

August 24, 2023
Dr. Stebelton
Fax#:  989-775-1640
RE:  James Lamee
DOB:  02/17/1978
Dear Dr. Stebelton:

This is a consultation for Mr. Lamee who has obstructive uropathy, bilateral hydronephrosis, requiring bilateral percutaneous nephrostomy, which is exchanged every six weeks, interventional radiology University of Michigan.  Most recent admission University of Michigan August 2nd for pyelonephritis, completed antibiotics, renal failure has not returned to normal, presently stabilizing around 4.7 for a GFR around 15  At the time of diagnosis back in February and March 2023 creatinine was as high as 9, did not require dialysis.  He has a history of Crohn’s disease with multiple surgeries complications, eventually adenocarcinoma of the rectum.  Follows through University of Michigan as well as Dr. Sahay.  There has been chronic fluid collection or mass on the sacral area without enhancement.  No biopsy has been done.  Upcoming MRI of the pelvis on the next few days.  He states to be eating well.  Weight is stable around 174.  Denies nausea, vomiting or dysphagia, has an ostomy brown stools without bleeding.  Presently no abdominal discomfort, rectum and anus has been removed, makes minimal amount of urine through the bladder.  He is a smoker, has chronic cough.  Denies hemoptysis or purulent material.  Previously evidence of emphysema on CAT scan, but he has not required any oxygen.  No orthopnea or PND.  No increase of dyspnea.  Denies chest pain or palpitation.  He is a tall slender person.  Denies falling episode syncope.

Past Medical History:  Crohn’s disease, symptoms started age 13-14, final diagnosis age 22, multiple surgical procedures, eventually abdominal peritoneal rectum and anus resection including the left seminal vesicle, has done chemotherapy, radiation treatment, evaluation of that non-enhancing mass, otherwise no evidence for recurrence.  All these within the last 3 to 4 years.  There has been a prior evidence of pericarditis on MRIs, did not require any fluid drainage or pericardial window.  There was no tamponade.  Initially low ejection fraction, MRI of the right and left heart and he has these incidental finding of left ventricular non-compaction.  No coronary artery disease.  No reported deep vein thrombosis or pulmonary embolism.  There has been prior blood transfusion at the time of gastrointestinal bleeding for EGD showing a stomach ulcer with visible vessel, which was not bleeding, required an injection, no recurrence and resolution of symptoms on followup EGDs.
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Smoker, denies pneumonia or hemoptysis.  No TIAs or strokes.  No seizures.  No chronic liver disease.  No kidney stones.  The recent right-sided pyelonephritis.
Past Surgical History:  Crohn’s abnormalities and the percutaneous nephrostomy, prior EGDs, the perirectal abscess and number of procedures before this last abdominal peritoneal rectal resection, prior hypertension, but he is taking losartan.
I want to highlight the patient still has his bladder and prostate.

Drug Allergies:  No reported allergies.
Medications:  Present medications include losartan, Prilosec, and vitamins.  Denies the use of antiinflammatory agents.  He is not using oxygen or inhalers.
Social History:  Used to smoke three packs per day as a truck driver, presently down to one pack per day.  Also marijuana.  Occasionally alcohol intake beer.

Family History:  No family history of kidney disease.
Physical Examination:  He is 73 inches tall, weight 174, blood pressure when I checked it was 110/74 on the left and 110/70 on the right.  He is a tall slender person, chronically ill.  No respiratory distress.  Some hoarseness of the voice but this is baseline.  Normal speech.  No expressive aphasia or dysarthria.  No facial asymmetry.  No gross palpable neck or axillary masses.  No carotid bruits, JVD or thyroid.  Distant breath sounds, COPD abnormalities.  No consolidation or pleural effusion.  No pericardial rub.  No arrhythmia.  Ostomy on the left-sided that shows prolapse of the mucosa, the stools are brown clear, no bleeding.  No abdominal distention.  No ascites.  No gross edema.  No gross focal deficits.
Labs:  The most recent chemistries are from recent admission University, last labs August 4th at that time anemia 10.4, normal white blood cell and platelets, creatinine 4.7, normal sodium and potassium, metabolic acidosis 20 with high chloride 111.  Present GFR will be 15 stage IV to V.  Recent normal albumin and calcium, elevation of alkaline phosphatase 121.  Other liver function tests are not elevated.  There is gross proteinuria 100, the presence of blood and leukocytes on prior urinalysis.  No recent iron studies.  I do not have also phosphorus or PTH.  The most recent CT scan PET scan May, a 7-cm cystic mass on the pelvis, peripheral calcification on the pre-sacral area without increase of hypermetabolism.  There was an area of retroperitoneal aortocaval lymph nodes 7 mm which were mildly hypermetabolic, this was nonspecific.  I reviewed the last note from Dr. Sahay this is from May.  A good summary of his oncological history to review.  I want to mention that this is mucinous adenocarcinoma involving rectum, anal canal, left seminal vesicle.  The radial margin was positive for adenocarcinoma however the perianal skin margin was negative, lymph nodes were negative.  Biopsies of the pelvic rim multiple areas were also negative.  I reviewed records University of Michigan.  The most recent two admissions and multiple follow-ups.  I want to highlight through the years the MRI of the heart as indicated above the most recent preserved ejection fraction right and left, no valve abnormalities.  At that time which is 2020, the persistent pericardium thickening and enhancement.
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I also want to highlight the CT scan of head, neck, angiogram negative for abnormalities.  MRI of the brain negative for stroke, the prior EGDs and the recent bilateral hydronephrosis and the placement of bilateral nephrostomy tubes.

Assessment and Plan:
1. Mr. Lamee has CKD stage IV to V from obstructive uropathy with bilateral percutaneous nephrostomy being replaced every six weeks.  This is likely a permanent issue.  I discussed with him the meaning of advanced renal failure.  He has no symptoms of uremia, encephalopathy or pericarditis.  There is no indication for dialysis.  He is going to do blood test for me in a monthly basis.  We need to prepare for dialysis.  Obviously he will not be a candidate for peritoneal dialysis, but he is for in center hemo as well as at home hemodialysis.  I explained to him about the AV fistula.  He will not be an immediate candidate for renal transplant given the less than five years history of cancer.  We will monitor chemistries and nutrition.  We will advise for abnormalities on potassium, acid base, calcium, phosphorus, potential treatment for secondary hyperparathyroidism and potential treatment for anemia.  We need to update iron studies and B12.  Otherwise he will follow with other consultants and yourself in terms of his other issues.

2. Crohn’s disease.

3. Ileostomy.

4. Total abdominal perineal resection mucinous adenocarcinoma as indicated above, prior chemotherapy including oxaliplatin and radiation treatment.

5. Fluid mass collection on the sacral area 7 cm.

6. Recent pyelonephritis secondary to pericarditis nephrostomy tube.

7. Smoker clinical findings COPD and previously reported emphysema.

8. Prior reported pericarditis with enhancement without evidence of constricted abnormalities or tamponade.
9. Left ventricular non-compaction.
10. Prior gastrointestinal bleeding, stomach ulcer exposed vessel, which was not actively bleeding, multiple erosions, duodenum stomach with repeat EGDs in two opportunities, improvement of the symptoms, avoiding antiinflammatory agents, prior blood transfusion.

11. All issues discussed with the patient at length.  Present blood pressure is running in the low side.  There is no evidence of volume overload.  I am going to decrease the losartan to 25 mg and potentially stop it.  He needs to check blood pressure at home.  Plan to see him back in the next 4 to 6 weeks.

All above issues were discussed with the patient. Education provided, questions answered to patient's satisfaction. The patient verbalized understanding.

Sincerely,

JOSE FUENTE, M.D.
JF/vv
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