

December 12, 2023
Mary Stunner
RE:  Karel Whitfield
DOB:  10/16/1951
Dear Mary:

This is a followup for Mrs. Karel who has chronic kidney disease.  Last visit September.  No hospital admission.  Good appetite, has gained weight.  Denies vomiting, dysphagia, diarrhea or bleeding.  No infection in the urine.  She sleeps through the day, active through the night, which is not new for her.  Denies chest pain, palpitation, or syncope.  Denies orthopnea or PND.  She is hard of hearing.  She follows with hematology.  No plans for any chemotherapy, has monoclonal gammopathy, plans for upcoming plastic eyelid surgery probably early 2024 for droopy eyes, however she is not complaining of double vision, compromised eyesight.  Other review of system is negative.

Medications:  Medication list is reviewed.  She is herself weaning her from Plaquenil, remains on insulin 70/30, they started on Trulicity, off Victoza, cholesterol treatment, no blood pressure medicines.
Physical Examination:  She states that blood pressure at home is okay, here in the office is running high 123/95.  Alert and oriented x3.  No respiratory distress.  Respiratory and cardiovascular normal.  Overweight of the abdomen, no tenderness, no edema or neurological deficits.
Labs:  Chemistries December, creatinine 1.27, which is better than 1.5, present GFR 45 stage III.  Normal sodium and potassium.  There is metabolic acidosis with high chloride.  Low albumin with upper normal calcium, normal phosphorus and anemia 12 with a normal white blood cell and platelets.
Assessment and Plan:
1. CKD stage III.  No evidence of progression.  No symptoms of uremia, encephalopathy or pericarditis.  She does have bilateral small kidneys probably hypertensive nephrosclerosis without evidence of obstruction or urinary retention.  Continue to monitor overtime.
2. Metabolic acidosis with elevated chloride out of proportion of chronic kidney disease.  If persistent bicarbonate below 20, consider sodium bicarbonate 650 mg twice a day.
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3. Anemia without external bleeding, presently not symptomatic with evidence of macrocytosis.
4. Low level proteinuria non-nephrotic range.
5. Monoclonal gammopathy IgA Lambda without evidence of multiple myeloma.
6. Exposure to Topamax to some extent causing proximal renal tubular acidosis.
7. Diabetes and probably also a component of diabetic nephropathy.  Continue to monitor.  Come back in six 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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