

May 16, 2023

Dr. Sarvepalli

Masonic Home

Fax#:

RE:  Benny Dotson

DOB:  12/04/1944

Dear Dr. Sarvepalli:

This is a consultation for Mr. Dotson with recent abnormal kidney function and generalized edema anasarca.  He is on the pulmonary ward tracheostomy and ventilatory assistance, chronic respiratory failure with hypoxemia, hypercardia, and prior episodes of pneumonia.  He is not able to provide any history.  I reviewed old records available provided by Masonic Home as well what is in the electronic records.  He has been at Masonic at least for the last one and half to two years.  His NPO strict.  All medications through PEG tube that has multiple times replaced over the last one and half to two years.  There is also an indwelling Foley catheter.  He comes accompanied with caregiver.  No reported vomiting.  No reported blood in the stool or melena.  He has for the most part paraplegia and question prior cervical spinal stenosis.  He is wheelchair bounded.  No falling episodes.  He has sacral decubitus that is healing and has developed generalized edema anasarca.

According to the records there is also anxiety, depression, question dementia, and hypothyroidism.  I am not aware of deep vein thrombosis, pulmonary embolism, TIAs, strokes or seizures.  There has been prior atrial fibrillation and decreased hearing.  I am not aware of coronary artery disease or congestive heart failure or liver abnormalities.  He does have enlargement of the prostate.

Past Surgical History:  According to records, surgeries include tracheostomy, PEG tube with multiple replacements, cystoscopy, cataract surgery, colonoscopy benign lesion, no malignancy.

Medications:  Present medications include amiodarone, aspirin, esomeprazole for the stomach, iron replacement, for low blood pressure fludrocortisone, Lasix, thyroid replacement, melatonin, metolazone, Fleet enemas and milk of magnesia, MiraLax, Remeron, Neurontin, potassium replacement with bicarbonate and citric acid, ReQuip, Flomax, valproic acid, and Zyprexa.  No antiinflammatory agents.

Allergies:  No reported allergies.
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Physical Exam:  Weight 190 pounds, wheelchair bounded. Generalized edema anasarca, tracheostomy, PEG tube and Foley catheter in place.   Moving four extremities.  He is able to clean himself and appears to be right-handed.  Does not move lower extremities, which are deformed typical for paraplegia.  Normal eye movements.  He is not verbal.  No gross thyroid masses or lymph nodes.  Do not hear localized rales.  There is evidence of egophony for pleural effusion probably a third bilateral.  No pericardial rub.  No significant murmurs.  Abdomen: Distended.  Question ascites.  Does not make any faces on touch.  Nothing to suggest to rebound or tenderness.  Edema is indicated above.  I do not see leg or foot ulcers.  Pulses are decreased throughout but no gangrene.

There is a recent echocardiogram from March reported as normal ejection fraction.  Normal chamber size.  Valves are poorly seen but no gross dysfunction.  No reported pulmonary hypertension.  Borderline diastolic dysfunction.  I reviewed the chest x-ray from March.  At that time vascular congestion, blunting of costophrenic angle clinically sounds worse.  The last CT scan chest, abdomen and pelvis with contrast also from March no gross enlargement of lymph nodes.  No pericardial effusion.  Normal size of the heart.  There were consolidations or atelectasis on the bases with pleural effusion worse on the left.  Evidence of cervical fusion surgery.  Liver considered normal surface but enlarged 16.7 cm.  Left sided hepatic cyst.  The gallbladder was absent.  No biliary dilatation.  Spleen considered normal.  Adrenal glands normal.  Both kidneys without obstruction.  A simple cyst on the right sided.  Foley catheter in place.  Some fat stranding around the bladder probably cystitis.  Bladder presents into the right inguinal hernia.  Enlargement of the prostate and infrarenal aneurysm 3.5 cm.  L1 compression deformity.  Left sided gluteal ulcer.  Prior hardware on the left femur.

Creatinine has been fluctuating in March 2.1, 1.8, April 1.6 and 1.5 with the most recent number 1.5.  Normal potassium and elevated bicarbonate, low sodium, normal albumin and calcium, elevated alkaline phosphatase.  Other liver function test not elevated.  Normal glucose.  There has been severe anemia 8.8 with a normal white blood cell and platelet.  PTH not elevated.  Iron levels low iron saturation with a ferritin low normal 132.  Valproic acid not elevated.  Thyroid and TSH normal.  Free T4 was not done.  Isolated random cortisol without stimulation at 14, which will be considered normal.  He might have recent blood transfusion in March.  Pro-BNP in the 900s.  Urinalysis 30 to 100 protein, 2+ of blood this is from the Foley catheter with trace bacteria 10-20 white blood cells.

Assessment and Plan:  CKD stage III appears stable overtime without evidence of obstruction and has an indwelling Foley catheter.  No urinary retention.  No recurrent urinary tract infection or pyelonephritis.  Low-level proteinuria.  This is non-nephrotic syndrome.  I do not believe anasarca is explained by above kidney abnormalities.  He has normal albumin level.  Above findings of the echocardiogram from March does have enlargement of the liver but nothing to suggest liver dysfunction.  He is exposed to medication that can cause fluid retention and that will include Neurontin although the level is in the low side.  Does have anemia, which is out of proportion to the level of kidney function.  Prior relative iron deficiency.  He has seen in the past hematology/oncology.  They need to assess further for potential EPO treatment.  We are going to do chemistries in a monthly basis.  I cannot rule out interstitial nephritis given the exposure to multiple medications.  Noticed creatinine used to be around 0.9 to 1.2 for the most part most of the 2022 with prior acute renal failure in 2021.  We will follow with you.
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All above issues were discussed with the patient.  Education provided, questions answered to patient's satisfaction.  Patient verbalized understanding.

Sincerely,

JOSE FUENTE, M.D.
JF/vv
Transcribed by: www.aaamt.com
