

March 22, 2022
Katelyn Geitman, PA-C

Fax#:  989-775-1640

RE:  Kirk Miller
DOB:  12/20/1949

Dear Mrs. Geitman:

This is a followup for Mr. Miller who has chronic kidney disease, hypertension, history of gout and blood protein the urine.  Last visit in August 2021.  No hospital admission.  Weight and appetite are stable.  No vomiting or dysphagia.  No diarrhea or bleeding.  Good urine output.  No gross hematuria, minor nocturia 1 to 2 times, no incontinence.  Presently no leg edema, ulcers, claudication symptoms or discolor of the toes.  Denies chest pain, palpitations or syncope.  Denies gross dyspnea, orthopnea or PND.  No smoking.  No recurrence of gout.  Review of systems is negative.
Medications:  Medication list is reviewed.  Notice off the allopurinol, blood pressure lisinopril/HCTZ, as needed colchicine.  No antiinflammatory agents.

Physical Examination:  Alert and oriented x3.  Normal speech.  No respiratory distress.  Weight up 182, previously 175.  Blood pressure 116/68.

Labs:  Most recent chemistries in March, creatinine 1.8 which has been stable overtime.  Present GFR is 37 stage IIIB, minor decrease sodium at 136, upper normal potassium.  Normal acid base, calcium is elevated 10.9 higher than baseline, phosphorus low normal.  Normal white blood cell and platelets.  Hemoglobin high 16.5.  Normal albumin.  No recent urinalysis, previously trace of blood, negative for protein, no recent uric acid, many years back PTH was elevated although that can go with the renal failure.  At that time however calcium was normal.

Prior ultrasound normal size kidneys without obstruction and no urinary retention.
Assessment and Plan:
1. CKD stage IIIB, stable overtime.  No symptoms of uremia, encephalopathy, pericarditis, or volume overload.  No indication for dialysis.
2. Low level hematuria, not progressive, prior negative kidney ultrasound.
3. Hypertension if anything in the low side, not symptomatic.
4. Chronic low sodium concentration likely from HCTZ.
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5. Hypercalcemia could be exacerbated by the use of HCTZ, cannot rule out primary hyperparathyroidism not just PTH abnormalities from advanced renal failure.  We are going to repeat chemistries including PTH.  We might need to stop the HCTZ that will also take care of the low-sodium.  We will have to monitor blood pressure although is running in the low side.  All issues discussed with the patient.
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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