

September 20, 2022
Dr. Freestone
Fax#:  989-875-5168
RE:  Linda Davis
DOB:  04/26/1948
Dear Dr. Freestone:

This is a followup for Mrs. Davis with chronic kidney disease.  Last visit in August.  For abdominal pain was supposed to have an EGD that was missed.  Weight and appetite are stable.  No vomiting or dysphagia.  No esophageal reflux.  Occasionally hemorrhoidal bleeding, but no diarrhea or gross melena.  No associated fever.  No urinary symptoms of cloudiness or blood or infection.  Does have frequency, nocturia and urgency but no incontinence.  Stable edema.  Denies chest pain or palpitation.  Does have dyspnea, underlying COPD, uses oxygen mostly at night 2 L, sometimes during daytime.  No purulent material or hemoptysis.  Unfortunately still smoking one pack per day.  No pleuritic discomfort.  No other associated bone or joint tenderness.  Review of systems otherwise is negative.
Medications:  Medication list is reviewed.  I am going to highlight the Norvasc, vitamin D125 and Lasix.
Physical Examination:  Today blood pressure 148 down to 0 on the right-sided sitting position, large cuff, underlying COPD, minor tachypnea, but oxygenation room air 94%.  Does have bilateral JVD, does have rhonchi and few wheezes, evidence of air trapping emphysema.  No arrhythmia or pericardial rub.  Obesity of the abdomen, no tenderness, about 3+ bilateral edema below the knees.

Labs:  The most recent chemistries August, creatinine at 2.19 with a normal sodium and potassium, elevated bicarbonate 35 likely from emphysema, COPD.  Normal calcium, in the upper side for low albumin of 3.1.  Liver function test is not elevated, glucose in the 150s, anemia 8.5.  Normal platelet count, known to have high PTH 325, reason for the vitamin D125, in August there was a low ferritin of 6 with an iron saturation of 5% at that time normal B12 and folic acid.  She needs iron replacement and potentially workup for gastrointestinal bleeding.  There has been no evidence of monoclonal protein in the urine, prior CT scan of chest, abdomen and pelvis this is from May, evidence of air trapping.  No ascites, enlargement of the gallbladder but no obstruction.  Liver was reported normal.  There is atherosclerosis of abdominal aorta but no aneurysm.  No kidney obstruction or urinary retention.  Bilateral renal cysts.
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Assessment and Plan:
1. Acute kidney injury that has resolved; however, she does not have normal kidney function.  She has advanced renal failure presently stage IV that we are going to monitor overtime.  Presently no indication for dialysis.  No symptoms of uremia, encephalopathy or pericarditis.
2. She does have iron deficiency anemia exacerbating her underlying dyspnea from COPD, needs intravenous iron before we can do EPO treatment.  Consider stool sample to rule out gastrointestinal bleeding.  She missed an appointment for EGD, plus minus colonoscopy.
3. Smoker COPD.
4. Evidence of severe atherosclerosis documented on CAT scan aorta, but also on physical exam you can feel the blood pressure all the way down to 0, typical for atherosclerosis.
5. Respiratory failure on oxygen.
6. Bilateral small kidneys, which likely represent hypertensive nephrosclerosis plus minus renal artery disease; however, they are too small for any interventions.
7. No activity in the urine for blood, protein or cells to suggest active glomerulonephritis or vasculitis.
8. Normal ejection fraction probably hypertensive cardiomyopathy, mild degree of diastolic dysfunction, reported sclerosis of aortic valves although no reported stenosis.
9. All issues discussed with the patient.  Come back in the next few months.
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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