

March 30, 2022
Dr. Gaffney
Fax#:  989-607-6875
RE:  Julie Parrish
DOB:  12/29/1959
Dear Dr. Gaffney:

This is a followup for Mrs. Parrish who has chronic kidney disease, diabetes, and hypertension.  Last visit in December.  Denies hospital admission, has chronic back pain, but she still managed to do some work at home as well as on her yard.  Denies the use of anti-inflammatory agents.  Weight and appetite stable.  No vomiting or dysphagia.  No diarrhea or bleeding.  Good urine output.  No infection, cloudiness or blood.  Presently, no edema, claudication symptoms.  Denies chest pain, palpitation, dyspnea, orthopnea or PND.  Denies recurrence of gout.  Family is on a spring break and it is very stressful for her.
Medications:  Medication list is reviewed.  I will highlight metoprolol as the only blood pressure treatment; otherwise, on diabetes treatment and allopurinol.
Physical Examination:  Blood pressure today was running high 161/99.  Weight up to 196, previously 192.  There is no respiratory distress.  Normal speech.  Alert and oriented x3.
Laboratory Data:  Chemistries in March, creatinine 1.69 which is baseline, present GFR 33 stage IIIB. Potassium elevated 5.1.  Normal sodium acid base.  Calcium in the upper normal.  Normal albumin.  Liver function tests not elevated.  Normal phosphorus.  Elevated triglycerides.  Normal TSH, vitamin D 25.  No anemia.  Normal cell count and platelets.  Diabetes A1c at 8.1. Low-level albumin in the urine at 45 being normal less than 30.  Urinalysis negative for blood.  There were bacteria, but white blood cells less than 2.
Assessment and Plan:
1. CKD stage IIIB stable over time and no symptoms of uremia, encephalopathy, pericarditis or pulmonary edema.
2. Diabetes with low level proteinuria, probably diabetic nephropathy, no nephrotic range.
3. High potassium, off ACE inhibitors, not symptomatic, discussed about diet.
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4. Asymmetry of the right kidney comparing to the left; right larger 12.4 comparing to the left 9.9. However, the arterial Doppler shows that the good-sized kidney has a high peak systolic velocity close to 180, which is considered diagnostic.  We are planning to repeat this Doppler in the next few months; if persistently elevated, we should consider doing a renal arteriogram for stenting.  She has high risk for renal artery stenosis.
5. She is going to do this the end of April.  She will continue chemistries on a regular basis.  She understands that protecting kidneys means aggressive diabetes and blood pressure control and trying to reverse whatever potential factors that we found like renal artery stenosis.  Avoiding anti-inflammatory agents.  All issues discussed with the patient.
All of the above issues were discussed with the patient.  Education provided and questions answered to the patient's satisfaction.  Patient verbalized understanding.

Sincerely,

JOSE FUENTE, M.D.
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