

April 25, 2023
Dr. Sarvepalli
Fax#:  989-427-8220
RE:  Keith Wichert
DOB:  03/19/1946

Dear Dr. Sarvepalli:

This is a followup for Mr. Wichert with chronic kidney disease, thromboemboli from ascending thoracic aortic plaque into the right-sided renal artery and renal infarct.  Last visit in October.  No hospital visits.  Weight is stable.  Eating well.  Denies vomiting or dysphagia.  Denies diarrhea or bleeding.  No abdominal or flank discomfort.  No gross hematuria.  Good urine output.  No cloudiness.  No infection.  Chronic dyspnea but no oxygen.  Denies purulent material or hemoptysis.  No orthopnea or PND.  No sleep apnea.  Denies smoking.  Denies chest pain or palpitation.  Has been follow in the hospital with cardiology Dr. Berlin, in the past has follow outpatient Dr. Mohan.  Other review of system is negative.
Medications:  Medication list is reviewed.  Remains anticoagulated with Eliquis, blood pressure losartan, metoprolol, Norvasc, HCTZ, long-acting insulin, and recently added Jardiance.  No antiinflammatory agents.
Physical Examination:  Blood pressure today 138/74, similar numbers at home.  Alert and oriented x3.  Minor tachypnea.  Minor JVD.  COPD abnormalities, but no localized rales.  No consolidation or pleural effusion.  No pericardial rub.  No major edema.  Mild decreased hearing.  Normal speech.  No focal deficits.
Labs:  The most recent chemistries what I have is from February, creatinine is stable at 1.4 this is his baseline for a GFR of 52 stage III with a normal sodium, potassium and acid base.  Normal nutrition, calcium and phosphorus.  No anemia.  Normal white blood cell and platelets.  Uric acid less than 6.  There is proteinuria but less than 300 mg/g he was 197.  Normal TSH and thyroid.  Back in September when all this problem happened in 2022 there was a documented transesophageal echo with a thrombus on the ascending aorta 5 cm above the aortic valve associated to atheroma plaque without any rupture without any gross ulceration or intimal flap, all the valves were looking normal.  Preserved ejection fraction.
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Assessment and Plan:
1. Right-sided renal infarct thromboembolic.

2. Thrombi ascending thoracic aorta as indicated above.

3. CKD stage III appears stable, new steady-state, not symptomatic.

4. Blood pressure well controlled.

5. Proteinuria probably diabetic nephropathy, tolerating losartan among other blood pressure medications.  No nephrotic syndrome.

6. Chronic dyspnea with preserved ejection fraction.  No evidence of CHF decompensation.  No valves abnormalities.  Continue to monitor overtime.  Come back in six months 

All of the above issues were discussed with the patient.  Education provided and questions answered to the patient's satisfaction.  Patient verbalized understanding.

Sincerely,

JOSE FUENTE, M.D.
JF/vv
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