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1. Chronic kidney disease stage II. This CKD has remained stable since the last visit and is related to nephrosclerosis associated with hypertension, hyperlipidemia and also rheumatoid arthritis. The most recent renal functions reveal a BUN of 16 from 19, creatinine of 0.87 from 0.99, and a GFR of 77 from 67. There is no evidence of activity in the urinary sediment or selective or non-selective proteinuria. The electrolytes have remained stable. The patient denies any urinary symptoms. We recommend continuation of the plant-based diet for optimal renal and overall health. 
2. Uncontrolled arterial hypertension with reading of 184/117. Per the patient, she has an extensive family history of uncontrolled hypertension leading to cardiovascular issues. She is currently taking metoprolol 50 mg daily and irbesartan 150 mg daily. However, her blood pressure remains uncontrolled. We suspect that this uncontrolled hypertension could be related to possible hyperaldosteronism as one of the differentials. Another differential includes renal artery stenosis. Rheumatoid arthritis may also play a role in this uncontrolled hypertension. To further evaluate the etiology, we will order renal artery Doppler ultrasound to rule out renal artery stenosis. We will also order renin aldosterone workup to calculate the ratio to determine if the patient has primary hyperaldosteronism. If there is any suspicion for hyperaldosteronism then we will follow up with CT scan of the adrenal gland to rule out hypertrophy or lesions. We also ordered bilateral carotid ultrasound to rule out carotid stenosis due to the patient’s complaints of severe headache and auscultation of a mild bruit in bilateral carotids. Furthermore, the patient does report occasional chest pain or chest tightness. She is not currently experiencing any chest pains at this moment. We will order an echocardiogram for further evaluation and to determine if the patient has left ventricular hypertrophy which would indicate longstanding hypertension. The patient states she does not currently follow with the cardiologist and she has not been her primary care provider in a while. We recommend that she follows up with the cardiologist for a cardiac workup to rule out any cardiac condition. We discontinued the irbesartan and started the patient on spironolactone 50 mg one tablet daily. We advised her to take half a tablet if her blood pressure drops too low or to increase the dosage to one and a half tablet if her blood pressure is uncontrolled despite taking the ordered dose of 50 mg daily. We also advised her to document her blood pressure readings twice a day so we may assess the trend. We discontinued the irbesartan due to the risk of hyperkalemia with the irbesartan and spironolactone. We advised the patient to call the office if she experiences any unusual or unfavorable side effects with the spironolactone or if her blood pressure remains under control despite titrating the medication upwards or downwards.
3. Vitamin D deficiency which has improved with the recent vitamin D25 level of 24. Continue taking the vitamin D supplementation.

4. Rheumatoid arthritis. She is currently taking hydroxychloroquine 200 mg daily which is managed by Dr. Torres Alexander, rheumatologist.
5. The patient is legally blind from birth and has vision only in the left eye. She follows with her ophthalmologist on a yearly basis.
We will reevaluate this case in four weeks with laboratory tests.
Sincerely,

_____________________________

Ketsia Aurelien, NP
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