

April 12, 2024
Dr. Annu Mohan
Fax#:  810-275-0307
RE:  Chairat Chonchai
DOB:  11/28/1938
Dear Dr. Mohan:

This is an urgent consultation for Dr. Chairat Chonchai with abnormal kidney function.  He comes accompanied with daughter-in-law.  He is the father of our ENT Dr. Chonchai in Mount Pleasant.  He has moved from Troy to locally area because of medical issues.  He has a history of hypertension, rheumatoid arthritis primarily with deformity of hand and feet, has been on methotrexate and biological treatment, has used Celebrex intermittently for a number of years, does have a diagnosis of cerebral amyloid angiopathy with prior stroke apparently left occipital few years back.  He presented back in September 2023 with intracerebral hemorrhage on the left-sided frontoparietal, was on rehabilitation in our hospital in Alma admitted few months later for weakness with evidence of pancytopenia, incidental corona virus infection without respiratory failure on oxygen, another admission also in December with bilateral pneumonia.  He is presently living at his own condo here in Mount Pleasant with help.  There has been a change of kidney function within the last few months.  He has underlying dementia plus the above complications of amyloid angiopathy and stroke.  There has been progressive weight loss already documented within the last one year, but according to daughter-in-law at least 10 pounds over the last month.  He is legally blind.  He states to be able to eat small amounts with isolated nausea, no vomiting or dysphagia.  He denies diarrhea, constipation or bleeding.  He denies any urinary symptoms although there has been at least two or three episodes of urinary tract infections over the last few months, present one E. coli is now resistant to Keflex, recently saw urology Dr. Liu because of microscopic hematuria, potentially having a cystoscopy, has also follow with hematology Dr. Sahay.  Serological workup for the most part has been negative.  The pancytopenia now is more anemia with progressive macrocytosis.  The prior low platelet count has resolved or in the upper side.  He has for the most part no reticulocyte response.  He denies gross melena or hematuria.  He denies kidney stones.  PSA is elevated.  There has been no prior prostate biopsy.  There has been prior edema that has resolved.  His other complaining for feeling fatigued and tired.  Denies chest pain or palpitations.  There is a prior history of hypertension and palpitations taking beta-blockers in the past.  He denies increase of dyspnea, has not required oxygen or CPAP machine.
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No orthopnea or PND.  No purulent material or hemoptysis.  No pleuritic discomfort.  He has in the recent past septic knee with MSSA arthritis on top of gout, arthritis, was placed on colchicine, steroids.  There has been prior history of gout according to records Beaumont Hospital.  There is deformity of the hands as well as deformity of the foot worse on the right compared to the left.
Past Medical History:  Long-standing rheumatoid arthritis mostly hands and feet with deformity, there was also within the last few years documented episcleritis probably related to rheumatoid arthritis, prior CT scan shows also medullary calcinosis, which might be also related to that.  There has been one more time no kidney stones.  The prior acute kidney injury was related to hypotension, hypovolemia resolving with hydration.  The recent recurrent urinary tract infection, long-standing hypertension, no diabetes.  Denies deep vein thrombosis or pulmonary embolism.  Denies gastrointestinal bleeding.  There have been two units of blood transfusion in the recent past.  No EGDs or colonoscopy in the past.  No chronic liver disease.  The neurological condition as indicated above.
Past Surgical History:  Left total knee replacement, bilateral cataract surgery, as part of his biological treatment, he was positive for tuberculosis, but he mentioned to have completed treatment with Isoniazid, I do not have any further details of these.
Drug Allergies:  No reported allergies.
Medications:  Present medications include folic acid, a number of eye drops, calcium, omega, Lipitor, atenolol, amlodipine, Celebrex, not sure if he is still on colchicine, takes for memory donepezil, not taking narcotics, prior lidocaine patches discontinued, melatonin discontinued, remains on methotrexate used to be 20 mg presently down to 10 mg every Sunday, Protonix, no further tramadol, occasionally Tylenol, the Remicade is every five weeks.
Social History:  He has never smoked, alcohol or drugs.
Family History:  There is no family history of kidney disease.

Review of Systems:  As stated above, otherwise negative.
Physical Examination:  Weight was 133, 63 inches tall, and blood pressure 120/64 on the right and 120/60 on the left.  He is alert to person and place, cooperative, very polite.  He is a retired colon rectal surgeon back in 2016, does not appear on any respiratory distress.  There is pallor of the skin, but no gross bruises or jaundice.  He has upper dentures and number of teeth of his own on the lower part.  No facial asymmetry.  Tongue and uvula midline.  No gross palpable neck masses.  No carotid bruits or JVD.  No lymph nodes neck or armpit.  Lungs are clear.  No consolidation or pleural effusion.  Regular rhythm.  A minor systolic murmur on the axillary area without radiation, discomfort on the periumbilical area.  No ascites or distention.  No palpable liver or spleen.  He has minor groin hernias bilateral.  There are bilateral femoral bruits.  There is strong popliteal pulses, decreased dorsal pedis, posterior tibialis, however no gangrene.  Capillary refill fair.  I do not see major edema.  He has deformity of both hands from wrist, fingers, typical for rheumatoid arthritis and also on the right foot.  Prior left knee replacement.  No gross rigidity.  No gross focal motor deficit.  No gross tremors.
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Labs:  Creatinine has recently changed, there is at least two episodes of acute kidney injury within the last year, but in December creatinine stabilizing normal between 0.94 to 1.02.  Since then creatinine has risen 1.4, 2.5, 2.3, 2.36 representing a GFR between 25 and 27.  His most recent cell count from April anemia 9.4 and normal white blood cell with normal differential, presently normal platelet count, MCV at 99.  Again he has received blood transfusion at least two units over the last few months.  There is normal sodium, potassium with mild metabolic acidosis around 20.  There has been normal albumin, calcium and phosphorus.  Recent urine culture is from April 9 with an E. coli more than 100,000, which was resistant to Keflex.  He already completed that and stopped.  The urinalysis does show 2+ of blood, trace of protein at that time 2+ of leukocyte esterase many bacteria and 50-55 white blood cell count, PSA at 8.22, ferritin has been running high as high as 4000 with the last number of April 2500, reticulocyte 10,000 or less.  He does have elevated sedimentation rate this is at the time of infection in the urine.  Positive blood in the stools but no melena.  There have been normal coagulation factors.  Normal liver testing.  Normal thyroid, uric acid recently as high as 9.3 testing for hepatitis B, core antibody has been negative for IgM, he is positive for QuantiFERON for tuberculosis, hepatitis B surface antigen has been negative, hepatitis C has been negative.

I want to mention the most recent MRI of the brain in February, they report the expected evolution of the recent cerebral amyloid angiopathy with the left temporal parietal hematoma with hemosiderin line, encephalomalacia cavity as well as multiple areas of hemosiderin deposits compatible with the amyloid angiopathy.  There is also an old left occipital infarction already documented Beaumont Hospital as within the last couple of years.  There is also bilateral superficial siderosis on the frontal and left parietal convexities as well as microvascular ischemia.  I want to mention that a CT scan angiogram of the head was negative, back in December a CT scan angiogram of the chest no pulmonary emboli.  In that opportunity, no other abnormalities.  A CT scan of the chest, abdomen and pelvis also last year a nodule on the right lobe of the thyroid, extensive atherosclerosis of coronary arteries, normal heart without pericardial effusion, normal liver, simple cyst, normal spleen.  At that time bilateral kidney stones without obstruction with the suggestion of medullary nephrocalcinosis.  Bladder was considered unremarkable.  Aorta was considered normal size with minor atherosclerosis.
Assessment and Plan:  Subacute renal failure dropping from normal to around 25-27 GFR.  No symptoms of uremia, encephalopathy, pericarditis or volume overload.  Reported weight loss, but no vomiting or diarrhea.  He is not on diuretics.  Celebrex needs to be discontinued.  Avoid antiinflammatory agents.  He does have a background of nephrocalcinosis medullary type which probably relates to his rheumatoid arthritis longstanding.  At that time there was no evidence of obstruction or urinary retention.  He has microscopic hematuria and recurrent urinary tract infections with recent E. coli resistant although this is presently off antibiotics.  He is at baseline mental status, underlying dementia with complications of cerebral amyloid angiopathy and intracerebral bleeding as indicated above.  There have been no associated electrolytes and acid base abnormalities.  He does have anemia and recently pancytopenia, pancytopenia at that time was thought to be related to infection with COVID and exposure to medications including colchicine, methotrexate and others.  The leukopenia and thrombocytopenia has resolved.  The anemia with high levels of ferritin, which probably is more an acute phase reactant.  Concerned about the abdominal discomfort, concerned about the weight loss, plans for potential EGD colonoscopy, plans for potential cystoscopy, blood test will be repeated.
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I am sending testing for serology for vasculitis as well as for monoclonal protein.  Prior PET scan did not show malignancy, masses or abnormalities of aorta.  His present blood pressure if anything in the low side probably from the weight loss and poor oral intake.  I did not change medications in terms of continue the same atenolol, beta-blocker as well as the Norvasc.  Discussed the meaning of advanced renal failure and looking for reversible process.  If truly chronic and progression, discussed the meaning of advanced renal failure and people sometimes requiring dialysis.  We have not discussed in details the options as we are waiting for new testing.  We will follow with results and continue educating the patient and family.  Dr. Chonchai is a retired physician and son is an active ENT doctor in the area.  We will follow with you.
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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