

October 5, 2022

Dr. Ernest

Fax#: 989-466-2574

RE:  Brian Dancer

DOB:  07/25/1953

Dear Dr. Ernest:

This is a followup for Mr. Dancer who has progressive advanced renal failure, underlying diabetes, and hypertension.  Last visit in July.  No hospital visits.  Retaining fluid from 165 up to 176.  Trying to do salt and fluid restrictions according to family member.  Denies vomiting or dysphagia.  Soft stools, but no diarrhea or bleeding.  Stable dyspnea.  No oxygen.  Diagnosed with sleep apnea to do titration soon and then starting machines every night.  Denies purulent material or hemoptysis.  He has nocturia three to four times, but no incontinence, infection, cloudiness or blood.  Denies chest pain, palpitation, or syncope.  No localized pain or rashes.  Review of system negative.

Medications: Medication list is reviewed on Lasix, lisinopril, diltiazem, and Norvasc.

Physical Exam:  Today, blood pressure 152/66.  No localized rales or wheezes.  No consolidation or pleural effusion.  There is bilateral JVD.  No gross arrhythmia or pericardial rub.  Some dullness and distended abdomen question ascites.  No rebound or tenderness.  2+ edema below the knees bilateral.  No cellulitis or ulcers.  Hard of hearing, but no gross focal deficits.

Labs: Creatinine progressively rising 2018 between 1.5 and 1.7, June 2022 2.1, September 3.3., present GFR 19 which is stage IV and normal sodium and potassium. Metabolic acidosis down to 20 with a high chloride of 110.  Low albumin from proteinuria probably nephrotic syndrome.  Corrected calcium low normal.  Phosphorous not elevated.  PTH high 263.  Anemia 8.8.  Normal white blood cells and platelets.  Immunofixation normal.  No clonal protein.  Reticulocytes in the low side at 70,000.  Protein-to-creatinine ratio high at 4.5 suggestive of nephrotic range proteinuria.  Normal size kidneys.  No obstructions.  Testing for renal artery stenosis non-diagnostic as they could not visualize the arteries technically was difficult.  There has been no reported severe urinary retention.
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Assessment and Plan: 

1. Progressive renal failure presently stage IV and the background of diabetes and hypertension.  This very well could be diabetic nephropathy with nephrotic range proteinuria and syndrome.  There has been minor increase of both Kappa and lambda probably from renal failure nothing to suggest overt plasma cell disorder and multiple myeloma.  We will do some extra serologies.  Discussed the meaning of advanced renal failure and he is facing potential dialysis.  He will go to the predialysis classes and needs an AV fistula.  Blood test to be done every two weeks.  I am going to stop lisinopril despite the proteinuria.  If the kidney changes are rapid clinical evidence suggesting right-sided heart failure and echocardiogram to be requested.  We will do a 24-hour urine collection.  There is a difference between blood pressure here in the office and at home.  We will check blood pressure machine.  Come back in a month.

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/BP
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