

March 5, 2025
Mrs. Melinda Cook
Fax#:  989-842-1110

RE:  Kelly Miller
DOB:  05/17/1963
Dear Mrs. Cook:

This is a followup for Mrs. Kelly, prior last name Lemstrom, records officially last name Miller with abnormal kidney function.  She was recently discharged from Midland February 9 to February 23 with severe peripheral vascular disease, acute ischemia right lower extremity, thrombolysis was accomplished, developed compartment syndrome, required urgent fasciotomy.  She is presently at nursing home.  She has advanced renal failure, underlying hypertensive cardiomyopathy with left ventricular hypertrophy.  Comes accompanied with daughter Kelly.  She is presently on oxygen 2 L in 24 hours.  Significant weight loss, poor oral intake, small meals.  Denies vomiting or dysphagia.  Denies esophageal reflux.  Some constipation.  No bleeding.  Denies infection in the urine, cloudiness, or blood or incontinence, some nocturia.  There is an open wound on the lateral aspect of the lower extremity, apparently off antibiotics, isolated nose bleeding, weak, fatigue, some degree of lightheadedness, but no falling episode, pain control.  Denies sleep apnea.  Denies chest pain, palpitation or increase of dyspnea.

Past Medical History:  In relation to diabetes, peripheral neuropathy, peripheral vascular disease, prior smoker COPD, history of lung cancer, sarcoidosis, hypertensive cardiomyopathy, negative stress testing in the past, prior stroke, seizure disorder, diagnosis of diabetes the last few months.  There is no documented diabetic retinopathy.  She has been told she has macular edema.  No bleeding.  No procedures.  No injections or laser.  Denies glaucoma.  Prior pulmonary emboli, prior weakness on the right-sided from hypertensive encephalopathy, stroke.  Denies chronic liver disease.  She has received blood transfusion.  No kidney stone.
Medications:  Medication list is reviewed from the nursing home which includes Lexapro, melatonin, metoprolol, nicotine patches, she was smoking one pack per day since age 14, has been on Plavix, Pravachol, Trelegy inhaler, stool softeners, Norvasc, Eliquis, aspirin, doxazosin, Neurontin, glipizide, and diuretic indapamide.
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Physical Examination:  Blood pressure runs low close to 100/70.  Chronically ill, frail, looks older than her age, bilateral cataracts, upper and lower dentures, left-sided carotid endarterectomy, bilateral carotid bruits, louder on the left comparing to the right, evidence of emphysema, air trapping.  Distant breath sounds.  No consolidation or pleural effusion.  Abdomen is not distended.  No gross arrhythmia.  No pericardial rub.  I repeat blood pressure 94/64 on the right and 84/60 on the left.  Has decreased wrist pulses bilateral, also decreased brachial pulses.  No palpable liver, spleen or ascites.  I do not see peripheral edema.  There are poor peripheral pulses.  Wound cover on the right leg.  Alert and oriented x3.
Labs:  Chemistries, this is from March 4, 2024.  Creatinine at 2.2 representing a GFR of 25 stage IV.  Normal sodium and upper normal potassium.  Normal acid base.  A low albumin 2.9.  Corrected calcium upper side, BUN at 41.  Normal glucose.  Phosphorus mildly elevated at 4.9.  I want to mention that the creatinine has been progressive rising over the last 3 to 4 years from 1.5, 1.6 to present level.  There has been few episodes of acute kidney injury, has not required dialysis.  Most recent anemia 8.7 with a normal white blood cell and platelets.  MCV of 98.  Recent low protein and low albumin, elevated alkaline phosphatase, but improving from the last few weeks, elevated transaminases also improved.  Normal bilirubin.  Recent thyroid studies normal.  Normal free T4.  Cholesterol not elevated.  Recent A1c 5.8.  Hepatitis A, B and C negative.  Magnesium normal.  She has received blood transfusion in February at the time of compartment syndrome.  Minor increase of CPK in the 200s, all the way to 500.  Prior low ferritin 56 with a saturation of 14%.  Prior normal B12.  Last albumin in the urine was from December last year 595 mg/g, by definition that is gross hematuria.  Few years back kidney size normal, bilateral cysts without obstruction.
Assessment and Plan:  CKD stage IV, likely related to hypertensive nephrosclerosis however because of advanced peripheral vascular disease, renal artery stenosis is a consideration.  Kidney ultrasound is going to be done and renal Doppler.  She does have gross proteinuria.  There has been prior lacunar infarct left thalamus, the recent procedure for right-sided lower extremity.  She is being a heavy smoker for a long period of time with clinical findings of COPD and also prior left-sided carotid endarterectomy.  There is a history of sarcoidosis in the past but present calcium corrected for albumin is still normal upper side.  Blood pressure in the office in the low side, but she might have significant peripheral vascular disease and that might not be reliable.  The last echo available is already two years old.  At that time ejection fraction 75% with left ventricular hypertrophy hyperdynamic, some degree of mitral and aortic valve regurgitation.  Prior MRI of the heart from 2021 similar abnormalities without regional wall motion abnormalities or muscle disease or cardiomyopathy.  We will monitor chemistries.  We will see what the kidney ultrasound and Doppler shows.  We need to update an echocardiogram.  I did not change present medications.  Presently no symptoms of uremia, encephalopathy, pericarditis and no evidence of pulmonary edema.  We will follow with you. Prolong visit.
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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