

December 19, 2023
Dr. Ann Marie Wiggins
CMU Health

RE:  Steven Edwards
DOB:  02/16/1959
Dear Dr. Wiggins:

This is a followup for Mr. Edwards who has abnormal kidney function.  I saw him in the hospital November 25.  At that time acute on chronic renal failure, prior left-sided hydronephrosis and probably pyelonephritis exposed to antibiotics, prior nephrostomy tube, history of bladder cancer with resection, radical cystectomy robotic assistant with an ileal conduit.  Since I saw him he was admitted again being discharged on December 15.  In this opportunity because of severe hypoglycemia thought to be related to glimepiride will long-acting effect, it took a number of days to correct the problem.  He presently has a good appetite.  He does not believe there has been a change of weight.  Denies vomiting, dysphagia, or abdominal pain.  He has been having soft stools day and night frequently without any bleeding.  He has been exposed to a number of antibiotics.  Presently no fever.  Urine output through the ileal conduit without any bleeding, good volume. Presently no edema.  No chest pain, palpitation or increase of dyspnea.  Other review of system is negative.
Medications:  I reviewed discharge medications.  I will mention that he was placed on metformin, Norvasc, atenolol, supposed to take doxycycline, but apparently he is not, gemfibrozil, megestrol, Prilosec, Zofran, Xarelto, bicarbonate replacement, they stopped glimepiride, previously Eliquis discontinued and metoprolol discontinued.  Oral intake is slowly improving.  Mental status back to normal.  No permanent neurological sequelae.  CT scan with evidence of left-sided hydronephrosis and probably pyelonephritis, the hydronephrosis is a chronic problem.  Evidence of thickening of the rectum with perirectal inflammation which is unchanged from previously.  Incidental gallbladder stones.  Liver is enlarged with hepatic cyst.  Isolated increase of lipase but no pancreatic abnormalities.  At that time creatinine was as high as 2.28, at the time of discharge 1.48.  On prior admission I discontinued ARB Diovan.
Physical Examination:  Today weight of 202, blood pressure by myself 92/56 on the right, I changed blood pressure cuff a different device persistently low 90/60.  No localized rales or wheezes.  No consolidation or pleural effusion.  He has atrial fibrillation rate less than 90.  No pericardial rub.  Ileal conduit without tenderness.  No abdominal distention.  No edema.  No focal deficits deficit.
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Labs:  Chemistries from December 14 at the time of discharge low sodium 130.  Normal potassium, metabolic acidosis 20.  Poor nutrition, low protein and albumin.  Liver function test is not elevated.  There was anemia 10.5 with a normal white blood cell and platelets.  They did a cortisone level which was appropriately high 24, this was fasting without stimulation.  There has been also a PET scan done, which the report is pending, this was done yesterday.  The CT scan of the abdomen and pelvis as indicated above for the left-sided hydronephrosis, inflammatory changes.  A recent CT scan of the head, no acute process.  He has known arachnoid cyst.
Assessment and Plan:
1. Recent acute on chronic renal failure associated likely to prerenal state, clinically improved.  Monitor overtime to assess stability.  No indication for dialysis.  No symptoms of uremia, encephalopathy or pericarditis.

2. Severe low blood pressure.  Discontinue Norvasc, remains on beta-blockers because of atrial fibrillation.  Monitor blood pressure at home, some of this goes with weight loss, poor oral intake, antibiotic exposure and presence of diarrhea.

3. Ileal loop because of bladder cancer, awaiting results of PET testing.
4. Rectal inflammatory changes probably from antibiotic exposure with persistent severe diarrhea.  Given the antibiotic exposure, low threshold for C. diff colitis.  No evidence of acute abdomen today.
5. Recent hypoglycemia from poor nutrition, oral intake and effect of prolonged glimepiride half life in advanced renal failure acute on chronic.

6. Atrial fibrillation with rate control, anticoagulated with Xarelto.

7. Metabolic acidosis on bicarbonate replacement.  We will monitor chemistries.  Discontinue the Norvasc.  All issues discussed with the patient at length, prolonged discussion.

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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