

August 15, 2025
Dr. Bosede Joshua
Fax#:
RE:  Arik Forster
DOB:  05/21/2001
Dear Dr. Joshua:

This is a consultation for Mr. Forster Arik who is a 24-year-old gentleman.  Comes accompanied with mother.  The last two to three months he developed purpuric ulcerated rash in lower extremities persistent.  He was exposed with doxycycline for question Chlamydia exposure and sexual activity.  He was some joint pains.  He admits some discolor of the urine like tea-color.  Already has seen rheumatology Dr. Venkatran.  Recently started on prednisone 60 mg and few days ago CellCept 500 mg once a day changed to twice a day.  Referred to me because of blood protein in the urine concerns for vasculitis affecting the kidneys.  Very anxious but pleasant.  Comes accompanied with mother.  Has gained some weight, but appetite is poor.  Denies symptoms of reflux and gastritis.  Denies epigastric discomfort.  No nausea or vomiting.  There are stools without any blood or melena.  The urine remains discolor like tea-color, but no burning, no decrease in volume and no urgency.  Developed recently discomfort on the right-sided of the testicle.  Was evaluated in emergency room in Lansing Sparrow.  Ultrasound shows incidental left-sided varicocele and right-sided epididymal cyst.  There were no inflammatory changes around the skin or orchitis or torsion of the testicle.  He was given another course of doxycycline as he is sexually active.  Some lower extremity edema but improved.  Minimal foaminess of the urine.  No incontinence.  No chest pain or palpitations.  No dyspnea.  No cough or sputum production with the exposure of steroids.  Some degree of acne on the forehead and face.
Past Medical History:  Severe anxiety, depression, self-inflicted wounds started around age 13.  He has been on a number of antidepressants Zoloft and others, eventually he discontinued those, also BuSpar.  There has been intermittent hypertension off and on for a number of years, but no medications.  Occasionally he takes ibuprofen.  Otherwise, he smoked but discontinued already a number of years.  He changed into vaping around 2019.
Social History:  Occasionally alcohol.  Prior smoking marijuana.  THC reviewing primary care records consider high risk sexual behavior as he does not protect himself with condoms.
Family History:  No family history of vasculitis or kidney disease.
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Present Medications:  Prednisone, CellCept, doxycycline, Prilosec and isolated dose of Ketorolac, but not in a regular basis.
Physical Examination:  His weight is 131 pounds, through his adolescent years he has been vegetarian and progressively weight loss.  Height 72” tall and blood pressure 148/100 on the right and 148/90 on the left.  He is anxious but no respiratory distress.  He is able to provide history.  Has lesions old ones pustular like on bilateral lower extremity feet.  The initial rash was purpuric palpable.  Mother showed me some pictures on the phone.  There is no respiratory distress.  Normal eye movements.  He has multiple piercing ears, nose and eyebrows in the past.  No carotid bruits, palpable thyroid or lymph nodes.  Lungs are clear.  No arrhythmia.  No abdominal distention.  No masses.  No enlargement of liver, spleen or ascites.  Inspection of the scrotum I do not see inflammatory changes, ulcers or lesions.  Lower extremities minimal edema.  Nonfocal.
Labs:  The most recent ones from the emergency room visit.  White blood cell count elevated probably from the steroids.  Hemoglobin concentrated at 18.  Normal platelet count.  Increase of neutrophils.  Low lymphocytes, which is likely effect of steroids.  Normal kidney function.  Concentrated albumin probably causing the calcium to be mildly elevated at 10.8.  Normal electrolytes and acid base.  Glucose in the 140s, I am not sure if this was fasting probably not and also steroids.  Liver function test not elevated.  Normal lipase.  Normal C-reactive protein.  Urine shows 1+ of protein and 1+ of blood, which is better than prior testing.  GFR better than 60.  I want to mention prior testing there was elevated protein to creatinine ratio in July 2.3, later on 1.1 improving and prior urinalysis 2 to 3+ of blood and 2+ of protein.  He has been testing for RPR syphilis non-reactive.  HIV negative.  Hepatitis A, B and C negative.  Complement levels C3 and C4 normal.  Antinuclear antibody negative.  ANCA negative.  No detectable Chlamydia or gonorrhea.  Cryoglobulins negative.  ENA the only one positive was chromatin all the other ones were negative.  Repeat complement C3 and C4 normal.  Rheumatoid factor negative.  Total complement normal.  Urine culture negative.  Testing for the enzyme TPMT was normal activity.  Lupus anticoagulant negative.  Anticardiolipin negative.  CPK normal.  Anti-DNA looks like negative.  Beta-2 glycoprotein negative.  Testing for tuberculosis QuantiFERON negative.  No monoclonal protein on blood.  IgA levels elevated with normal IgG and IgM.  Random urine sample, no Bence-Jones protein.  Ferritin low normal.  Ace level elevated.  Inflammatory markers have been negative.  Anti-GBN negative.  Testing for Lyme disease negative.  The skin biopsy neutrophil vasculitis and negative for infectious causes.  It is my understanding that immune testing was also negative direct immunofluorescence.
There is a recent CT scan of the chest high resolution no contrast, which is negative.  No lymph node enlargement and isolated few nodules.  No pleural effusion.  Normal bones.  I also reviewed the report of the ultrasound scrotum from the emergency room.  I have reviewed all the notes from primary care and rheumatology as well as infectious diseases and I have talked multiple times with rheumatology Dr. Venkatran.
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Assessment and Plan:
1. Arik has developed palpable purpura changing into small vesicle pustules accompanied by some joint pain, abdominal pain and the presence of gross hematuria, proteinuria and preserved kidney function.  Extensive serology has been negative.  This is behaving as IgA vasculitis Henoch-Schönlein despite the absence of direct immunofluorescent immunoglobulin deposits on the skin biopsy.  Already started by rheumatology with prednisone although presently a low dose of CellCept.  The dose has been progressively increased.  There is evidence of no new skin rash, systemic symptoms abdominal pain and joint pain is improving.  The degree of hematuria and proteinuria also improving although remains with gross hematuria.  Preserved kidney function at this moment no indication for a renal biopsy as he will not change present management.  The dose of CellCept needs to reach therapeutic levels.  Monitoring chemistries and urine in a regular basis.
2. Severe hypertension exacerbated by present condition as well as exposure to steroids this needs to be checked at home.  He already is trying to minimize energy drinks or coffee.  I will consider starting blood pressure medications given the proteinuria.  I probably choose ACE inhibitors or ARBs like losartan.
3. High-risk medication exposure for the steroids.  He thinks that it is exacerbating his long-term anxiety and depression with prior suicidal ideation.  Presently does not feel suicidal or wanted to hurt anybody.  He understands that steroids provide immediate immunologically control until at least side effect profile like CellCept has the time to work.  He will discuss this with rheumatology and he will be very open with himself, family members and doctors if he is noticing his psychiatric condition evolving.  Primary care is adding Lexapro.  In the past he has taken Zoloft, BuSpar and others.  He needs to start being more physically active as that will help with the typical weight gain associated to steroids as well as protecting from muscle weakness that might provide some help to release tension of his anxiety and depression as well as control blood pressure.  He understands the side effects of gastritis, gastrointestinal bleeding, anxiety, depression, problems with insomnia, distribution of fat around the abdomen, face and neck, risk of infection like pneumocystis pneumonia.  He needs to start prophylaxis Bactrim few days a week.  He is not allergic to that.  He could increase Prilosec from 20 mg to 40 mg if symptoms of gastritis get worse.  He has been exposed to doxycycline until just few days ago, which is also another medication that can cause gastritis.  He wants to have testing a little bit more often that is going to give him some peace of mind.  I have a long discussion with him and mother.  A number of discussions with rheumatology as well as after this visit I talked to him a number of times.  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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