

May 11, 2022
Dr. Gaffney
Fax#:  989-607-6875
RE:  Debora Williams
DOB:  09/13/1952
Dear Dr. Gaffney:

This is a followup for Mrs. Williams who has chronic kidney disease and hypertension.  Last visit in February.  The patient comes in person.  Denies hospital admission.  Denies nausea, vomiting, dysphagia, diarrhea, or bleeding.  She smokes one pack per day with chronic dyspnea and cough clear sputum without purulent material or hemoptysis.  She has chronic frequency and nocturia but no cloudiness or blood.  Sleep apnea at night, some degree of orthopnea, many days sleeps in the couch although this is stable overtime.  No chest pain, palpitation or syncope.  Review of systems is negative.
Medications:  Medication list is reviewed.  I will highlight beta-blockers and HCTZ for blood pressure, on bronchodilators for COPD, narcotics.  No antiinflammatory agents.

Physical Examination:  Weight is 185, previously 182 and 186, blood pressure 180/86 on the right, 192/84 on the left, COPD abnormalities, prolonged expiratory phase, few rhonchi, distant breath sounds.  No consolidation or pleural effusion.  Appears regular.  A loud aortic systolic murmur.  No pericardial rub.  No gross abdominal distention, ascites, tenderness or masses.  I do not see gross edema.

Labs:  The most recent chemistries, no anemia.  Normal platelets, low vitamin D25 at 7.  Normal TSH, low HDL, elevated LDL.  No significant amount of blood or protein in the urine.  There were few bacteria.  Normal electrolytes and acid base, creatinine 1.08, which is actually an improvement she was 1.46 and 1.23.  Calcium, albumin, and liver testing normal, GFR of 53.

Assessment and Plan:  CKD stage III, actually improvement overtime.  No symptoms of uremia, encephalopathy or pericarditis.  Blood pressure remains poorly controlled, predominant systolic.  She has documented infrarenal abdominal aortic aneurysm 4.3.  There is near complete occlusion of the right renal artery that kidney however is atrophic, left-sided was considered open.  There is enlargement of the spleen.  Given the atrophy of the kidney and the potential risk of intervention, we will continue medical management.
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ACE inhibitors will be the first option; however, there is likely to cause significant renal failure.  We will adjust medications.  She needs to check it at home to document that truly is this high, she thinks is much better at home.  We might need to add calcium channel blockers.  I probably will not increase further the beta-blockers because of the underlying COPD.  We will monitor chemistries overtime.  She needs to call me with blood pressure, otherwise I cannot adjust it.
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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