

May 19, 2025
Dr. Andrew Messenger
Fax#:  989-224-0951
RE:  Lila Lawrence
DOB: 07/26/1935
Dear Dr. Messenger:
This is a followup for Lila with chronic kidney disease.  Last visit in December.  No hospital emergency room.  Stable weight and appetite.  No vomiting or dysphagia.  Constipation, no bleeding.  No melena.  No urinary symptoms.  Chronic incontinence and frequency.  No infection, cloudiness or blood.  Denies chest pain, palpitation, dyspnea, orthopnea or PND.  Some knee arthritis.  The patient gets help to take care of husband who has medical issues with son.  Blood pressure at home apparently okay.
Medication:  Medication list review.  I want to highlight the diltiazem, clonidine, Avapro and HCTZ.

Physical Examination:  Present weight 117 stable and blood pressure in the upper side 150/84 by nurse.  I notice atrial fibrillation in the 140s irregular.  Lungs are clear.  No pericardial rub.  No respiratory distress.  Normal speech.  She is blind from the left eye.  Right eye normal movement.  No gross edema.  Nonfocal.
Labs:  Most recent chemistries May, creatinine 1.64.  Electrolytes and acid base normal.  Nutrition, calcium and phosphorus normal.  Present GFR 30 stage IIIB to IV.  Low level protein in the urine 0.237.  Anemia 12.  Normal iron saturation.  Low normal ferritin.  Glucose in the 160s.  Urinalysis trace of protein, no blood.
Assessment and Plan:  Chronic kidney disease appears to be stable stage IIIB to IV likely hypertensive nephrosclerosis.  Kidneys normal to low normal without obstruction.  Minor degree of postvoid residual in the lower 100s.  Renal Doppler negative for renal artery stenosis.  No symptoms of uremia.  Present electrolytes, acid base, nutrition, calcium and phosphorus normal.  Minimal proteinuria.  No nephrotic syndrome.  Anemia without external bleeding.  Does not require any EPO yet.  The new finding is this atrial fibrillation, she does not recall prior abnormalities.  I look in the computer nothing reported.  I explained to the patient’s family what is the atrial fibrillation, the treatment that involves, rate control, anticoagulation at some point potentially cardioversion antiarrhythmics, the risks of thromboemboli.  Presently not symptomatic.  I still believe she needs to be evaluated in the emergency room.  Adjust medications, probably admitted for rate control and further workup.  They are agreeable to go to the emergency room.  They chose to go Midland.
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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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