

March 7, 2022
Mr. Brian Thwaites
Fax#:  989-291-5348
RE:  Charles Stull
DOB:  09/25/1952
Dear Mr. Thwaites:

This is a teleconference for Mr. Stull who has biopsy-proven membranous nephropathy with positive serology for PLA2R, prior treatment cyclophosphamide, prednisone with immediate recurrence.  We started on Rituxan dose given late September, early October.  He has mass right breast removed, pathology is pending, incision is well healed.  He has gained weight, presently 205.  Good appetite.  Denies vomiting or dysphagia.  Denies diarrhea, blood or melena.  Urine without cloudiness or blood.  Edema much improved on diuretics.  He is trying to do salt restriction.  Denies chest pain, palpitation, or dyspnea.  No orthopnea or PND.  Isolated nose bleeding which is not severe.  Review of systems otherwise is negative.

Medications:  I want to highlight we are doing thromboembolism prophylaxis with Eliquis a low dose only 2.5 mg once a day because of the nose bleeding, he is on pneumonia prophylaxis with Bactrim to protect from stomach ulcers on Prilosec, on cholesterol treatment, for blood pressure on Demadex, losartan and Norvasc.

Physical Examination:  Alert and oriented x3.  No respiratory distress.  Normal speech.  Blood pressure 117/60.

Labs:  The most recent chemistries few days ago March, creatinine 2.5, he has widely fluctuated as high as 5, most of the time under 3, present GFR 27 stage IV.  Sodium, potassium and metabolic acidosis acceptable.  Low albumin of 3.3.  Corrected calcium normal.  Phosphorus mildly elevated 4.5.  Low normal white blood cell and normal platelets.  Anemia 9.9.  Lymphocytes decreased 920.
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Assessment and Plan:
1. Membranous nephropathy biopsy-proven, positive antibodies PLA2R, he is close to six months ago from Rituxan, 24-hour collection of protein has improved from 22 g down to 6 g significant improvement, but still not consider partial and of course not complete response, partial response needs to be below 3.5 g, which is the cadre for nephrotic syndrome proteinuria.  We will see what the new collection shows by the end of April.  We will discuss if he will benefit from any further immunosuppressants.  He already has persistently low lymphophenia and there is risk for infection among others.
2. Hypertension appears to be well controlled.
3. Thromboembolism prophylaxis.
4. Opportunistic pneumonia prophylaxis.
5. Gastrointestinal ulcer bleeding prophylaxis.
6. Prior viral keratitis, eyesight back to normal.
7. Mass on the breast, awaiting pathology.
8. Vitamin D deficiency likely related to nephrotic syndrome, the vitamin D binder protein is loss in this condition.
9. Hyperlipidemia on treatment.
10. L4-L5 radiculopathy with foot drop and numbness stable overtime, he is not interested in procedures.
11. Advanced renal failure CKD stage IV.  No symptoms of uremia.  No indication for dialysis.
12. Anemia, minor nose bleeding but no other factor.  We might do EPO treatment as long as iron studies are appropriate.
13. Elevated phosphorus.  Continue diet, for the present time no binders are indicated.
14. Come back with results of blood and 24-hour urine the first week of May.
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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