

February 5, 2024
Dr. Freestone

Fax#:  989-875-5168
RE:  Kenneth Mullet
DOB:  11/10/1969
Dear Dr. Freestone:

This is a consultation for Mr. Mullet with abnormal kidney function and evidence of generalized edema anasarca and probably ascites.  As you are aware, he has a long history of diabetes historically poorly controlled with A1cs years back in the 12 to 14 with prior hospital admission for hyperosmolar uncontrolled diabetes without ketosis.  He has also obesity, severe hyperlipidemia, coronary artery disease with prior procedures, has congestive heart failure with low ejection fraction, has a pacemaker defibrillator.  The change of weight and abdominal girth appears to be related to the last at least one year.  He follows with cardiology at Sparrow in Lansing as well as in Grand Rapids.  He supposed to be on salt and fluid restriction.  He is still smoker.  He has chronic dyspnea in part related to COPD and CHF smoker.  There is no reported vomiting.  He does have chronic esophageal reflux with prior documented EGD, hiatal hernia without malignancy.  He has also neuropathy hands and feet and has seen Dr. Shaik neurology in Mount Pleasant with neuropathy and question entrapment carpal tunnel.  Off and on nausea, isolated vomiting, no bleeding, isolated diarrhea, no bleeding, symptoms of enlargement of the prostate with frequency, decreased flow, but no infection, cloudiness or blood.  Prior urine analysis, low level of protein 1+.  No recent firing of defibrillator.  No chest pain or palpitations.  There has been minor syncope, progressive dyspnea to minimal activities orthopnea.  He sleeps in a recliner 45 degrees.  Evaluated for pancytopenia hematology.  Isolated nose bleeding, not severe.  No severe bruises.  Denies headaches.  He fell within the last few weeks and evaluated in the emergency room.  No evidence of stroke, question trauma to the coccyx.
Past Medical History:  As indicated above, uncontrolled diabetes in the past, peripheral neuropathy, progressive hand and feet, probably carpal tunnel bilateral.  No documented diabetic retinopathy or procedures, coronary artery disease with right-sided coronary artery stent in 2008, 2012 four-vessel bypass, prior admission for CHF decompensation.  He does have previously low ejection fraction 20% with ventricular tachycardia pacemaker defibrillator, most recent echo available in 2022 ejection fraction 33%, prior left ventricle apical thrombus, has been on anticoagulation, prior myocardial infarction at the time to 2008 and 2012 procedures.  Denies deep vein thrombosis or pulmonary embolism.  Denies TIAs, stroke or seizures.  He is not aware of chronic liver disease.  No gastrointestinal bleeding.  He does have pancytopenia and question iron deficiency, has received intravenous iron.  There is also back pain question sciatic.  No kidney stones.  No infection in the urine, cloudiness or blood.  No recent pneumonia.  Prior episode of pancreatitis.
Kenneth Mullet

Page 2

Past Surgical History:  The right coronary artery stents, four-vessel bypass, pacemaker defibrillator, gallbladder removal, ganglion on the left dorsal aspect of the wrist, prior colonoscopy with benign polyps.
Drug Allergies:  Reported side effects to HCTZ, ZAROXOLYN and FIORINAL probably the aspirin component of that.
Medications:  Present medications include albuterol, Eliquis, vitamin C, aspirin, Symbicort, Farxiga within the last couple of years, off insulin, Cymbalta, Entresto, Lexapro, Zetia, iron pills, Neurontin, Claritin, metoprolol, Prilosec, has been on potassium, Crestor, Aldactone, Viagra, Flomax, torsemide, Spiriva and trazodone.
Denies the use of antiinflammatory agents.
Social History:  He is divorced, on disability.  I want to mention few years back I believe 2017 cardiac cath shows the three bypasses were open.
Review of Systems:  Decreased hearing, on oxygen at night, has not been tested for sleep apnea.
Physical Examination:  Present weight 188, blood pressure 112/52, oxygenation on room air 93%.  He looks in stable respiratory status.  Fair historian.  I have to complemented with reviewing records, which are very complex extensive it took me more than an hour to review all of them.  He has cataracts.  No facial asymmetry.  Decreased hearing.  Normal speech.  No expressive aphasia.  No palpable thyroid or lymph nodes.  He has no teeth, no dentures, bilateral JVD.  He has left upper chest device for his heart.  There are no localized rales or pleural effusion.  Distant breath sounds from COPD, irregular rhythm.  No pericardial rub, ascites and no tenderness.  Edema goes to the lower chest.  Decreased peripheral pulses but no gangrene.  No decubitus.  No focal deficits.
Labs:  Most recent chemistries emergency room January 26, 2024, creatinine at 1.76.  Normal sodium and potassium.  Bicarbonate of 31, low albumin 3.4, elevated bilirubin 1.6.  Normal alkaline phosphatase and transaminases.  Normal calcium, corrected for albumin.  Elevated glucose 170s, lactic acid was high at 3.1, alcohol not detectable.  Anemia 10.9.  Normal white blood cell, a low platelet count 141.  Negative stool for blood.  Urinalysis 1+ of protein, negative for blood.  Normal magnesium.  No bacteria or white blood cells in the urine, GFR estimated around 45.  In the recent past December low normal B12, ferritin 125 with a saturation of 11%.  Recent normal folic acid.  He was tested for hemolysis, haptoglobin was not decreased, LDH was not elevated, has low normal TSH 0.66, prior albumin to creatinine ratio, which is from August 2023, 177 mg, elevated but not nephrotic range.  There is a recent CT scan of chest, abdomen and pelvis, no reported hydronephrosis, obstruction or stones.  There was ascites, anasarca.  The coccyx displaced probably from the fall.  The CT scan of the brain, no acute process cervical spine without fracture or dislocation.
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Assessment and Plan:
1. His major complaining is generalized edema progressive with increased abdominal girth, documented ascites by physical exam and recent CAT scan, all these happening within the last plus/minus one year.  This likely represents congestive heart failure with predominance right-sided.  I am trying to obtain the last right-sided cardiac cath done through Grand Rapids within the last one to two years.  We called the office of cardiology.  We are waiting for results.  He does not have evidence of nephrotic syndrome.  The degree of proteinuria is not severe.  He has evidence of liver congestion based on elevated bilirubin.  He has chronic renal failure, but does not enough to cause the severe volume overload.

2. CKD stage III likely related to a combination of long-standing diabetic nephropathy with low level proteinuria and the most important effect right now is the associated cardiopulmonary abnormalities.  There is no evidence for active glomerulonephritis or vasculitis based on the urinalysis.  There is no evidence for kidney obstruction or urinary retention based on a recent CT scan.  He is of course exposed to diuretics Entresto and others for his heart condition.

3. Coronary artery disease with prior heart attack, ischemic cardiomyopathy with prior procedures, right coronary artery stents and four-vessel bypass surgery.  Per last cardiac cath few years back bypasses were open.
4. Ischemic cardiomyopathy with very low ejection fraction previously 20% now 33%.  There is also probably a strong component of diastolic dysfunction and likely causing now severe pulmonary hypertension with predominance of right-sided heart failure as well as his heavy smoker at least one pack sometimes two packs for the last 35 to 40 years contributing to pulmonary hypertension and right-sided heart failure.

5. Diabetes historically poorly controlled with prior admission to the hospital for hyperosmolar state with prior A1cs in the 12 to 14.  The improvement and being off insulin right now likely represents the progressive renal failure.

6. Apparently recent iron deficiency anemia without evidence of external bleeding, apparently has received intravenous iron.  There was also associated leukopenia that has resolved and there is mild thrombocytopenia, which could be effect of medication, has been followed with hematology.  No documented active bleeding.

7. Elevated bilirubin likely representing liver congestion from predominant right-sided heart failure.

Comments:  Predominant right-sided heart failure is difficult to treat.  He already is on aggressive target directed therapy for his heart including diuretics.  I am getting more updated cardiology information I miss in the recent right-sided cardiac cath within the last few years.  We will discuss with cardiology if there is anything further that can be improved.  We will monitor chemistries in a regular basis, high risk of progression to cardiorenal syndrome.  Plan to see him back in the next few months.  I will keep you posted.

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
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