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Dr. Yuichiro Nakai

Dr. Michael Tran

RE:  MARY TRAN

PURPOSE OF DICTATION

Initial renal consultation.

Dear Yuichiro:

Thank you very for referring Ms. Tran to me in consultation.  As you are aware, she is an 80‑year‑old Vietnamese female who apparently was followed with insulin dependent diabetes for long-standing with an abrupt change in serum creatinine following an operative procedure in Portland for a perforated ulcer.  The patient was treated surgically (laparoscopically) with creation of Graham patch of duodenal ulcer on 08/03/12 by Dr. Chet Hammill at Providence Portland Health Center.  The patient was treated with intravenous antibiotics including Flagyl and Cipro with postoperative complication of only H. Pylori, which necessitated treatment.  Soon thereafter the patient was noted to have a progressive increase in some serum creatinine combination with a level of approximately 2.5 heralding this consultation.

PAST MEDICAL HISTORY
As you are aware has long-standing history of hypertension and type 2 diabetes mellitus, which is insulin dependent.  The patient has no prior operative procedures otherwise and has no formal diagnosis of having proliferative retinopathy.

ALLERGIES

The patient is allergic to penicillin.

CURRENT MEDICATIONS

NovoLog FlexPen approximately 6 units at dinnertime.

Levemir generally running at 12 units at bedtime.

Vitamin D3 200 IU a day.

Lipitor 40 mg p.o. q.d.

Potassium chloride 20 mEq one and half p.o. q.d.

Levothyroxine 5 mcg two tablets a day in the morning with Levoxyl on an empty stomach and the Levoxyl is 75 mcg a day one tablet in the morning on an empty stomach.

Metoprolol ER 100 mg p.o. q.d.

Atorvastatin 40 mg p.o. q.d.

Amlodipine 5 mg p.o. q.d.

Clonidine 0.2 mg one half tablet by mouth twice a day, which is apparently being taken with some irregularity and considered to be stopping soon.

SOCIAL HISTORY

The patient is currently widowed.  She lives with her son here in Santa Rosa.  She does not use alcohol or tobacco at this time.  Previous housework wife of 11 children.

REVIEW OF SYSTEMS

Negative for nausea and vomiting.  Her appetite is described as not good.  Generally, she reports feeling very tired.  Denies melena or hematochezia.  Denies abnormal bowel pattern.  Reports nocturia x 3-4 without paroxysmal nocturnal dyspnea, chest pain, or significant edema.
PHYSICAL EXAMINATION

Weight 118 lbs.  Blood pressure taken in the right arm at the present time of 180/80.  Heart rate of approximately 68 and regular.  HEENT: Normocephalic and atraumatic.  Pupils are equal and reactive.  Funduscopic examination was difficult to be perform, could not be viewed in the right eye due to cataract.  The left eye showed evidence of grade III hypertensive retinopathy possibly with the small dot and blot hemorrhage could not adequately be seen.  Conjunctiva was extremely pale.  Posterior pharynx was benign.  Mucous membrane is moist.  Neck is supple without adenopathy.  Carotids are 1+ and symmetrical without bruits.  No neck vein distention was noted.  No thyromegaly.  Lung fields are clear to auscultation as well as percussion.  Breasts were not examined.  Cardiovascular, the point of maximum intensity was diffused. Left midclavicular line, S1 and S2 were heard.  There was no S4 gallop 2-3/6 systolic ejection murmur heard best on the left sternal border third intercostal space.  No diastolic murmur could be heard.  Examination of the peripheral pulses revealed 1+ and symmetrical at radial brachial femorals without femoral bruits, popliteal is 1+, and dorsalis pedis was 1+.  Abdomen, scaphoid and soft.  The insertion sites of previous laparoscope were noted.  Bowel sounds were hyperactive.  No gross organomegaly or masses were appreciated, no bruit was present within the abdomen.  No CVA tenderness or presacral edema.  Genitourinary, not examined.  Rectal exam was deferred.  Extremities reveals +1 pretibial edema.  Neurologic, deep tendon reflexes were not tested.  Motor was approximately 3/5 and symmetrical.

LABORATORY DATA
Most recent laboratory of available from 01/15/13 shows a drop in serum creatinine now down from 2.5 to 1.9 with the potassium level of 4.4, CO2 25, calcium 8.8, albumin 3.5, liver functions that are normal.  TSH level of 9.08, with hemoglobin A1c of 10.3 for an average sugar 249 mg%.  Hemoglobin and hematocrit of 8.2 and 23.6 with white blood cell count 6900 and platelet count of 229,000.  Previous records reflect that the patient had a ferritin of 177, reticulocyte count of 2.65, when her creatinine was 2.5 with an iron saturation of 31.9%.  Vitamin B12 was obtained at 296 and folate of 14 all of which were essentially unremarkable.

DISCUSSION/PLAN

Obviously, this patient has had significant deterioration following intraabdominal sepsis, which may have been a contributing factor to the progression of her disease alternatively the serum creatinine last obtained of 0.96 in August was several months prior to the 2.3 and may have been a reflexion of vascular issues related to rather poorly controlled diabetes.  An additional aspect of her thyroid function needs to be addressed as well and I am sure Dr. Nakai has been working with the patient and family in this regard.

As far as studies of the architecture concern, the patient did have an ultrasound showing a right kidney at 10.9 cm and left is 12 cm, normal cortical thickness, cortical echogenicity was slightly increased bilaterally.  No hydronephrosis suggesting that this is medical renal disease.  An MRA was performed while the patient was at Providence Portland Hospital on 08/03/12.  It states “mild” bilateral renal atrophy with poorly ill-defined hypodense lesion in the right upper pole measuring 1 cm.  No hydronephrosis or nephrolithiasis was noted.  No direct statement is made about the vasculature, but we are to presume that it was unremarkable.  The conclusion was that there was indeterminate right upper pole parenchymal renal lesion, further evaluation by ultrasound was indicated.  No comment is made of this by more recent ultrasound dated 01/16/13, which was not done with duplex.  May be reasonable to repeat that ultrasound with duplex especially in view of this patient’s rather poorly controlled hypertension, which is also a third issue.  The issue regarding hypertension in this patient relates to the fact that she is on several medications with questionable compliance especially with regards of a clonidine.  Clonidine may not be an optimal agent for this patient and that is sedating especially in elderly patients as well it can have an affect on rebound.  Despite its somewhat limited use this may be an appropriate time to consider the use of an ACE inhibitor and/or primary vasodilator.  At present without knowing the renal architecture specifically by duplex, I think the most reasonable thing to do is to not make change in the clonidine, but to merely increase this patient’s amlodipine to one tablet twice a day for greater blood pressure control while we obtain some routine labs especially a serum protein electrophoresis and immunoelectrophoresis as this patient’s degree of anemia seems to be quite disproportionate to the other areas of her renal and medical disease.  Albeit there could still be a bleeding diathesis from her previous ulcer, but the patient denies any melena at this time and there is a plan for her to see GI in followup.  Therefore, I would like to increase this patient’s amlodipine to one tablet twice a day, obtain a duplex scan of her renal arteries, obtain an immuno and electrophoresis and protein electrophoresis as well.  She will have a 24-hour urine prior to her next visit to ascertain whether this patient in fact has significantly diminished renal function as I suspect.

I would also like to get report of records from Dr. Edward Feldman, the patient’s ophthalmologist regarding the degree of vascular changes that may be present.

Thank you very much for allowing me to assist in the management of this patient’s renal disease.  I will assume that you are working diligently Yuichiro on obtaining greater diabetic and thyroid management.

Sincerely,

Carl Wilson, M.D.

CW/mk

