

May 30, 2023
Dr. Anum Qureshi
Fax #:
RE:  Patricia Reuter
DOB:  02/27/1945
Dear Dr. Qureshi:
This is a followup for Mrs. Reuter with chronic kidney disease.  Last visit August 2020.  Offered her to come in person, she declined.  We did a face time visit.  She denies hospital admission.  Weight and appetite are stable.  No vomiting, dysphagia, diarrhea or bleeding.  Denies infection in the urine, cloudiness or blood.  She has some degree of incontinent of urgency and effort.  No nocturia.  Minor edema.  Doing low salt.  Denies claudication symptoms or discolor of the toes.  Denies chest pain or palpitation.  No increase of dyspnea.  No oxygen or inhalers.  No orthopnea or PND.  No sleep apnea.  Denies localized discomfort or pain.  No skin rash or bruises.  No bleeding nose or gums.  No fever.  No headaches.
Medications:  Lisinopril, Coreg, Norvasc, HCTZ, and cholesterol treatment.  No antiinflammatory agents.
Physical Examination:  Blood pressure at home she does not check.  In the office back in April, it is being reported in the 150s/80s at least the last one year.  She is very alert and oriented x3.  Weight 225 pounds.  Normal speech.  No respiratory distress.  No expressive aphasia or dysarthria.
Labs:  Most recent chemistries few days ago May, there is anemia stable overtime 12.1 with a normal white blood cell and platelets.  Creatinine has been for the last few years between 1.4, 1.5 and presently 1.6 so slowly progressive for a GFR downing to the 30s stage IIIB.  Normal sodium, potassium, and acid base.  Normal calcium.  PTH elevated 135.  Minor increase of phosphorus 4.6.  A1c 5.8 and 5.9.  TSH normal.  Cholesterol, triglycerides well controlled, HDL at 50, LDL at 103. I do not see a recent urinalysis.  There is no kidney ultrasound.
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Assessment and Plan: CKD stage IIIB slowly progressive overtime, underlying hypertension, kidney ultrasound is needed including a postvoid bladder.  We will do also an arterial Doppler.  There has been a component of white-coat hypertension.  Unfortunately, she does not check at home.  Blood test to be repeated including urine sample to see if there is any activity for blood, protein or cells to suggest active glomerulonephritis or vasculitis.  Potentially, we might need to do a 24-hour blood pressure monitor as blood pressure likely is behind the present kidney abnormalities.  I did not change blood pressure medications.  She is already on maximal doses of lisinopril as well as the Coreg and Norvasc.  HCTZ recently decreased from 25 to 12.5 mg is being a steady dose for many years so I do not believe is behind in change of kidney function.  She is not on nephrotoxic medications.  We will see what the new testing shows.  Further recommendations to follow.

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

JOSE FUENTE, M.D.
JF/vv
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