

December 19, 2023
Dr. Terry Ball
Fax#:  989-775-6472
RE:  Johnson Wilson
DOB:  01/19/1940
Dear Terry:

This is a followup for Nancy who has chronic kidney disease, bilaterally small kidneys and hypertension.  Last visit in October.  Denies hospital admission.  Denies changes of weight or appetite.  No nausea, vomiting, dysphagia, diarrhea, bleeding or changes in urination.  No infection, cloudiness or blood.  No gross claudication symptoms or ulcers.  Denies chest pain, palpitation, syncope, orthopnea or PND.  Review of systems is negative.  She has been advised to add to her medications Crestor and Farxiga.  She has not done it yet.  She is on bicarbonate replacement for metabolic acidosis, remains on Lasix, lisinopril, potassium and anticoagulation with Eliquis, and antiarrhythmics with dofetilide, also Coreg as a rate control.

Physical Examination:  Weight 149 pounds.  Her voice is very soft and hoarse baseline.  No expressive aphasia or dysarthria.  No respiratory distress.  For the most part lungs and cardiovascular no major abnormalities.  No ascites, tenderness or masses.  No major edema or neurological deficits.  Blood pressure in the office by nurse remains high at 167/88 this needs to be checked at home.

Labs:  Chemistries however shows improvement, creatinine used to be 1.4 presently down to 1, anemia 11.2, large white blood cells 101.  Normal white blood cell and platelets.  Minor decrease of lymphocytes.  Normal sodium, potassium and acid base, low albumin 3.5.  Creatinine and GFR will be 56 stage III or better.  PTH elevated at 150, phosphorus in the low side.  Normal calcium.  Prior stool sample negative for blood, this was done because ferritin level of 30 with an iron saturation at 12.  She did receive iron, this is back in June.

Assessment and Plan:
1. CKD if anything improve, no progression and no symptoms of uremia, encephalopathy or pericarditis.  She has bilateral small kidneys likely representing hypertensive nephrosclerosis without evidence of obstruction or urinary retention.

2. Congestive heart failure with preserved ejection fraction with severe tricuspid regurgitation and associated pulmonary hypertension moderate at a pressure of close to 62 mmHg, clinically stable without evidence of respiratory failure or pulmonary edema or severe edema.
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3. Anticoagulation and anti-arrhythmic exposure secondary to atrial fibrillation.
4. Hypertension predominant systolic, in the office poorly controlled.  Continue checking at home.  We have space to increase lisinopril.  Monitor potassium and replace accordingly, careful use of diuretic, has a space to increase Coreg, sort of adding another blood pressure agent.
5. Anemia macrocytosis.  No external bleeding, not symptomatic.  No indication for treatment.
6. Probably a primary hyperparathyroidism given the low phosphorus and relatively normal upper calcium, this is probably out of proportion to renal failure, I favor primary level.
7. Low levels of iron deficiency without documented GI bleeding with presently stable hemoglobin.
8. Metabolic acidosis presently appropriately replaced.  Chronic change of her voice, this is not new, underlying asthma, COPD on inhalers.  All issues discussed with the patient.  I have no objections to use Farxiga, she told me that her A1c for diabetes apparently is running high.  I also have no objections to the use of cholesterol treatment in the case of Farxiga the other benefits for heart and kidneys discussed with the patient.
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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