

October 6, 2025
Dr. Laynes
Fax #: 989-779-7100
RE:  Kelly Smith
DOB:  06/09/1977
Dear Dr. Laynes:
This is a followup for Kelly she has history of lupus nephritis membranous type.  I have not seen her in a year.  She has been treated for active lupus.  There have been problems of congestive heart failure in relation to mitral valve disease prior replacement.  There are discussions about potentially redoing surgery.  She has been diagnosed with large vessel vasculitis probably including coronary arteries with recent stenting.  She is following a salt restricted diet.  Has not required oxygen at home.  Denies vomiting.  Denies diarrhea or bleeding.  Denies infection in the urine or blood.  There is evidence of Cushingoid appearance from the steroids.  Stable edema.  Nonfocal.  Very pleasant.
Medications:  Medication list is reviewed.  I want to highlight Lasix, which presently is daily at 40 mg, potassium replacement, Aldactone, Jardiance and Coumadin, has been on high dose of prednisone presently down to 20 mg, on Plaquenil, CellCept and biological treatment Actemra and prophylaxis for pneumocystis with atovaquone.  On beta-blockers and cholesterol management.
Physical Examination:  Blood pressure runs in the low side 90s/60s.  Very pleasant.  Alert and oriented x3.  Cushingoid.  No respiratory distress.  Normal speech.  Lungs are clear.  Increased S1 and S2.  No ascites.  Presently no edema and nonfocal.
Labs:  The most recent chemistries few days ago October, creatinine worse from recently normal 0.9 and presently 1.13 likely from diuretics and the heart condition with a normal potassium and acid base.  Normal albumin but low protein.  Presently normal liver function and calcium.  Pro BNP in the 4000.  Anticoagulated INR of 1.9.  There has been no protein in the urine and no blood with recent protein to creatinine ratio mildly elevated at 0.4 non-nephrotic range.  Double-stranded DNA has been negative.  Complement 4 in the low normal.  Recent diagnosis of hemolysis with low haptoglobin, elevated LDH and elevated absolute reticulocyte.
The most recent transesophageal echo is from September.  There is bioprosthetic mitral valve replacement with severe mitral stenosis, normal systolic function and the right ventricle is dilated but normal systolic function.  There is a mechanical aortic valve.
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Assessment and Plan:  Acute subacute renal failure likely related to her condition and effect of medication diuretics.  I am going to repeat chemistries within a week.  She is followed actively through University of Michigan cardiology, cardiothoracic as well as invasive cardiology for the next step.  There are discussions between potentially redo open heart surgery versus less invasive procedures.  She has been symptomatic.  I did not change any of the medications.  She has been treated for large vessel vasculitis including coronary artery anatomy related to apparently lupus, prior cardiac cath, Cushingoid appearance from steroids and biological treatment, also diagnosis of hemolytic anemia improving on treatment, immunosuppressed prophylaxis for pneumocystis, anticoagulated Coumadin for the aortic mechanical valves.  We will see what the new chemistry shows in a week.  Stable, no major changes needs to be done.  If progressive, the cardiac intervention will be more present.
All above issues were discussed with the patient. Education provided, questions answered to patient's satisfaction. Patient verbalized understanding.
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