

January 16, 2022
Dr. Tharumarajah
Fax#:  

RE:  Melanie Kelley
DOB:  12/29/1974
Dear Dr. Tharumarajah:
This is a teleconference for Mrs. Kelley for evaluation of hypertension, history of congenital adrenal hyperplasia, hyperaldosteronism, question prior problems of low potassium, recent back pain, and question blood in the urine.  She is going to be a new patient for you in the near future.  She has a very extensive, complex and difficult to consolidate the problems for a long period of time, things got worse after she believes she has coronavirus infection.  She was not vaccinated.  This was around April.  At the same time, when aldosterone that she was taking for longtime was discontinued.  According to records testing for coronavirus was negative and nobody has the presence of antibody against this viral infection.  She was off aldosterone until around August when a multitude of symptoms progressively got worse.  First, University of Michigan, then Cleveland Clinic, they were progressively adjusting aldosterone.  She was diagnosed with congenital adrenal hyperplasia when she was at high school, eventually evaluated in 1991 with the report stating she presented with onset of menses age 10-11, irregular menses for a number of years, at the age of 15 developed hirsutism, eventually short stature, add spironolactone for problems of hirsutism.  There is no mention if blood pressure was running high, but according to the patient that was an issue.  There are also no documented records that potassium was running low in that period of time, but that is what she has been told.  She has extensive testing on the CT scan abdomen that shows no enlargement of adrenal glands to suggest adenoma.  During the time of question coronavirus infection, there was documented pulmonary emboli on a CT scan angiogram, initial blood thinner medication apparently caused anaphylactic reaction and alternative medication has induced. She was initially on Eliquis and then Pradaxa, was never on Coumadin, completed three months and then discontinued.  She developed sensitivity to sodium for what she is having very difficulty to find type of food that would not cause swelling.  I want to mention, however, that when she was explaining about swelling a number of consultants did not show objective evidence of that.  There was chest pain with a diagnosis of question pericarditis idiopathic and there has been also a concern for brain swelling, idiopathic intracranial hypertension.  No LP was done.  Negative MRI and MRAs.
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She has complaint of headaches behind her eyes and there is a diagnosis of optic neuritis, TIA like symptoms without permanent sequela, no stroke, pain on her eyes, worsening of the head and eye pains when she is lying down.  She has not tolerated regular medications and she is compounding those through Cleveland Clinic to prevent vehicle exposure. She was having terrible back pain and there has been diagnosis of left-sided nutcracker syndrome of the left renal vein crossing the aorta and surrounding structures and being compressed, but is considered minor, no indication for surgical repair.  There has been significant weight loss, she mentioned around 85 pounds and most of this is because she cannot find the right type of food without causing this feeling of swelling.  There is no reported vomiting or dysphagia.  She does have chronic constipation before all these events over the last 2021.  There have been some points of bleeding from being impacted.  There are also small hemorrhoids. Present urine output is intact.  No kidney stones.  There has been prior gross hematuria, has been evaluated by Cleveland Clinic as well as nephrology at Cleveland Clinic.  She denies the use of anti-inflammatory agents, on a higher dose of Aldactone, she believes the swelling of lower extremities is improved.  She complains of chest pain at rest, but also on activities and exacerbated by lying down, accompanied by also some dyspnea, but not cough or sputum production.  She has not required any oxygen with minor upper respiratory symptoms, no bleeding, question a rash at the time of coronavirus that eventually did go away.  Denies mucosal ulcers.  She has irregular periods.  No pruritus.
Past Medical History:  Before the constellation of symptoms in April 2021.  There has been reported documented gastroparesis, thyroid disease requiring ablation treatment and thyroid replacement, problems of asthma, anemia, short stature, headaches, immunodeficiency disorder, and irregular menstrual periods.
Past Surgery History:  Surgeries for gallbladder, C-section for a daughter, incisional hernia with a mesh repair, and right ovary cyst removed.
Allergies:  There is an allergy list that includes BACTRIM, CLINDAMYCIN, FENTANYL, LATEX, CODEINE, PENICILLIN, CIPRO, MAGNESIUM; all the vehicles as part of medications, intolerance to LACTOSE, intolerant to ELIQUIS.
Present Medications:  Medications included Aldactone presently 150 mg divided doses, Proventil inhaler, Pulmicort inhaler, colchicine, thyroid replacement.  She is taking also naltrexone and for her brain swelling on Diamox.
Social History:  No smoking or alcohol present or past.

Family History:  There is no family history of kidney disease although she does have a number of family members that apparently have the same problem of congenital adrenal hyperplasia.
I am going to review records from University of Michigan and Cleveland Clinic:  There is a recent encounter in August 2021, Endocrinology, University of Michigan as indicated above.  When they saw her, blood pressure was 105/65.  BMI was decreased at 18 kg/m².  They reported normal kidney function, normal sodium and potassium, normal bicarbonate, mild anemia of 12.8, thyroid appears to be well replaced.
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They did a CT scan of the abdomen that shows no adrenal adenoma.  Incidentally, there was a small pericardial effusion.  This was with IV contrast.  They question if the diagnosis of congenital adrenal hyperplasia will be valid as well as the diagnosis of hyperaldosteronism.

I reviewed the Endocrinology Report from Cleveland Clinic:  This is from September 2, 2021. Blood pressure 119/89. Concerns about the multiple allergic reactions including question anaphylaxis. They mentioned the pulmonary emboli.  At that time, in the emergency department, blood pressure was 100/80s, reported loss of taste and smell, tingling feeling, presyncopal and slurred speech.  In that opportunity, TSH was high at 10.2, although free T4 was still normal, high levels of 11-deoxycortisol, reference less than 32, she was 96.  Other testing, elevation for aldosterone 176 for a reference of less than 35, direct renin was also elevated 151 for a reference in the upright position no more than 81. On a followup endocrinology visit for October, continued high dose of aldosterone, monitored for potential true edema and potential having a water pill if required for the degree of edema.
Evaluation by Allergy on September 7, 2021, in Cleveland Clinic: They did a long skin allergy list that was completely negative.  However, during that procedure, she developed a feeling of throat swelling, tingling sensation; however, there was no respiratory distress.  Blood pressure was stable in the 110/75, oxygenation was stable at 100%.  This was attributed to the soapy washcloth used to remove the skin testing.  She received Pepcid as the other medication suggested she is allergic to, they could not use Allegra, Zyrtec, or Claritin.  No respiratory distress.  They added tryptase on blood test during the event as well as early during that day and it is my understanding that was considered normal.  This test is used as a way to assess for also allergic anaphylactic reaction.
Another evaluation was done through the Cerebrovascular Center on September 1, 2021:  She has been treated in the past for stomach and bowel motility disorder for what she received tegaserod, brand name called Zelnorm.  They mentioned the pulmonary emboli on the CT scan angiogram, the side effects to Eliquis, eventually taking Pradaxa for three months and discontinued. They reviewed prior MRIs from 2014, no spinal cord stenosis and MRI of the brain also from 2014, incidental finding of a small right-sided frontal lobe cavernoma, which is considered a venous developmental anomaly.  At that time, during this encounter, blood pressure was normal 114/76, incidental bilateral perineural cysts T12, L1 and all the way to L3 and L4.  On the MRI of the brain in May 2021, for the most part no abnormalities.  They show an old hemorrhage on the right frontal area anterior and superior to the suprasylvian to cortical area, not connected to any other vascular procedures, is considered normal cerebral MRA.  They mentioned the CT scan pulmonary emboli from April on the right side.  For none of these abnormalities, they founded the need to do any further invasive procedures. An electroencephalogram did show left-sided hemispheric cortical dysfunction over the left temporal region without evidence of seizure activity.
Pulmonary Medicine from October 2021, Cleveland Clinic: They summarized the multitude of complaints, the anaphylactic reaction to a number of foods and medications, the constant headache, the difficulty breathing, the chest pain, palpitations, the fatigue, the near syncope, memory changes, sleeping abnormalities, vision abnormalities, the back pain, the edema, the constipation. They mentioned on echocardiogram, normal ejection fraction of 68%.  There was a small pericardial effusion.  No evidence of tamponade.
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An EKG with a normal sinus rhythm with poor R-wave progression on the anterior leads.  Pulmonary function test shows normal spirometry, evidence of hyperinflation, normal diffusing capacity, evidence of air trapping and this goes with the history of asthma.

A six-minute walking test was considered normal.  A chest x-ray, no acute abnormalities.  At that time, they mentioned normal glucose, normal sodium, hemoglobin at 11.5.  They tested for anticardiolipin antibodies and that was considered negative.  No further plans.  They asked the patient to follow all the other consultants.
Cardiology evaluation on December 1, 2021, Cleveland Clinic:  They summarized the issues since April.  They mentioned the Diamox that was added for question idiopathic intracranial hypertension.  The patient did not want an LP. A renal arterial Doppler did not show renal artery stenosis.  Eventually, a CT scan venogram shows left-sided mild nutcracker syndrome, does not require intervention.  They mentioned the colchicine for the minor pericarditis as the patient cannot take anti-inflammatory agents and the high dose of Aldactone as well as adding the Diamox for this above and brain edema. For her multitude of gastrointestinal symptoms, gastroenterology is prescribing the naltrexone. An event monitor for four days did not show arrhythmia.  It was in sinus rhythm.  No evidence of structural abnormalities of the heart. Inflammatory markers were negative. Troponins were negative.  They do not believe those symptoms were related to any cardiac issues and recommend to follow with primary care.
Vascular Surgical Department from December, Cleveland Clinic: The mild left-sided renal vein compression, the chronic hematuria, the recurrent urinary tract infection. Testing for lower extremities venous incompetence was negative.  The chronic back pain worse on the right comparing to the left.  Right kidney 10.9 and left kidney 10.4.  CT scan angiogram, compression of the left renal vein.  However, the gonadal vein is not dilated.  Doppler of lower extremities, deep veins and superficial veins being negative.  They did not recommend invasive procedures.
Labs:  The most recent chemistries available are from November.  At that time, normal white blood cells, hemoglobin 14.3, normal platelet count, normal differential, normal creatinine at 0.9, sodium at 136, which is close to low normal, normal potassium acid base, albumin, liver function tests not elevated, glucose normal.  Urinalysis from November, trace bacteria, 5 to 10 white blood cells, 1 to 3 red blood cells.  Dipstick for blood was 2+, protein was negative.
Assessment and Plan: I would try to centralize what is pertinent to kidney function on electrolytes.

1. There has been a long-term diagnosis of congenital adrenal hyperplasia.

2. By history, long-term hypertension and question low potassium.  The patient started on spironolactone, which according to records primarily they were using it for hirsutism.

3. Normal kidney function.

4. Normal sodium, potassium and acid base.

5. Normal hemoglobin.

6. Incidental low level of hematuria with workup through Cleveland Clinic showing the left-sided renal vein compression, also called as nutcracker syndrome, not considered severe enough to do any further intervention.  This low level of hematuria will be followed over time.  Kidney size is normal.  There is no gross obstruction in terns of stents or urinary retention and prior CAT scans also have not shown any kidney abnormalities.
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I do not believe there is true active glomerulonephritis or vasculitis given the normal blood pressure and normal kidney function over this period of time when there were multiple active other issues. I do not believe renal biopsy is indicated yet.  She has a multitude of issues. I do not want to add one more diagnosis, but in the differential diagnosis we will consider the chronic loin pain syndrome, which is abnormality of the basement membrane structure.  The only way to diagnose is doing a biopsy, which at this moment I do not believe is needed.

Comments:  She has a multitude of medical issues that will need internal medicine or family practice to try to centralize information.  I believe she is still planning to follow through Cleveland Clinic the most that she can with the help of telemedicine given the distance.  Pending issues, the diagnosis of mild pericarditis, the idiopathic intracranial hypertension, the question optic neuritis as well as a number of gastrointestinal symptoms that were exacerbated since this diagnosis of coronavirus, but they were already present; some of them like constipation and gastroparesis many years back.  This was a very complex visit requiring many hours of reviewing outside records and putting things together.  We will try to follow her in a week.  She canceled that appointment.  There was an interference with other appointments.  We will keep educating the patient from the renal standpoint.  I will not change any medications.  She will continue on the high dose of the Aldactone and follow with the other consultants.
All above issues were discussed with the patient. Education provided, questions answered to patient's satisfaction. Patient verbalized understanding.

JOSE FUENTE, M.D.
JF/gg
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