

September 1, 2022
Dr. Murray
Fax#:  989-583-1914
RE:  Stanley Beckstead
DOB:  09/03/1952
Dear Dr. Murray:

This is a consultation for Mr. Beckstead with progressive renal failure and proteinuria.  Comes accompanied with wife Rhonda, problems of frequency, urgency and incontinence which is chronic.  No cloudiness or blood.  He still has his prostate.  PSA has been elevated overtime.  There has been no urinary retention.  No recent infection, prior kidney stones Dr. Samhan 2014 requiring removal does not recall the type, prior stroke, coronary artery disease.  Denies vomiting or dysphagia.  Denies diarrhea or bleeding.  Has edema lower extremities compression stockings, numbness worse on the left-sided all the way up to the hip and the right-sided up to the knee, uses a walker as needed.  No falling episode.  No recent chest pain, palpitations, or syncope.  Some dyspnea on activity and not at rest.  No orthopnea or PND.  No purulent material or hemoptysis.  No skin rash or bruises.  No sleep apnea.  Review of system otherwise is negative.
Past Medical History:  Long-term hypertension, the prior kidney stone, the prior stroke 2014, speech problems but no focal deficits, recovered for the most part completely.  No procedures were done.  They do not recall atrial fibrillation or anticoagulation.  Coronary artery disease and prior stenting.  Denies congestive heart failure, arrhythmia, pacemaker or leaky valve.  Denies rheumatic fever.  Does have peripheral vascular disease and hypertension.  No deep vein thrombosis or pulmonary embolism.  Denies gastrointestinal bleeding, anemia, or blood transfusion.  Denies liver disease, hepatitis or recent pneumonia.
Past Surgical History:  Partial colon resection 2009 because of diverticulitis.  No malignancy.  Kidney stones two opportunities procedure cystoscopy 2014, left-sided total knee replacement 2015 Dr. Yacisen, bifemoral aortic bypass 2017 Dr. Criado, right shoulder replacement partial 2018 with a scope 2020, and coronary artery stent 2019.
Allergies:  No reported allergies.
Medications:  Medication list is reviewed.  Insulin Basaglar, Lasix, Norvasc, Lipitor, Flomax, Neurontin, aspirin, supplement but no antiinflammatory agents.
Social History:  Mild to moderate alcohol intake.  Prior smoker started age 16 at least one pack per day, also cigars discontinued 2017.
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Physical Examination:  Weight 250, height 68 inches, blood pressure 112/90 on the right, 148/106 on the left.  Decreased hearing.  Normal speech.  No severe respiratory distress.  Normal eye movements.  No facial asymmetry.  Carotid bruits loud on the left decreased upstroke on the right, COPD abnormalities.  No localized consolidation or pleural effusion.  No gross arrhythmia.  No pericardial rub.  Obesity of the abdomen.  No ascites, tenderness, masses or palpable liver or spleen, 3+ edema bilateral below the knees. The right knee with deformity, left knee normal.  Decreased pulses, edema, compression stockings.  No focal deficits.

Laboratory Data:  Most recent chemistries August, creatinine rising at 3.3 for a GFR of 19 that will be advanced stage IV.  Normal sodium, potassium, elevated bicarbonate 33, low calcium, PSA not elevated, back in July low albumin at 3, creatinine 2.7, GFR 24, minor increase of phosphorus 4.9 and PTH at 88, more than 500 protein in the urine, negative for blood, protein to creatinine ratio at 20, which is nephrotic range, minor increase of white blood cells.  No gross anemia.  Normal platelet count.  Urine culture Enterobacter, but apparently no treatment.  In July creatinine 2.8, GFR 23, March 2021 GFR 47.  In January 2021 GFR 43, December 2020 GFR 47, July 2021 33, the low albumin has been documented the last one year or longer, A1c is 6.7 from July, which is mildly elevated well controlled. There has been mild anemia but no normal white blood cells.  There is a kidney ultrasound August 12.5 on the right and 10.6 on the left, no obstruction, simple cyst, stones on the left-sided again no obstruction.  There is an echocardiogram from February 2021, normal ejection fraction, grade I diastolic dysfunction, left ventricular hypertrophy, mild enlargement of the right ventricle.

Assessment and Plan:  The patient has progressive chronic kidney disease approaching stage V for dialysis with evidence of nephrotic syndrome based on heavy proteinuria, edema and low albumin.  The diagnosis of diabetes is relatively new even if he will be longer the behavior is not for diabetic nephropathy as the progression is faster than supposed to be and the last A1c available well controlled.  We will need to look for primary glomerulopathy after rule out secondary causes, given the body size secondary FSGS is also possibility.  I am going to do extensive serology.  Discussed about potential renal biopsy, size of the kidneys is still large enough, any potential immunosuppressant might still help, because of anemia I am going to check also on plasma cell monoclonal protein.  Blood pressure in the office is poorly controlled.  Discussed about the salt and fluid restriction, concerned about adding or increasing the dose of Norvasc once he already has edema, might need to go back to more aggressive diabetes presently decreased to every other day for the last month.  Continue diabetes cholesterol management.  Renal artery stenosis is a consideration usually that does not cause nephrotic syndrome.  There is however case reports about it and after procedures for renal artery stenosis the nephrotic range disappear.  This however will be a diagnosis of last resort, first we will rule out primary glomerulopathy.  He is going to do also a collection of urine.  We will reassess with all the above testing.  Aspirin will be placed on hold for potential upcoming renal biopsy.  Further to follow.

All above issues were discussed with the patient. Education provided, questions answered to patient's satisfaction. The patient verbalized understanding.

Sincerely,

JOSE FUENTE, M.D.
JF/vv

Transcribed by: www.aaamt.com
