

February 27, 2024
Vanessa Wieferich, NP
C/o PACE

Fax#:  989-953-5801
RE:  Sherrie Martin
DOB:  05/05/1963
Dear Ms. Wieferich:

This is a consultation for Ms. Martin who was sent for evaluation of worsening microalbuminuria.  The patient is morbidly obese and is unable to walk since 2020.  She actually was walking prior to the COVID pandemic, but her husband died several days before lock downs were instituted in 2020 and after that her health progressively declined and she ended up gaining over 100 pounds very rapidly within the timeframe of about a week and so she was taken to the hospital and was diuresed for over 100 pounds of fluid, but after diuresis she had severe contractures of the lower legs and required long courses of physical therapy in order to straighten her legs and she can move them, but she has been unable to bear weight since that hospitalization.  She does have diabetes although she believes that is relatively new and was tried on Mounjaro that caused severe pancreatitis requiring hospitalization in Gladwin in January at this year and that has resolved, she has been able to be discharged back home and she lives with her sister who provides care and assistance in her home.  She was very worried about her kidney function also she has had some very elevated liver function studies in December 2023 and has been referred to a gastroenterologist, which we agree is very important.  She currently denies chest pain or palpitations.  No dyspnea, cough or sputum production.  She does have some nausea intermittently without vomiting.  She has had recurrent and worst diarrhea after her hospitalization for pancreatitis.  She has had also a history of very high potassium levels that caused TIA type symptoms including aphasia.  All of these symptoms resolved when the potassium was normalized also and none of those symptoms have returned.  She does have chronic back pain and is opioid dependent.  She tries to be very careful with use of opioids as her sister apparently passed away from liver failure and it was thought to be secondary to opioid abuse.  She did have a DVT in her left upper extremity and she is chronically anticoagulated with Eliquis 5 mg twice a day.  She denies any GI bleeding other than the diarrhea that is the only bowel problem she is having.  Urine is clear without cloudiness or blood.  No history of kidney stones.  She has chronic edema of the lower extremities and a form of Raynaud’s disease in the lower extremities.  She also has a history of polycystic ovarian syndrome and she had very heavy urine bleeding within the last 10 years, but we suspect at age 60 she may be menopausal at this point and she has had chronic anemia iron deficiency type.
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Past Medical History:  Significant for congestive heart failure, atherosclerosis of her lower extremities, chronic low back pain and the patient is bedbound since 2020, hyperlipidemia, gastroesophageal reflux disease, type II diabetes, hypertension, the left upper extremity DVT, anxiety with depression, hypothyroidism, chronic lymphedema, narcolepsy, osteoarthritis, fatty liver disease, anemia, Raynaud’s disease, polycystic ovarian syndrome and possible sarcoidosis.
Past Surgical History:  She had a tonsillectomy at age 12 and a cholecystectomy in July 2023.  She has had multiple hospitalizations though for medical problems.
Drug Allergies:  She is allergic to ERYTHROMYCIN, SUDAFED, OMEGA-3 FATTY ACIDS, SHELLFISH, REGULAR FISH, and MOUNJARO did cause severe pancreatitis.
Medications:  She is on aspirin 81 mg daily, Lipitor 40 mg daily, Bumex 0.5 mg twice a day, Flexeril 5 mg three times a day, Eliquis 5 mg twice a day, gabapentin 300 mg three times a day, Synthroid 300 mcg once daily, Megestrol 80 mg twice a day for the dysfunctional urine bleeding, metformin 1000 mg one twice a day, metoprolol extended-release 25 mg daily, Nystatin as needed for yeast skin infections, oxycodone 5 mg every six hours as needed for pain, potassium chloride 10 mEq twice a day with the Bumex, Wellbutrin 100 mg twice a day and glargine insulin 15 units at bedtime.

Social History:  The patient lives with her sister she is medically disabled.  She is a widow.  She does not smoke cigarettes and does not use alcohol or illicit drugs.

Family History:  Significant for heart disease, stroke, lung cancer, congestive heart failure and she had a cousin who was on dialysis and deceased currently.

Review of Systems:  As stated above, otherwise negative.
Physical Examination:  Height is 5’10”, weight 412 pounds, pulse is 76 and blood pressure right arm supine position is 142/78.  Neck is supple.  No lymphadenopathy.  Lungs are diminished with a prolonged expiratory phase throughout.  Heart is regular somewhat distant sounds.  No murmur, rub or gallop.  Abdomen is morbidly obese, I am unable to palpate liver or masses due to the excessive adipose tissue, it is nontender currently.  Extremities non-pitting edema from knees to toes, the right leg is darker purplish color in the calf area.  The foot has normal color, brisk capillary refill, strong 1 to 2+ pedal pulses bilaterally and the left lower extremity has signs of venous stasis changes with brownish areas of discoloration in the calf area and she has decreased sensation to temperature and to sharp touch in both feet and ankles.
Labs:  Most recent lab studies were done December 21, 2023, she has normal creatinine level of 0.73 at that time her glucose was 549, calcium was 8.5, sodium was 131, potassium 4.5, carbon dioxide 22, albumin 3.6, bilirubin was elevated at 2.0, alkaline phosphatase 327, AST 256, ALT 213, she did have a CBC with differential I have that from May 30, 2023.
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Hemoglobin 10.4, normal white count, normal platelets.  We have a microalbumin to creatinine ratio in urine 12/08/2023 at 127, in September 2023 it was 30, her intact parathyroid hormone is 63.2 on 12/21/23, serum protein electrophoresis decreased albumin with atypical beta-2 peak was noted, the erythropoietin level was 23, urinalysis 11/17/23 negative for protein, no red blood cells were noted and she did have few bacteria.  We have a CT scan of the abdomen and pelvis done January 16, 2024.  She had moderate hepatomegaly without mass.  No biliary dilation.  The kidneys, ureters and bladder had normal size and appearance without hydronephrosis and the urinary bladder was unremarkable and we do have a transthoracic echocardiogram from the 06/23/21 ejection fraction 55 to 60, moderately dilated atria, mild to moderately dilated left ventricle and normal diastolic function at that time.

Assessment and Plan:  Microalbuminuria most likely secondary to diabetic nephropathy and severe morbid obesity, which results in secondary FSGS from hyperfiltration injury.  We would like you to consider stopping her Megestrol and she is probably menopausal of course that might lead to further blood clots and also that would increase her appetite.  She needs to carefully control diabetes and maintain normal blood pressures.  It would be worthwhile to consider adding Jardiance or Farxiga for heart protection as well as to treat the proteinuria.  We strongly agree with your decision refer her to a GI specialist for the chronic liver enzyme elevation, fatty liver disease and recent pancreatitis.  We recommend to continue checking routine labs every three months with normal renal function we do not need to see her for the next year and we will have that visit scheduled.  We may want to consider adding pancreatic enzymes to use prior to the referral to the GI specialist to see if that might control the increased diarrhea that she is suffering currently.  The patient was also evaluated and examined by Dr. Fuente.  All care was coordinated with, 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.
JF/vv
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