

August 20, 2025

Cora Pavlik, NP
Fax#:  989-842-1110

RE:  John Palmer
DOB:  02/23/1983

Dear Cora:

This is a followup for Mr. Palmer with advanced renal failure, renal biopsy findings of advanced diabetic glomerulosclerosis with interstitial fibrosis and tubular atrophy as well as arterial disease.  Last visit was in May.  He was evaluated at Midland for chest pain question atypical.  Apparently no heart attack.  He was given Coreg, but blood pressure dropped.  He denies nausea, vomiting or dysphagia.  No diarrhea or bleeding.  No changes in urination.  No gross edema, claudication or ulcers.  No discolor of the toes.  Presently no chest pain, palpitations, dyspnea, orthopnea or PND.
Review of Systems:  Negative.
Medications:  Medication list is reviewed.  I want to highlight the Bumex, hydralazine, nitrates, Aldactone and losartan.  He was called by cardiology and he is going to try lower dose of Coreg presently 6.125 mg twice a day.  The dose of nitrates was also increased from 30 mg to 60 mg.  He remains on insulin pump and cholesterol.
Physical Examination:  Present weight 206 and blood pressure by nurse 150/89.  Alert and oriented x3.  No respiratory distress.  No arrhythmia.  No pericardial rub.  Stable edema.  No cellulitis and nonfocal.
Labs:  Chemistries August, stable anemia 10.4, creatinine 3.6 representing a GFR 21 stage IV.  Minor low sodium, high potassium and metabolic acidosis.  Low albumin from proteinuria.  Phosphorus at 4.8.  Glucose well controlled.
Assessment and Plan:  CKD stage IV almost V, progressive biopsy findings of diabetic glomerulopathy.  Needs to prepare for dialysis.  He found the dialysis class very informative and helpful.  He is considering home treatment, has not decided if hemo versus PD, looks like he is more inclined to hemo at home.  He understands that we need to have an AV fistula.  We also discussed about referring him to a transplant center.  He needs to choose which one.  At Michigan it takes five to six years to the waiting area, but he can start diagnostic evaluation and be active on the list even before being on dialysis.
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He understands that we start dialysis base on symptoms and GFR less than 15.  The treatment for anemia when hemoglobin is less than 10 considering appropriate iron levels.  We are going to monitor the low sodium that represents extra free water, the high potassium the importance of diet for the time being on losartan not maximal dose.  The CO2 level drops less than 20 explained the reason why.  The proteinuria explains the albumin and phosphorus at 4.8 more than that we will have to start binders.  Labs will be done in a monthly basis.  For this recent atypical chest pain I will not oppose to increase the Coreg appropriately.  We can always minimize or stop hydralazine.  I will try not to change the losartan, Aldactone and diuretics.  Continue diabetes cholesterol management.  Continue to follow.

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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