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DISPOSITION AND DISCUSSION:

1. This is the clinical case of a 79-year-old white female that is referred to this office because of the decreased kidney function. The patient currently is CKD IIIB/AI. She has a history of arterial hypertension that was diagnosed eight years ago and, three years ago, she was found with an elevated blood sugar that was initially treated with the administration of DDP-4 Januvia with good control. In the first part of February 2022, the patient did not have evidence of microalbumin. The hemoglobin A1c was 7.7. The serum creatinine was 1.1 and the BUN was 26 with an estimated GFR of 47 mL/min. Later on, the patient had in May 2022 a drop in the estimated GFR to 37, but at that time, there was a coincidental finding with elevation of the hemoglobin A1c that was 11%. Later on, adjustments were made in the blood sugar medications. She has been placed on glipizide 5 mg twice a day, NovoLog sliding scale, Trulicity, which is a GLP-1 inhibitor and the administration of Tresiba. The patient has been very irregular in the administration of this medication because of the periods of hypoglycemia that are rather frequent. She tells me that she has an appointment with endocrinology in order to evaluate the hyperglycemia. The latest hemoglobin A1c on 08/26/2022 is 8.7. The most likely explanation for the fluctuation of the kidney function is alterations in the blood sugar and hemodynamic alterations associated to it superimposed in a patient that should have some degree of nephrosclerosis not only because of the hypertension, but the diabetes mellitus as well as the aging process. On the other hand, the patient has been prescribed meloxicam. She has been taking this medication sparingly because she is aware through the husband of the impact of the nonsteroidal antiinflammatories in the kidney function. We are going to reevaluate the kidney function once the blood sugar gets under control. The laboratory workup has been ordered accordingly. There is no evidence of diabetic nephropathy so far.

2. The patient has a history of arterial hypertension. The blood pressure has been under control. Today’s reading at the office 160/72, but she claims that this is the highest that it has ever been.

3. The patient was evaluated in the first part of 2021 by the cardiologist due to the presence of chest pain; however, there was no evidence of coronary artery disease. The ejection fraction was 55%.

4. The patient has a history of Barrett’s esophagus without any evidence of dysplasia and she is followed by the gastroenterology.

A lengthy discussion was carried out with the patient regarding the diet that should be followed in order to make the changes in the diabetic prescription once she gets established in the diet. It is going to be a plant-based diet. We recommended highly to avoid processed food, we gave instructions regarding literature and videos associated to the diet change necessary to be able to control the blood sugar. She admits several indiscretions. She is a baker and she noticed the association between cookies and bread and elevation of the blood sugar. In summary, we are going to recommend 2 g sodium diet, a fluid restriction of 45 to 50 ounces in 24 hours, a plant-based diet and the source of protein egg whites and wild caught fish along with the grains. As stated before, she has an endocrinology appointment in two weeks and we will reevaluate in a couple of months.

Thanks a lot for your kind consultation. We will follow up with you.

We spent 15 minutes reviewing the laboratory workup and the referral, 35 minutes in the face-to-face and 10 minutes in the documentation.

 “Dictated But Not Read”

_______________________________

Fabio H. Oliveros, M.D.

FHO/gg

010853
