

February 21, 2023
Cora Pavlik, NP
Fax#: 989–842-1110
RE: Colleen Wertz
DOB:  02/08/1958
Dear Cora:

This is a followup for Mrs. Wertz I saw her two years ago February 2021 when she was in the hospital with advanced renal failure in relation to bilateral hydronephrosis likely from severe vaginal prolapse, which was taking care by using a pessary.  No surgery was required.  During the time, she did have tachybrady syndrome transferred to Midland for potential pacemaker, which she did not require.  After a vehicle accident in May 2022 she developed atrial fibrillation again admitted to the hospital in Midland, eventually required cardioversion, briefly was on amiodarone that was discontinued.  She remains on beta-blockers metoprolol and anticoagulation with Eliquis, has been followed with cardiology Dr. Mellana.  Remains on sinus rhythm.  Takes blood pressure medications.  Recent blood test shows severe renal failure.  She has no symptoms at all.  Working eight hours a day.  Weight is stable.  Good appetite.  No nausea, vomiting, or dysphagia.  No diarrhea or bleeding.  Urine without cloudiness or blood or infection.  No edema or claudication symptoms.  No chest pain, palpitation, dyspnea, orthopnea or PND.  No skin rash or bruises.  No bleeding nose or gums.  No localized joint tenderness.  Review of system otherwise is negative.
Allergies:  There are no reported allergies.

Medications: Present medications Eliquis, metoprolol, hydralazine, no antiinflammatory agents, prior cardioversion, pessary placement.
Social History:  There is a remote history of smoking.  No alcohol or drugs.

Past Medical History:  She denies any history of diabetes.  No coronary artery disease.  No deep vein thrombosis, pulmonary embolism, TIA, stroke, gastrointestinal bleeding or blood transfusion.
Physical Examination:  Today weight 152, 65 inches tall, blood pressure was high 132/110 and 220/108.  She says however at home blood pressure is in the 130s to 140s/70s.  Alert and oriented x3.  No respiratory distress.  No skin or mucosal abnormalities.  No palpable lymph nodes.  No focal deficits.  Respiratory and cardiovascular normal.  No abdominal tenderness.  No costochondral angle tenderness.  No edema.
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Labs:  The most recent chemistries, creatinine this month February at 2.7 representing a GFR of 19, a low sodium 134, high potassium 5.8, metabolic acidosis 17, normal albumin, calcium in the upper side, minor increased alkaline phosphatase, and other liver function test are normal.  Prior creatinine in July 2021 2.9 and GFR 16.  In June 2 .2 with GFR 22, 2.3 and 21, in 2021 when I saw her 2.7 and 18, 2.8 and 17 GFR.  There is anemia 10.7, a normal white blood cell and platelets with an MCV of 86, ferritin low at 35, iron saturation normal at 23, PTH elevated 313, and good control of cholesterol.  The last kidney ultrasound in June 2022 comparing to 2021 both kidneys decrease in size, the most recent measurement on the right 10.6 and on the left 9.5, both cortical vein scars with increased echogenicity.  There was bilateral hydronephrosis, which is chronic and there is presence of enlargement of the spleen, which was also documented on a CT scan abdomen and pelvis on 2021.  The CT scan in that opportunity was showing evidence of CHF with increased heart size at the time of Afib and a small bilateral pleural effusion.  Liver was considered normal.  There were some calcifications of the abdominal aorta including renal artery origins and the moderate to severe bilateral hydronephrosis, degenerative changes of the lumbar spine, the prolapse of bladder and rectum.  Cardioversion in July 2022, echocardiogram in February 2021 at that time low ejection fraction 40 to 45%, enlargement of atria minor aortic mitral valve abnormalities however severe mitral regurgitation.
Assessment and Plan:  I explained Colleen that she has advanced severe longstanding renal failure likely related to severe hydronephrosis with prior severe prolapse wearing a pessary with cortical thinning, atrophy, scar, the lack of symptoms does change the present diagnosis.  Chemistries will be done in a regular basis.  We discussed about elevated potassium, metabolic acidosis, low sodium concentration, anemia secondary hyperparathyroidism, and blood test needs to include phosphorus for potential binders.  We discussed about dietary changes including potassium and phosphorus.  Potential treatment iron replacement, EPO treatment, phosphorus binders, medication for high potassium, severe hypertension in the office, but that needs to be checked at home before we keep adjusting medications, potential bicarbonate replacement.  We do dialysis only for symptoms, which she does not have or severe volume overload. We discussed evaluation for transplant, other issues not related to the kidney but will need to be addressed is that incidental enlargement of the spleen. You might want to consider a repeat imaging about it. The prior paroxysmal atrial fibrillation and the prior atherosclerosis abnormalities with question compromise of renal arteries. We should consider Doppler studies of that area although I am not optimistic that even if we found severe renal artery stenosis we might be able to change the course of the kidney disease as there is already severe cortical thinning might help however with blood pressure control to protect other organs. This was a prolonged visit as a followup the loss from my service already two years. She acknowledges to trying to avoid medical care. There is a component of anxiety on this visit for the high blood pressure. We would like to see her back in the next few weeks in the company of daughter. Encouraged to learn about advanced kidney disease, encouraged to explore renal transplantation and potential AV fistula.

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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