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DISPOSITION AND DISCUSSION:
1. This is the clinical case of a 66-year-old African American male that is a patient of Ms. Esmeralda Gonzales, ARNP referred to this practice because of the presence of left adrenal adenoma. This patient has a history of kidney disease ever since he was little. He remembers going to Lakeland Hospital for the care of what he called a nephrosis, but eventually this kidney disease disappeared and the patient was told that the kidney function was normal. He has a lengthy history of arterial hypertension that does not go back to the younger years. This is in the last 10 years that the patient has hypertension and he was diagnosed with type II diabetes. He gained a significant amount of weight after he quit smoking 10 years ago. He has a history of gastroesophageal reflux disease and BPH as well. The patient has a COVID 19 infection with pneumonia in the middle part of 2022 and at that time there was in an incidental discovery of left adrenal adenoma. The patient developed pulmonary symptoms. Recently was referred to emergency room. A CT angiogram of the chest was done and the left adrenal adenoma has been present and is without any change in the six months to a year period of time. However it has been checked. His adenoma is less than five Hounsfield units in attenuation. We had the opportunity to review the laboratory workup. This patient has a normal kidney function. The serum creatine is 1.3, BUN 18 and estimated GFR 59 mL/min. At the time of that determination that was done on 05/12/2013 the patient had a fasting blood sugar of 127, but in reviewing the old chart this patient has had a hemoglobin A1c between 8 and 10 most of the time. So as a conclusion there is hyperfiltration and this is not a real number. The patient had a albumin -to-creatinine ratio on 06/25/2023 and was just 43. There is no evidence of significant proteinuria in this particular case with normal kidney function. 

2. The patient has a left adrenal adenoma that has to be evaluated. We are going to repeat a dedicated CT scan to the adrenal glands and we are going to order the determination of serum cortisol, serum aldosterone, plasma renin activity, and plasma metanephrines with fractionation and aldosterone plasma renin activity ratio.

3. The patient has arterial hypertension. This arterial hypertension is 173/88 in the presence of BMI of 36 with body weight of 245 pounds. The patient has blood sugar way out of control. All these factors were discussed with the patient. The need for him to decrease the sodium intake was established and no more than 2000 mg of sodium were recommended in 24 hour. A fluid restriction of 50 ounces in 24 hours was also the recommendation and plant-based diet. The patient seems to understand the discussion and that was in surprise, which is rewarding. Hopefully, we will be able to accomplish some improvement of the condition by behavioral changes. This patient is taking amlodipine and lisinopril. Diuretic has not been ordered and it will not be ordered until we get the determination of aldosterone and renin.

4. Diabetes mellitus well out control. At the present time he is taking glipizide 20 mg daily, metformin 500 mg p.o b.i.d and pioglitazone 50 mg once a day. Also the consideration is lack of attention in the diet. Hopefully we will be able to control and improve the condition before the manipulation of medicines.

5. BPH. The patient is taking tamsulosin. He has nocturia x 3. We will reevaluate the case in four to six weeks with laboratory workup and the CT that has been ordered.

We are going to send copies of the dictation to Ms. Gonzales. Thank you for your kind referral.

We invested 20 minutes reviewing the referral, 30 minutes in the face-to-face and physical examination and 7 minutes in the documentation.
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