of the abdomen.  No tenderness.  No palpable liver, spleen, masses or ascites.  No bruits.  Pulses acceptable to fair.  Capillary refill okay.  No major edema.  He has multiple seborrheic skin abnormalities in chest.  There is also a large ash leaf discolor on the left upper abdomen.
Labs:  Creatinine as indicated above.  The last one year 1.4, 1.9, 1.9, and 1.7 for a GFR dropping from 50 to 39.  If this would be a steady state represented stage IIIB.  Normal sodium and potassium.  Normal bicarbonate.  Normal albumin and calcium.  Liver function test not elevated.  Glucose in the 160s.  Anemia 11.4.  Normal platelet count.  No gross monoclonal protein on immunofixation.  There was elevated beta-2 microglobulin.  A1c in the past 8.9, poorly controlled.  I do not have urinalysis.

I reviewed report from Dr. Sahay hematology then mentioned a prior small IgG kappa monoclonal band at 0.13 g%.  No associated elevated calcium.  However, now progressive renal failure and anemia.  The bone marrow biopsy reported the presence of B-cell lymphoproliferative abnormalities with positive CD5 cells.  The absent of iron stores, no evidence for plasma cell disorder.  Peripheral smear revealed occasionally plasmacytoid  lymphocytes.
Assessment and Plan:  Progressive renal failure a person who has poor control diabetes overtime, unfortunately no urinalysis available process for proteinuria.  Blood pressure in the office appears to be well controlled.  I would like to do a CT scan to assess for lymph node retroperitoneal space potentially causing obstruction.  However, I am going to wait for cardiology to finish stress echo and potential cardiac cath.  I will never oppose that that will be priority.  Hydration will need to be used for exposure to IV contrast.  Once cardiology treatment is completed, we will proceed to do the CT scan to rule out obstruction lymphoproliferative disorder.  Depending of abnormalities on the urine, potential renal biopsy.  Presently, he is not on diuretics or ACE inhibitors or ARBs.  Trying to avoid antiinflammatory agents.  Anemia likely cause with the kidney disease.  Continue management of atrial fibrillation anticoagulation, rate controlled with Cartia and beta-blockers.  All issues discussed at length with the patient and wife.
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All above issues were discussed with the patient. Education provided, questions answered to patient's satisfaction. Patient verbalized understanding.

JOSE FUENTE, M.D.
JF/vv
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