

June 19, 2022
Dr. Moon
Fax#:  989-463-1713
RE:  David Hudecez
DOB:  02/23/1956
Dear Dr. Moon:

This is a followup for Mr. Hudecez who has advanced renal failure, diabetes, hypertension, CHF, and pleural effusion.  Last visit in May.  Comes in person with parents.  Since the last visit he has persistent edema, shortness of breath evaluated in the emergency room after being in the office with Dr. Ali, cardiology.  Weight at home around 256.  He is trying to do salt and fluid restriction.  The day of visit June 14, he fell at home, lost balance, but no loss of consciousness, overall weakness but no focal deficits.  There is some degree of dizziness on activity.  Denies vomiting or dysphagia.  No diarrhea or bleeding.  Denies incontinent of urine, cloudiness or blood.  No infection.  No chest pain or palpitation.  No gross pleuritic discomfort.  Some cough.  No purulent material or hemoptysis.
Medications:  Medication list is reviewed.  Presently on Norvasc, aspirin, vitamin D125, Celexa, Allegra, Lasix 40 mg per day, glimepiride, metoprolol, recent attempts to increase the dose to 75 twice a day cause significant bradycardia so he has returned to 50 twice a day, on Singular, Renvela, Zocor, and bicarbonate.  No antiinflammatory agents and prior Cardura was discontinued.
Physical Examination:  Today blood pressure 118/52 on the right, 100/40 of the left, chronically ill, morbid obesity 256, bilateral JVD, bilateral carotid bruits, loud aortic systolic murmur, two-third pleural effusion right-sided clear on the left.  No pericardial rub, obesity of the abdomen, no ascites or tenderness, 3+ edema below the knees, some degree of muscle wasting, pallor of the skin and some bruises.  No focal deficits.  No tremors.
Labs:  The last echocardiogram preserved ejection fraction 65%.  They could not see very well the aortic valve in that exam because of the body size of the patient, actually most of the valves could not be seen because of the same reason.
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The last chemistries from the emergency room visit on June 10, in that opportunity anemia 9.1 with a normal white blood cell and platelets, MCV of 91, creatinine up to 3.8 usually is around 3 or below.  If this will be a steady state GFR of 16 stage IV to V, low-sodium 136, high potassium of 5, metabolic acidosis of 19, low albumin of 3, corrected calcium in the low side, elevated alkaline phosphatase, other liver function test is not elevated, high ProBNP 2300, high magnesium 2.8, troponin not elevated.  He is known to have protein in the urine but no blood.  I do not see any recent iron studies.  He has been sinus rhythm on the EKG in the emergency room.  I reviewed notes from Dr. Ali, the emergency room notes and the prior admission to the hospital from April 29th to May 2nd.
Assessment and Plan:
1. Progressive chronic kidney disease likely represented a component of cardiorenal syndrome.  Continue salt and fluid restriction, diuretics, repeat chemistries, consider dialysis.
2. Liver cirrhosis.
3. Congestive heart failure with preserved ejection fraction.  Cardiac cath non-obstructive coronary artery disease but high pressures.
4. Secondary hyperparathyroidism on treatment vitamin D125.
5. Anemia, update iron studies, B12 and folic acid, potential EPO treatment.
6. Presently normal platelets but previously low levels.
7. Proteinuria however not in the nephrotic range.
8. Loud aortic systolic murmur, carotid bruits, unfortunately the echocardiogram could not visualize the valve overall in detail.
9. Morbid obesity.
10. We will see what the new chemistry shows.  Follow up in the next few weeks and dialysis as needed.
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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