

July 12, 2025
Dr. Murray

Fax#:  989-463-9360
RE:  William Hubbard
DOB:  01/06/1964
Dear Dr. Murray:

This is a followup for Mr. Hubbard with IgA vasculitis and renal failure nephrotic syndrome.  Last visit in May.  All feet wounds have healed.  Doing physical therapy.  Edema improved.  Wearing compression stockings as well as the Velcro type.  Presently no antibiotics.  He is feeling much better.  Being able to go few days a week in person to work.  Appetite is good.  No vomiting or dysphagia.  No diarrhea or bleeding.  He is measuring off and on urine output around 2000, minimal foaminess.  Present weight up to 256.  He uses CPAP machine at night.  No chest pain, palpitation or syncope.  Some dyspnea on activity, not at rest.  No orthopnea or PND.  In terms of anemia has received blood transfusion and high dose of Aranesp.  Supposed to see pulmonologist in the near future.  Has pleural effusion and prior documented pulmonary hypertension.
Present Medications:  Demadex 30 mg, on hydralazine and metoprolol.  No ACE inhibitors or ARBs.  On short and long-acting insulin, on phosphorus binders.
Physical Examination:  Present weight 256 and blood pressure by nurse 153/85.  Breath sound decreased on the left from pleural effusion, for the most part clear on the right-sided.  Alert and oriented x3.  No pericardial rub.  Obesity of the abdomen.  Stable edema or improved.  Compression stockings.
Labs: Chemistries in July, creatinine stabilizing around 2.04 representing a GFR 36 stage IIIB.  Normal sodium, potassium and acid base.  Low albumin of 3.  Corrected calcium normal.  Liver present is not elevated.  Glucose lower 100s.  Anemia 9.2 with a normal white blood cell and platelet.  MCV at 91.  Ferritin 181.  Saturation normal.  B12 and folic acid normal.  Last 24-hour urine collection was in May it was 27.9 g.
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Assessment and Plan:  William has biopsy-proven IgA nephropathy.  There were membranoproliferative abnormalities with IgA deposits, given the prior leukocytoplastic vasculitis on skin biopsy palpable purpura this will be IgA vasculitis with nephrotic syndrome and progressive renal failure.  Edema well controlled or improved on diuretics and compression stockings.  Attempts of immunosuppressants prednisone and CellCept he developed streptococcus pneumoniae sepsis.  There has been leg ulcers as well as foot osteomyelitis all of them healed.  Presently off antibiotics.  There has been refractory anemia requiring high dose of Aranesp.  He has dyspnea in relation to pleural effusion.  There has been no documented deep vein thrombosis or pulmonary embolism testing in the past was negative.  Right-sided cardiac Cath did show moderate pulmonary hypertension at Henry Ford.  There was known nonobstructive or minimal coronary artery disease.  No procedures were done.  Mitral valve was considered mild, not severe.  We discussed about potential retried medications like ACE inhibitors or ARBs as a way to control proteinuria.  We discussed about immunosuppressants favoring treatment for nephrotic syndrome on the biopsy and there was 75% effacement.  We can tailor immunosuppressant for that purpose.  He is very concerned about side effects.  He has been fighting this close to 10 months and right now he is feeling the best going back toward, at this moment is not amenable to invasive procedures.  Noticed that on the renal biopsy there were focal areas of crescent abnormalities.  No indication for dialysis.  Continue to follow.
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
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