

February 1, 2026
Dr. Abid Khan
Fax#:
Dr. Malini Venkatran
Fax#:
RE:  Douglas Martin
DOB:  02/27/1958
Dear Colleagues:

This is a consultation for Mr. Martin 67-year-old gentleman with complex medical history.  His care was through Henry Ford at Jackson.  He has moved to the Harrison area around 2023.  He has long history of rheumatoid arthritis treated since 2013.  Presently receiving Rituxan.  Has seen nephrologist through the Henry Ford, looks like the last visit around July 2023 at that time they thought related to long-term hypertension changes and complications of other medical problems with exposure to antibiotics active infection.  No renal biopsy has been done.  Before there was normal kidney size without obstruction.  New ultrasound shows small kidney on the right-sided.  He has chronic long-term lower extremity numbness related to neuropathy secondary to vasculitis with nerve biopsy.  He believes symptoms developed since 1999 with formal diagnosis in 2013 with a left-sided sural nerve biopsy at University of Michigan.  He has problems of nocturia and enlargement of the prostate although PSA susceptible.  No infection in the urine, cloudiness or blood.  He denies nausea, vomiting or change of weight or appetite.  Denies diarrhea or bleeding.  Has lightheadedness on standing for probably autonomic neuropathy.  No recent falls.  No recent chest pain, palpitation or increase of dyspnea.  No orthopnea or PND.  Does have chronic Raynaud’s at least for the last three years for what he wears gloves.
Past Medical History:  Long-term hypertension since he was in his 30s, coronary artery disease with right-sided stenting 2013, rheumatoid arthritis 2013, prior exposure to methotrexate for at least five to six years, prior Humira and prednisone, vasculitic neuropathy with nerve biopsy, prior workup negative for antinuclear antibodies, extractable nuclear anti-ANCA and no evidence of monoclonal protein.  Complications of right-sided metatarsal fracture #5 in 2019, hardware was placed complications of that with osteomyelitis infection antibiotics, initially amputation right fifth metatarsal, many other surgeries and eventually right foot amputation below the knee.
Coronary artery disease but apparently no heart attack.  He denies deep vein thrombosis or pulmonary embolism.  There have been apparently also complications with a stroke two to three years ago, ischemic on the left cerebellum at the time of heart attack and stent placement right coronary artery.  He is not aware of congestive heart failure or liver disease.  Denies active gastrointestinal bleeding.
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Procedures:  Many surgeries right foot fracture, amputation eventually below the knee, at least three coronary artery stents, the left-sided sural nerve biopsy, left hip replacement in 2023, repair right meniscus tear and #4 and #5 toe amputation on the left-sided.
Social History:  He uses CPAP machine for the last five years.  Prior smoker half a pack a day, discontinued at least 30 years ago only smoked for five years.  Denies heavy alcohol intake.  There have been also episodes of acute kidney injury at the time of osteomyelitis antibiotics at the time of stroke and heart attack.  He has not required dialysis at all.
Family History:  Denies family history of kidney disease.
Allergies:  Side effects to meperidine nausea, vomiting, ACE inhibitors cough, hydralazine, tachycardia and headaches sulfasalazine.
Medications:  Flomax, hydrocodone, Norvasc, Plaquenil, Flexeril, Lasix, Cymbalta, TriCor, Xarelto, Toprol, losartan, Plavix and Zetia.
Review of Systems:  As indicated above.

Physical Examination:  Weight 231, height 70” tall and blood pressure 158/78 on the right and 160/80 on the left.  Blood pressure drops on standing 140/70.  Alert and oriented x4.  No gross respiratory distress.  Very pleasant.  Bilateral cataracts.  Normal eye movements.  No facial asymmetry.  I do not see sequelae of the prior stroke, which apparently was mostly word finding without any focal deficits.  He has recovered 100%.  There are no gross neck masses.  No thyroid.  No lymph nodes.  No carotid bruits or JVD.  Normal mucosa.  Lungs are clear.  No pleural effusion or consolidation.  Premature beats.  No pericardial rub.  Obesity of the abdomen.  No ascites or masses.  No tenderness.  No liver or spleen.  The right-sided below the knee amputation.  The left-sided decreased pulses.  The #4 and 5 toe amputation.  I do not see gross edema.  There is discolor of the skin from prior pigmentation and prior edema.
Labs:  Chemistries, the last one is in January 2023, creatinine 1.87 representing a GFR 39 stage IIIB with normal potassium, acid base, albumin and calcium.  Minor low sodium, which has been documented at least the last few months.  In our system, creatinine has fluctuated between 1.7 and 2.0 at least for the last six months.  Back in 2023 at Henry Ford creatinine was as high as 2.56 with a GFR of 27 in that opportunity.  They thought he was dry and they decreased his diuretics.  He is anemic at 11.9 with normal white blood cells and platelets.  A 24-hour urine collection shows nephrotic range proteinuria at 6.75.  Negative anti-double stranded DNA.  CPK has been normal.  Normal albumin and liver function test.  Minor increase of sedimentation rate.
Protein to creatinine ratio 3.8.  Normal C-reactive protein.  Normal complement 3 and 4.  PTH elevated at 92.  PSA 1.88.  Cryoglobulin testing in December was negative.  ANCA negative.  There is the presence of lupus anticoagulant; however, beta-2 glycoprotein antibodies are normal.  Antinuclear antibodies negative.  Anticardiolipin negative.  Hepatitis B negative.  QuantiFERON TB negative.  Hepatitis C negative.  Anti-Smith positive, other ones negative.
Kidney ultrasound right-sided 8.8 and left-sided 11.5.  No obstruction, stone or masses.  No evidence for urinary retention.  Both kidneys are echogenic and cortical thinning.  Prior echo 2024.  Normal ejection fraction 52%.  Minor other abnormalities.
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Assessment and Plan:  Chronic kidney disease thought to be secondary to long-standing hypertension.  Has developed nephrotic range proteinuria.  However, no evidence of nephrotic syndrome as there is normal albumin and no edema.  This proteinuria is relatively new within the last two years.  Previously no blood in the urine or trace.  He has also new small kidney on the right-sided.  We are going to do a Doppler to assess for renal artery stenosis.  He has no symptoms of uremia, encephalopathy or pericarditis.  Presently no major potassium or acid base abnormalities.  No need for phosphorus binders.  Anemia has multifactorial.  No need for EPO treatment.  He has postural blood pressure change, which apparently is long-standing probably representing autonomic neuropathy, which is going to limit how aggressive we are going to be able to adjust blood pressure medicines.  He has been treated for neuropathic vasculitis, rheumatoid arthritis and positive lupus anticoagulant with the thinning of the cortical aspects and renal biopsy will be potentially prohibited.  I reviewed with him all other medical issues and comorbidities.  I spent with him one hour person-to-person and another hour reviewing records before and after and preparing this paper.  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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