

August 14, 2023
VA Saginaw
RE:  Leonard Barnett
DOB:  06/04/1948
Dear Sirs at VA:
This is a followup for Mr. Barnett who has chronic kidney disease and hypertension.  Last visit in February.  He was admitted local hospital in Midland from July 21 to July 31.  According to discharge papers with pneumonia, sepsis, COPD exacerbation, and hypertension.  He has prior history of lung cancer with lobectomy, squamous cell, type II heart attack, initially echocardiogram was running low ejection fraction, they recheck however is back to normal 67% for what medications like Plavix, Lasix, Jardiance has been discontinued by Jennifer Garcia from the CHF Clinic.  He did have hypoxemia that has resolved.  It is my understanding no bacteria was isolated.  He is on tapering dose, eventually off steroids.  Presently no oxygen at home.  He states to be eating well.  The only diet changes is low sodium.  No vomiting or dysphagia.  No diarrhea or bleeding.  No changes in urination.  In the hospital was diuresed 7 L.  Prior edema has resolved.  Denies claudication symptoms or changes of color of the toes.  Presently no chest pain or palpitation.  Does have chronic dyspnea.  Right now no purulent material or hemoptysis.
Medications:  Present medications metoprolol as the only blood pressure, otherwise on cholesterol, prostate, and bronchodilators.
In the hospital ejection fraction 38% with apical hypokinesia, this however has returned to normal at 67% August 8 with grade II diastolic dysfunction and mild degree of left ventricular hypertrophy.
Labs:  Most recent chemistries are the last day in the hospital July 31.  No anemia.  Normal white blood cell and platelets.  Creatinine 1.3 from a baseline 1.5 and 1.6.  Normal sodium, potassium, mild metabolic acidosis.  Normal calcium and albumin.  Minor increase of alkaline phosphatase transaminases with normal bilirubin.  Present GFR represents 57 stage III.
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Assessment and Plan:
1. CKD stage III clinically stable.  I do not see any change associated to COPD exacerbation, pneumonia, sepsis or type II heart attack.  There was low ejection fraction probably from stress that has returned to normal.

2. No gross anemia.

3. Normal electrolyte, mild metabolic acidosis.

4. Minor abnormal liver function test.

5. Prior smoker COPD, clinically no requiring oxygen, but does have stable dyspnea at rest.

6. Sleep apnea on treatment.

7. Peripheral vascular disease clinically stable, prior right-sided carotid endarterectomy.  We will monitor chemistries overtime.
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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