

October 4, 2023

Dr. Kurt Anderson
Fax#: 989-256-3307
RE:  Augusta Davis
DOB:  02/18/1950
Dear Dr. Anderson:

This is a followup for Mrs. Davis with chronic kidney disease, diabetic nephropathy, and hypertension.  Last visit in May.  She developed bruise on the left calf Achilles tendon.  MRI to be done tomorrow.  I have no objection for IV contrast despite the renal failure as the new second third generation MRI contrast is safer with very low recent for systemic sclerosis.  She was just doing simple physical activity.  She is still able to walk.  There is no limitation of movement for weakness.  Does have however feeling tired all the time and sleepy.  Eating well, but has lost weight from 195 to 185 pounds.  She has already an AV fistula on the left-sided, but she is not quite ready to be used.  Surgeon Dr. Smith.  Denies vomiting, dysphagia, or abdominal pain.  There is frequent diarrhea.  No bleeding.  Sometimes incontinent of stools.  No changes in urination, cloudiness or blood.  Presently, no gross edema.  Denies chest pain, syncope, increase dyspnea, orthopnea or PND.  Review of system otherwise is negative.
Medication:  Medication list reviewed.  I want to highlight calcium acetate, phosphorus binders, vitamin D125, otherwise hydralazine, beta-blockers, diabetes, cholesterol management.  No antiinflammatory agents.
Physical Exam:  Today blood pressure 189/86 and at home 136/86.  I do not hear any rales, wheezes, consolidation or pleural effusion. There is a systolic ejection murmur probably aortic valves appears regular.  No pericardial rub.  Obesity of the abdomen.  No tenderness.  About 2+ bilateral edema.  There is bruise around the Achilles tendon left-sided extending into the lateral aspect of the foot.  However, dorsiflexion, plantar flexion of her walking is limited by pain but not weakness
Labs: Most recent chemistries, which are from October, creatinine 2.5 slowly progressive  for a GFR of 20, stage IV potassium elevated at 5, metabolic acidosis 21 with high chloride 112, normal sodium, low albumin, corrected calcium upper normal, normal phosphorus, normal white blood cell and platelets, and anemia 9.3.
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Assessment and Plan:
1. CKD stage IV probably diabetic nephropathy on top of hypertensive nephrosclerosis, and small kidneys.  No overt symptoms of uremia, encephalopathy, or pericarditis.  Left-sided AV fistula is developing, but is not quite ready to be used.

2. Hypercalcemia.

3. Metabolic acidosis with high chloride.

4. Poor nutrition and low albumin.

5. Anemia without external bleeding.  Increase Aranesp.  Most recent ferritin relative deficiency, ferritin was 119, saturation 9%.  We discussed about intravenous iron.

6. Prior history of gout.

7. Continue phosphorus binders, restricted diet.

8. Secondary hyperparathyroidism on treatment.

9. Minimal effort trauma probably rupture muscle ligaments on the left ankle as indicated above proceed with MRI.  I will not prevent the use of IV contrast if is going to given more information.  We will start dialysis based on symptoms.  Usually people will be around GFR 10 to 12.  All issues discussed at length with the patient.  In terms of the heart murmur, she follows with cardiology and apparently echo has been negative, on a three-day monitor no major arrhythmia.  Plan to see her back in the next few months.
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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