

February 11, 2025
Dr. Ernest
Fax#: 989-466-5956
RE:  John M. Criswell
DOB:  09/30/1946
Dear Dr. Ernest:

This is a consultation for Mr. Criswell who was sent for evaluation of fluctuating creatinine levels between stage IIIB chronic kidney disease and stage IV since January 2023.  He does have a very, very complex medical history including myasthenia gravis and pancytopenia.  He was hospitalized in September 2021 for acute renal failure and very high potassium levels and he was seen in the hospital by Dr. Fuente at that time, but creatinine level stabilized around 1.3 after release from the hospital and he did not require follow up at that time, but now levels are up and down and we are seeing him again for this chronic kidney disease.  His biggest complaint is dyspnea on exertion and that has been present for at least four years.  We do have echocardiograms and stress test from 2021, which showed that was the reason that the tests were done because of chronic shortness of breath on exertion.  He does have difficulty walking more than 50 feet without getting out of breath.  He believes his last echocardiogram was done within the last year and we believe it may have been done down at Cleveland Clinic.  He does go to Cleveland Clinic and Covenant in Saginaw for cardiology also.  Today he is here with his wife for the consultation.  Our creatinine levels historically we started January 25, 2023; creatinine is 1.8 with GFR of 39; on 05/14/23, creatinine 1.3 with a GFR of 57; on 12/27/23, creatinine 1.39 with GFR of 52; on April 4, 2024, creatinine 1.32 with GFR of 56; on July 11, 2024, creatinine 1.6 with GFR of 44; on October 22, 2024, creatinine 2.56 with GFR of 25; on 10/25/24, creatinine 1.59 with GFR of 44; and on 11/05/24, creatinine 1.41 with a GFR of 59 and most recently on 01/27/25 creatinine 1.75 with a GFR of 39.  He does have an ileal conduit, initially he had a suprapubic cath and then he had an ileal conduit done after he had bladder removal surgery and also a rectal closure.  He does have a permanent colostomy also and urostomy drains clear yellow urine currently and seems to be adequate amounts according to the patient.  All this was necessary because he had severe prostate cancer and also had a lithotripsy and after that procedure he had a bladder to bowel fistula, which caused severe infection, sepsis and also osteomyelitis of the pelvic bones and that is the chronic problem showing bone destruction and chronic fluid in the pelvic area.  He gets annual CAT scans done to assess changes in that area.  He also does see Dr. Sahay regularly for the myasthenia gravis and the chronic anemia.  He gets IVIG therapy every two weeks and vitamin B12 shots monthly at the infusion center.  Currently he is denying chest pain, but he has the severe dyspnea on exertion, none at rest.
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Does not require oxygen, but he does use inhalers as well as nebulizer treatments and medications for COPD and asthma.  He was recently diagnosed with gastroparesis possibly diabetic related and possibly related all the other abdominal issues he has had and myasthenia gravis.  No recent kidney stones.  He has chronic edema of the lower extremities and tries to limit fluid intake as well as salt intake also and generalized weakness also.  No current difficulty swallowing.  No nausea or vomiting.  No black or bloody stools are noted in the colostomy.
Past Medical History:  Significant for myasthenia gravis, acute kidney injury with some hospitalization in 2021, prostate carcinoma requiring a radical prostatectomy, COPD and asthma, hypertension, hypothyroidism, history of hyperkalemia, type II diabetes and gastroparesis.  He had bilateral very large pulmonary embolisms two years ago as well as bilateral DVTs and the pulmonary embolism required thrombectomies.  He has vitamin B12 deficiency secondary to pernicious anemia, history of kidney stones and the pelvic osteomyelitis history.
Past Surgical History:  He had lumbar laminectomy.  He has had EGDs and colonoscopies, bilateral lens implant, complete prostate removal, colostomy placement and revision, left total knee replacement, right shoulder surgery, permanent urostomy ileal conduit type, rectum removal, lithotripsy that caused the bladder and bowel fistula and the pulmonary thrombectomy.
Social History:  The patient quit smoking 35 years ago.  He occasionally consumes alcohol.  He is married and lives with his wife and he is retired.
Family History:  Positive for diabetes and cerebral aneurysm.
Review of Systems:  As stated above, otherwise negative.

Drug Allergies:  He is allergic to Bactrim.
Medications:  He recently stopped losartan, Lasix and potassium, but meds he is continuing are levothyroxine 25 mcg daily, sodium bicarbonate is 650 mg twice a day, magnesium gluconate 550 mg twice daily, metoprolol is 10 mg daily, Wixela inhaler 250/50 one inhalation twice a day, DuoNeb nebulizer solution every six hours as needed, albuterol inhaler two inhalations every four hours as needed, Flonase nasal spray, Mestinon 120 mg every four hours while awake, Protonix 40 mg daily, the Gammagard IVIG infusions every two weeks for myasthenia gravis, Eliquis is 5 mg twice a day, vitamin B12 2000 mcg every four weeks for pernicious anemia, Zofran 4 mg every six hours as needed for nausea, vitamin D3 2000 units once daily, vitamin C 1200 units two daily, Pepcid is 20 mg twice a day and immediate release metformin is 500 mg twice a day and he does not use oral nonsteroidal antiinflammatory drugs for pain.
Physical Examination:  The patient is pale and slightly yellow in color.  Has the appearance of being chronically ill and mildly anemic.  His height is 71”, weight 227 pounds, pulses 75, oxygen saturation is 98% on room air and blood pressure left arm sitting large adult cuff is 130/60.  Tympanic membranes and canals are clear.  Pharynx is clear with midline uvula.  Neck is supple without lymphadenopathy.  No carotid bruits.  No jugular venous distention.  Lungs are clear with a prolonged expiratory phase throughout.  No rales, wheezes or effusion.  Heart is regular without murmur, rub or gallop.  Abdomen is obese and nontender.  Colostomy in place as well as the urostomy bag in place with clear yellow urine.  Extremities 2 to 3+ edema of the lower extremities and the left is slightly worse than the right.  No ulcerations or lesions.  Pedal pulses are 2+, cool toes with delayed capillary refill three seconds bilaterally.
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Labs and Diagnostic Studies:  Most recent labs 01/27/25, creatinine 1.75, calcium 8.7, sodium 141, potassium 5.0, carbon dioxide is 15, estimated GFR 39 and glucose was 144.  Other labs from 10/25/24, creatinine is 1.59.  I do have July 11, 2024, for a full CBC with a hemoglobin of 10.3, normal white count and normal platelets, and PSA level was less than 0.02 at that time.  We have the exercise stress test done June 4, 2021, that looks like he had a normal ECG response to the IV infusion and no significant changes were noted from the baseline abnormalities.  He had an echocardiogram done 06/07/21 that showed borderline dilation of the left ventricle and ejection fraction of 50-55%, impaired relaxation pattern of left ventricle diastolic filling, moderately dilated left atrium, sclerotic aortic valve and normal right ventricular systolic pressure was noted.  We do believe that there may be more recent echos that we can review.  We have a CT of the abdomen and pelvis done 01/03/22, which shows normal appearing kidneys with the 1.2 cm right upper pole kidney cyst.  At that time he had a suprapubic catheter in place in the bladder before the surgical removal and the loop colostomy was noted at the level transverse colon.
Assessment and Plan:  Stage IIIB to IV fluctuating chronic kidney disease with multiple possible etiologies.  He has had severe COPD and very large pulmonary emboli, myasthenia gravis and also possibly fluid losses through the urostomy and at times the colostomy also and hypertension and diabetes for many years.  We are going to get more recent copies of his echocardiogram from the Cleveland Clinic.  He may need the kidney ultrasound also at this point to rule out any obstructive processes causing declining kidney function and we are repeating all lab studies now including a urinalysis and a protein to creatinine urine ratio.  We are doing iron studies, ProBNP and intact parathyroid hormone and once all studies can be obtained and reviewed, we will have a followup visit with this patient within two weeks.  The patient was also evaluated and examined by Dr. Fuente.  All care was coordinated with and directed and approved by him.
All above issues were discussed with the patient.  Education provided, questions answered to patient's satisfaction.  Patient verbalized understanding.

Sincerely,

MARY STUNER, CNP/JOSE FUENTE, M.D.
JF/vv
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