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DISPOSITION AND DISCUSSION:

1. This is the clinical case of an 80-year-old white male that has been referred to this office by Dr. Riaz, the oncologist, because of deterioration of the kidney function. The patient has a history of a serum creatinine of 1.5 on 11/10/2021 and on 12/22/2021, the serum creatinine went up to 2 and a BUN of 40 and, for that reason, the patient was referred to this practice for evaluation and therapy. During the latest determination of the chemistry, the potassium was 5.4, the albumin 3.6 and there was normal AST and ALT, but persistent elevation of the alkaline phosphatase to 216.

2. His past history includes diabetes mellitus, hypertension, hyperlipidemia, BPH, gout, gastroesophageal reflux disease and stage III kidney disease. In the middle part of November 2021, the patient was admitted to the hospital with some shortness of breath and he was hypotensive and, after investigation, a gram-negative role was found in the blood. The patient was anemic with the presence of positive blood in the stool. A CT scan revealed the presence of liver cirrhosis and splenomegaly. An EGD revealed portal hypertension with bleeding esophageal varices; one of them was banded. The patient recovered progressively. He was discharged and has been steady as outpatient. When admitted to the hospital, the patient had a thrombocytopenia of 46,000. The B12, serum iron and folic acid were normal. The serum protein electrophoresis with immunofixation failed to show any M spike. The kappa/lambda light chain ratio was normal and the hepatitis panel was negative. The urinalysis had a pH of 5, specific gravity of 1.023, normal glucose, normal bilirubin, negative for ketones and negative for blood, trace of protein, nitrites negative, leukocyte esterase negative, and urobilinogen was normal. The ultrasound of the kidneys, the right kidney is 12.8 cm in length and there is no evidence of abnormalities in the parenchyma as to suggest calcifications or stones, the thickness of the cortex was normal. The left kidney with a cortex that is completely normal. There is no evidence of increased echogenicity and a cyst was found. My impression is that this patient has a CKD that is stage III with an estimated GFR that has decreased from the upper 30s to the low 30s and that is most likely associated to hemodynamic changes. The BUN creatinine ratio is increased suggestive of decreased effective intravascular volume. I doubt that in the presence of a normal sediment and without significant proteinuria, this patient has parenchymatous renal disease of a kidney dysfunction associated to kidney and liver disease.

3. The patient has anemia that is mild that is associated to blood loss as found in the EGD; esophageal varices and evidence of portal hypertension.

4. The patient has liver cirrhosis. The etiology of liver cirrhosis is to be found. The patient is evaluated by Dr. P.J. Patel. Explanations that could be considered as part of the differential fatty liver, autoimmune process. The serology for hepatitis is negative and the patient does not drink alcohol.

5. Thrombocytopenia and pancytopenia associated to the liver disease.

6. Arterial hypertension that at the present time is under control.

7. History of gout that without any doubts is playing a role in the deterioration of the kidney function at the CKD stage IIIB.

8. Skin cancer.

9. Diabetes mellitus without complications. Hemoglobin A1c has been under control. We are going to see this patient after the blood work that is going to be done in a couple of weeks. We are going to assess PTH, vitamin D, and repeat the protein creatinine ratio. We are going to get a uric acid level. We are going to request sedimentation rate, C-reactive protein and ANA with titer.

Thanks a lot for your kind referral. We are going to reevaluate the case in a month. The patient was given the following parameters: a salt restriction of 2 g in 24 hours, a fluid restriction of 45 ounces in 24 hours, and a low protein diet. We gave the printed information regarding the diet that we want him to follow taking into consideration diabetes mellitus.

We invested 25 minutes reviewing the referral and the admissions to the hospital, 45 minutes in the face-to-face conversation and 15 minutes in the documentation.

 “Dictated But Not Read”

_______________________________

Fabio H. Oliveros, M.D.

FHO/gg

010455
