

November 6, 2025
Dr. Murray
Fax#:  989-463-9360
RE:  Bill Hubbard
DOB:  01/06/1964
Dear Dr. Murray:

This is a followup for Mr. Hubbard with advanced renal failure from IgA vasculitis with nephrotic syndrome and prior dialysis.  Last visit in July.  Has followed with hematology Dr. Akkad.  Working including in person.  Edema improved.  Doing low sodium.  Stable dyspnea but no oxygen.  Uses CPAP machine.  Not using inhalers.  Blood pressure at home 130s-140s/60s and 80s.  Has followed also with pulmonary.  Pulmonary function test and CT scan has been done.  Denies vomiting, dysphagia, diarrhea, bleeding or changes in urination.  No infection, cloudiness or blood.  No open ulcers.  Prior skin vasculitis and ulceration has healed.
Review of Systems:  Done.
Medications:  Medication list is reviewed.  I want to highlight the Demadex, hydralazine, metoprolol and phosphorus binders.
Physical Examination:  Present weight 278 and blood pressure 165/91, repeat blood pressure 140/80.  Left-sided lungs are mostly clear.  Isolated coarse rales on the bases.  No pericardial rub.  Obesity of the abdomen.  No tenderness.  3+ edema below the knees.  Tall and large obese person.  No respiratory distress.  Nonfocal.
Labs:  Most recent chemistries from October, creatinine stabilizing now around 1.8 representing a GFR of 42 stage IIIB.  Normal electrolytes and acid base.  Low albumin from nephrotic syndrome.  Corrected calcium normal.  Liver function is not elevated.  Phosphorus was not done.  A1c at 6.7.  Anemia 9.5 with normal white blood cell and platelets.  Has gross proteinuria previously documented 28 g in 24 hours.  The high resolution CT scan no contrast and lung opacities improved probably from pulmonary edema.  No fibrosis.  Recent pulmonary function test restricted process.  Reviews volumes and diffusion capacity.  No response to bronchodilators.  There is anemia around 9.5.  Last iron studies from July low normal with normal B12 and folic acid.
Bill Hubbard
Page 2
Assessment and Plan:  Biopsy-proven IgA nephropathy with systemic features for vasculitis so this is IgA vasculitis.  There were membranoproliferative abnormalities, IgA deposits, skin biopsy, leukocytoclastic vasculitis with nephrotic syndrome, advanced renal failure.  Off dialysis.  Continue salt and fluid restriction diuretics and compression stockings.  He did not tolerate attempts of immunosuppressants.  Prior short-lived prednisone and CellCept.  Streptococcus pneumoniae sepsis.  Leg ulcerations including osteomyelitis that has already healed.  Anemia improved following with hematology and right-sided cardiac cath with pulmonary hypertension likely secondary to respiratory process.  Initial concerns of mitral valve disease was considered minor not severe at Henry Ford.  The nephrotic syndrome represents the foot process effacement 75%.  We have long a discussion about all these medical issues.  He is very clear in his mind if he has a short period of time he wants to be as healthy as possible enjoying patient family and work.  He is not open to the idea of any aggressive immunosuppressants that might compromise his quality of life even if potentially can live longer.  We could try ACE inhibitors or ARBs for better control of nephrotic syndrome at this moment not interested.  We will change albumin to creatinine ratio to protein creatinine ratio to give some numbers to follow overtime.  Phosphorus will be added as part of the chemistries for potential binders.  All issues discussed at length.  Complex visit.  Come back in six months.
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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