

July 6, 2022
Dr. Moon
Fax #: 989-463-1713
RE:  Leo Oberst
DOB:  07/13/1926
Dear Dr. Moon:
A followup for Mr. Oberst who has advanced renal failure with biopsy proven glomerular obsolescence, arteriolosclerosis and fibrosis.  Last visit was in March.  He has multiple medical issues that I will try to describe.  There has been 30 pounds of weight loss, poor appetite, frequent nausea, but no vomiting.  There is constipation.  No recurrence of gastrointestinal bleeding, presently no blood or melena.  He has chronic dyspnea, cough, but no major sputum production.  No purulent material or hemoptysis.  No oxygen at home.  No orthopnea or PND.  Minor edema.  Multiple bruises of skin, but no bleeding nose or gums.  He is still driving himself.  He lives at home with wife.  He does most of his activity of daily living.  He helps with shopping, cooking and cleaning.
Medications: List reviewed.  Low dose of Lasix, Norvasc, pain control tramadol, muscle relaxant, some vitamins, but no antiinflammatory agents.
He was evaluated in the emergency room early June for some speech problems.  A CT scan of the head reported as bifrontal subdural hematomas which are chronic, some degree of cerebral atrophy.  No infarct.  An MRI done did not identify an infarct. A subsequent CT scan of the head did not notice any changes.  They did not mention any further subdural hematoma.  The CT scan of the chest, abdomen and pelvis without contrast, no pulmonary abnormalities, did have compression fracture, T7-T8 and prior L1-L3.  He has atherosclerosis changes of aorta.  No enlargement of lymph nodes.  Gallbladder was distended.  Large right-sided renal cyst, the presence of kidney stones, prior obstruction left-sided requiring stent and eventually removed in December 2021, Dr. Liu.
Physical Examination: Blood pressure 126/70.  Weight 116 pounds.  Blood pressure at home in the 110s-120s.  He looks chronically ill.  Minor tachypnea.  No severe respiratory distress.  Muscle wasting.  Multiple bruises of upper extremities.  Normal eye movement.  Normal speech.  No localized rales or wheezes.  No pericardial rub.  A systolic murmur.  Known to have mitral valve regurgitation.  No abdominal distention.  No gross enlargement of lymph nodes.  No gross peripheral edema.  Decreased hearing.  Normal speech.  No focal deficits.
Leo Oberst
Page 2

Labs: The most recent chemistries from 06/13/2022.  Persistent elevation of white blood cell count, progressively high 23.9, predominance of neutrophils.  Anemia 10.3.  MCV large at 98.  Low platelets at 57.  Creatinine progressively rising; most recent 3.2 for a GFR of 19.  Normal sodium, high potassium at 5.  Metabolic acidosis 18 with high chloride 112.  Normal albumin and calcium.  Liver function tests not elevated.  Normal glucose.  True GFR could be lower than reported as he has muscle wasting.  In that opportunity, troponins were normal.  Folic acid normal.  Ferritin 95 with a saturation of 21%.  B12 more than 1000.  He has 100 of protein in the urine.  1+ of blood.  TSH mildly elevated 6.9.  However, free T4 is normal.  Magnesium has been normal.  Last phosphorus not elevated 4.4.  Last echo in October last year, normal ejection fraction 55%.  Severe mitral regurgitation, enlargement of atria and mild pulmonary hypertension.  I reviewed all records in the computer from admissions to the hospital; the evaluation by Dr. Sahay, hematology, the removal of left-sided ureteral stent, the recent neurological consultation when he presented with dysarthria.
Assessment and Plan:
1. CKD stage IV which appears to be progressive, question early symptoms of uremia, biopsy proven severe arteriolosclerosis, ischemic glomerular obsolescence, tubular atrophy, interstitial fibrosis and secondary FSGS.

2. Severe mitral regurgitation, not considered a candidate for intervention.

3. Hypertensive cardiomyopathy with preserved ejection fraction.

4. History of atrial fibrillation.  No anticoagulation because of recurrent gastrointestinal bleeding and low platelet count.
5. Recurrent gastrointestinal bleeding with multiple blood transfusions and iron infusion, clinically stable.  Iron levels acceptable on the low side.
6. Compression fracture, acute on chronic, new T7-T8, chronic L1-L3. Prior monoclonal protein has been not elevated.

7. Abnormalities of low platelets, high white blood cells, neutrophils and anemia.  I discussed with Dr. Sahay today.  She is suspicious for myeloproliferative disorder. Many years back, a prior hematology bone marrow in that opportunity apparently not conclusive.  According to notes of Dr. Sahay, he has not tolerated full doses of hydroxyurea.  She has followed very closely and prior advice for bone marrow biopsy, the patient has declined.  However, today, he states that he would like to do whatever treatment needs to be done.  Dr. Sahay is going to see the patient soon.  She suggested probably hydroxyurea every three days and monitor closely cell count abnormalities.

8. Kidney stones with obstructive uropathy left-sided, prior stent and removal.  The stone analysis was 80% uric acid and 20% calcium oxalate.

9. Prior reported right-sided renal artery aneurysm which has not been documented on the recent CAT scan.

10. Progressive weight loss.

11. Declined physical functionality.
All issues discussed with the patient at length.  When he left and after I talked with Dr. Sahay, I called him again.  Overall condition is guarded given his age and multiple medical issues.  We will try to see him within four to six weeks.  We will follow with you.
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All above issues were discussed with the patient. Education provided, questions answered to patient's satisfaction. Patient verbalized understanding.

JOSE FUENTE, M.D.
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