

April 13, 2022
Jon Daniels, PA-C

Fax#:  989-828-6853

RE:  Linda Recker
DOB:  06/15/1941

Dear Jon:

This is a followup for Mrs. Recker for diabetic nephropathy, renal failure, hypertension, congestive heart failure, predominance of right-sided, we see her in person, states not feeling too well, back pain towards the left-sided, chronic problems with swallowing, some abdominal discomfort mostly to liquids, some hemorrhoidal bleeding, prior benign polyps removed from colonoscopy, she has been told she has passing on swallowing test.  There has been no infection in the urine.  She has chronic chest pain, lightheadedness  but no syncope, stable dyspnea, two-pillow orthopnea.  No purulent material or hemoptysis.  Presently no edema.  Diabetes numbers are highs and lows.  She follows with congestive heart failure clinic Mrs. Garcia.

Medications:  Medication list is reviewed.  I want to highlight Bumex, Coreg, potassium replacement, anticoagulation with Eliquis.
Physical Examination: Today her weight is down to 147 previously 152, blood pressure however was high at 180/100 on the right-sided large cuff, there is bilateral JVD.  I do not see localized rales or wheezes, no gross arrhythmia, has a prior MAZE procedure for atrial fibrillation.  No gross arthritis or tenderness.  Today no major edema, chronically ill, but no severe respiratory distress.  Normal speech.  No facial asymmetry.
Labs:  The most recent chemistries in March creatinine is stable at 1.6.  No progression overtime with a GFR of 31 stage IIIB.  Electrolytes, acid base, nutrition, calcium, phosphorus normal and no anemia, few years back preserved ejection fraction, she does have however mitral valve regurgitation, tricuspid regurgitation, and severe pulmonary hypertension with dilated right ventricle and decreased ejection fraction.
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Assessment and Plan:
1. CKD stage III to IV.  No symptoms of uremia, encephalopathy, or pericarditis.  No decompensation of CHF.
2. Severe pulmonary hypertension with right-sided heart failure cor-pulmonale.  Continue diuretics, salt and fluid restriction.

3. Atrial fibrillation, ablation, MAZE procedure, anticoagulated.
4. Prior exposure to amiodarone discontinued.

5. Chronic dysphagia.

6. Severe mitral tricuspid regurgitation.

7. Proteinuria, but no nephrotic syndrome.
Comments:  Blood pressure in the office was not well controlled.  She blames this to being here in the office white-coat hypertension.  She was very anxious.  She is going to check it at home before further adjustments.  There is space to increase Coreg as needed and potentially adding a third agent.  Volume voice appears to be well controlled so I try not to change the Bumex.  There has been no need for adjustments on diet for potassium or bicarbonate replacement, phosphorus binders.  There is no evidence of anemia.  She does not require treatment for secondary hyperparathyroidism.  All issues are going to be followed overtime.

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.
JF/vv
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