

February 8, 2022
Dr. Gaffney
Fax#:  989-607-6875
RE:  Maureen Broeman
DOB:  04/01/1946
Dear Dr. Gaffney:

This is a telemedicine consultation for Mrs. Broeman who was sent for evaluation of elevated creatinine, which was noticed in August 2021.  The patient has a complex medical history with being diagnosed with autoimmune encephalomyelitis seven years ago.  She requires weekly Solu-Medrol infusions to control the rare neurological disorder and her neurologist is down at the Michigan State Medical Center who sees her regularly for this problem.  Recently, she was hospitalized for severe diarrhea from January 20th through 26th at Sparrow Hospital and that was found to be Clostridium difficile.  She also had right leg that was red and she had a CAT scan of the right lower extremity looking for sources of the redness and edema and it was found to have subcutaneous edema and swelling in the mid to distal lower leg.  No evidence of gas. No bony findings.  No evidence of embolism.  The patient was treated with IV vancomycin and then, she was discharged home on Xifaxan twice a day for 20 days that medication had to be ordered and she just picked it up few days ago and got started.  However, her diarrhea continues to be very severe, it is watery, profuse, she goes almost constantly, it is yellow in color she reports.  So, she plans on coming back to the emergency room today for further evaluation.  She denies current chest pain or palpitations.  No dyspnea, cough or sputum production.  Urine is clear without cloudiness or blood, but she does suffer from chronic urinary frequency and she has urinary urgency also.  She did have a history of acute kidney failure that did not require dialysis and she believes that was secondary to severe kidney infection in 2014, that did resolve and kidney function did improve at that time.  Right leg is improved, still slightly swollen, but the redness is improved.  No excessive pain in her feet, actually she does have some numbness and tingling though and she previously was using gabapentin 100 mg daily, but that has been on hold since she was discharged from the hospital.  She does have a patient advocate Laura who is present for this consultation also and who helps with history and fax that were provided regarding the patient’s medical history.
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Past Medical History:  Significant for hypertension, type II diabetes; she did try metformin, but had severe intolerance of that with vomiting and diarrhea, so now diabetes is diet-controlled, she has a heart murmur, chronic back pain, autoimmune encephalomyelitis for the last seven years, gastroesophageal reflux disease, anxiety with depression, usual constipation, although now she has diarrhea secondary to the Clostridium difficile, she has discoid lupus, rosacea, nausea without vomiting, urinary frequency and the history of acute kidney failure in 2014. She is currently losing weight secondary to the diarrhea and she does have bilateral mild ankle edema and some edema of her hands.
Past Surgical History:  She has had an appendectomy, cesarean section, cystoscopy, tonsillectomy and adenoidectomy.  She had Mediport insertion for her steroid use, history of right ankle fracture in summer of 2021.
Drug Allergies:  She has no known drug allergies.

Medications:  She is on vitamin D3 50,000 units once weekly, Prilosec 20 mg twice a day, lisinopril; it was 10 mg daily and while hospitalized they increased it to 20 mg daily due to elevated blood pressure, Remeron 15 mg at bedtime, Lexapro 20 mg daily, Zofran 4 mg every eight hours for nausea, Xanax 0.25 mg daily as needed for anxiety, Norco 10/325 one every six hours as needed for pain, hydroxyzine is 50 mg one at bedtime, Solu-Medrol infusions weekly and Xifaxan 550 mg twice a day for 20 days, just started recently.  No nonsteroidal anti-inflammatory agents are used for pain.
Social History:  She is a widow. She lives alone with a small Yorkie, her dog.  She is retired. She has never smoked cigarettes.  She rarely uses alcoholic beverages and occasionally uses edible marijuana for her nausea.

Family History:  Significant for cancer.

Review of Systems: As stated above, otherwise negative.

Physical Examination:  Her height is 65 inches, weight is 137 pounds and she does not have working blood pressure cuff; the one that she had does not work and may need new batteries.

Laboratory Data:  Most recent lab studies were done January 23, 2022, during hospitalization. Her creatinine level was 1.23 at that time actually, which is improved.  On 10/26/2021, creatinine 1.24; on August 19, 2021, creatinine was 1.54, so she is slightly improved, but we need to have recent labs which hopefully they will get done today in the emergency room.  Her sodium was 141, potassium was 4.0; this was on January 23, 2022, carbon dioxide 28, calcium 8.8. Her hemoglobin is 10.9, white count is normal, platelets were low at 125,000. Magnesium is normal at 1.8, phosphorus 3.2. Urinalysis was done on 10/26/2021, negative for blood, a trace of protein and a trace of ketones were noted.  She did have a culture which had 4000 CFU/mL of diphtheroid species noted on culture. Her adrenocorticotropic hormone was checked on August 19, 2021, and that is less than 5, cortisol level 2.5, both of which would be expected with chronic Solu-Medrol infusions.
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I have a CAT scan of the abdomen and chest with contrast that was done May 19, 2021, this showed lateral right renal probable cyst and several hypodensities maybe too small to characterize, but most likely small cysts and she has bilateral cortical thinning and more extensive on the left and the left kidney is mildly atrophic as compared to the right.

Assessment and Plan:  Stage IIIB chronic kidney disease and small left kidney per a CT scan of 2020.  Now, severe diarrhea, probably Clostridium difficile infection that has not resolved as is expected.  The patient will be going back to the emergency room in Naomi today for further evaluation, hopefully for hydration and some lab studies.  We are going to have a followup visit to develop further plans and management for this patient within the next two weeks as long as she is not hospitalized at that time.  Otherwise, we will schedule it within two weeks of discharge.  The patient was also evaluated by Dr. Fuente.  All care was coordinated with and directed and approved by him.
All above issues were discussed with the patient. Education provided, questions answered to patient's satisfaction. The patient verbalized understanding.

Sincerely,

MARY STUNER, CNP/JOSE FUENTE, M.D.
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