

April 1, 2024

Dr. Potts 
Fax#:
RE: Brian Scott
DOB:  04/06/1978
Dear Dr. Potts:

This is a post hospital followup for Mr. Scott.  As you are aware, he developed renal failure with evidence of blood protein in the urine, skin rash of the face. We did three days of high dose of Solu-Medrol until serology workup was able to review.  We were scheduling him for a renal biopsy at University of Michigan.  At that time results came back positive for antiphospholipid antibody.  The day that he was supposed to have a biopsy.  He developed a sudden onset of severe left-sided deep vein thrombosis.  Biopsy was canceled.  Admitted to University of Michigan.  Confirmed the diagnosis of antiphospholipid syndrome.  Because of the extensive of organ involvement, this was behaving as a catastrophic antiphospholipid syndrome requiring plasmapheresis for five opportunities, started anticoagulation.  The edema on the left leg has resolved.  He did not have increased respiratory distress and as he was already treated they did not do any specific testing for pulmonary emboli.  However, seven years ago, he did have pulmonary emboli and right-sided deep vein thrombosis, which still shows chronic changes on venous Doppler.  Kidney function has stabilized.  He has not required dialysis.  There is no indication for renal biopsy.  As part of his diffuse organ and system involvement, he was having a right upper quadrant pain initially documented right adrenal hemorrhage.  Recent MRI shows that both adrenal glands look normal; however, the right lobe of the liver shows abnormalities.  He has evidence of enlargement of the spleen with enlargement of apparently portal vein.  He will be on Coumadin indefinitely.  They are weaning down the steroids.  He supposed to follow with endocrinologist, rheumatologist, yourself, myself as a kidney doctor and probably also liver specialist.  Recently also see vascular surgeon because of incidental findings of question abdominal dissection for what there are discussions about doing a CT scan angiogram to rule out this process.  Right now extensive review of systems is negative.  He is feeling the best that he has been in years.  He is going back to work tomorrow.  The Coumadin is being adjusted through Midland.  He is aware of the risk of bleeding.  Other extensive review of systems right now is negative.
Medications:  I reviewed medications, remains on prednisone weaning down dose, prophylaxis with Bactrim three days a week, on aspirin, calcium, Plaquenil, thyroid replacement, Coumadin.
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Physical Exam:  Today weight 158 pounds.  He has lost like 15 pounds.  Blood pressure 120/74 and recheck 132/78 this is on the right-sided.   Do not see skin or mucosal abnormalities. He is alert and oriented x3. No respiratory distress. Respiratory and cardiovascular normal.  I do not feel ascites or palpable liver or spleen.  I do not feel abdominal bruits.  There is presently no edema or focal deficits.

Labs:  The most recent chemistries in March.  Elevated white blood cell count from steroids.  Anemia 9.8, low platelet count 136, creatinine is stabilizing around 1.57 representing a GFR of 55 stage III, low sodium 132, elevated potassium at 5, mild metabolic acidosis at 22.  Normal albumin, calcium and minor increase of transaminases.  Other liver function test normal.  Glucose in the 110s.  Normal and stimulated cortisol at 10.4.  Normal TSH.
Please review my notes from the hospital.  I reviewed extensively all the notes from University of Michigan.
Assessment and Plan:
1. Catastrophic anti-phospholipid syndrome.

2. Recent extensive deep vein thrombosis indefinite anticoagulation.

3. CKD stage III likely from microcirculation abnormalities associated to antiphospholipid syndrome clinically stable.  No symptoms of uremia, encephalopathy, pericarditis or volume overload.  No indication for biopsy.  Renal ultrasound normal size kidneys without obstruction.  Renal Doppler no evidence for renal artery stenosis.
4. Prior right-sided adrenal hematoma on recent MRI results.
5. Enlargement of the spleen associated with enlargement of portal vein and abnormalities of the right lobe of the liver.  His original symptoms were pain on the right upper quadrant.  This is probably part of the same complex; however, he might benefit from seeing also a liver specialist.

6. Abnormalities on aorta question dissection, clinically stable.  Follows with vascular University of Michigan.  I have no objections about using contrast and do a CT scan angiogram for potentially an MRI angio.  I think we should take the opportunity to look at the venous system to assess further the associated liver abnormalities and the potential portal hypertension that is causing enlargement of the spleen.

7. Presently high risk medication exposure being going off of the prednisone on prophylaxis Bactrim to minimize the risk of pneumocystis pneumonia.

8. Anemia.  No immediate indication for EPO likely related enlargement of the spleen.

9. Low platelets related to the enlargement of the spleen.
COMMENTS:  At the time of serology you tested positive for lupus anticoagulant, antiphospholipid, cardiolipin, anti-beta-2 microglobulin.  University also tested positive for anti-prothrombin.  He was low for complement C4, which is not unusual.  Extensive testing for antinuclear antibodies and associated serology was negative.  There was a low titer of anti-double stranded DNH, which was considered not important.  His PT/INR has correlated closely with therapeutic levels of anti-X activity.  We will do chemistries in a monthly basis.  I would like to see him back in the next three months.  I will coordinate with University of Michigan vascular surgeon for the appropriate angiogram study.  All questions answered.  I have followed his records since admission to University of Michigan.  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.

Sincerely,

JOSE FUENTE, M.D.
JF/vv
Transcribed by: www.aaamt.com









