

October 27, 2022
Dr. Murray
Fax#:  989-583-1914
RE:  Gary Nyman
DOB:  05/13/1949
Dear Dr. Murray:

This is a consultation for Mr. Nyman who has chronic kidney disease, underlying diabetes, hypertension, and coronary artery disease.  Comes accompanied with wife, within the last one year prostate cancer requiring radiation treatment September 2021.  His weight and appetite are stable.  Denies nausea, vomiting or dysphagia.  Denies any bleeding in the stools.  Soft stools, takes fiber.  Presently frequency, urgency, minor nocturia and incontinence, but no cloudiness or blood.  Some edema in lower extremities.  Denies claudication symptoms.  No recent chest pain or palpitations, stable dyspnea on activity and not at rest.  Denies purulent material, hemoptysis.  No gross orthopnea or PND.  Uses CPAP machine at night.  Previously had seen Dr. Khan for kidney abnormalities.  He is known to have protein in the urine.

Past Medical History:  Diabetes, obesity, hyperlipidemia, hypertension, prostate cancer as indicated above 2021, no surgery was done, corona virus 2020, anxiety, depression, coronary artery disease in 2016 with three stents, since then has required further procedures on LAD two different areas, instant stenosis on another area of that artery.  Denies deep vein thrombosis or pulmonary embolism.  Denies TIAs or stroke.  No peripheral vascular disease.  No kidney stones or gout.  Has sleep apnea on CPAP machine.  Some degree of neuropathy but no foot ulcers.

Past Surgical History:  Right cataract, coronary artery three stents later on two more stents, prostate biopsy, car accident with trauma and surgery required for reconstructive surgery on the left foot.
Allergies:  Reported side effects to PENICILLIN with a rash.
Medications:  Medications at home include Lipitor, Aldactone, loratadine, Plavix, Coreg, Lasix, Prozac, aspirin, vitamin D, Lantus, Victoza, and lisinopril.  No antiinflammatory agents.
Social History:  Never smoked.  No alcohol.

Family History:  No family history of kidney disease.
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Physical Examination:  Weight 257 pounds, blood pressure 128/58 on the right, 120/58 on the left.  Alert and oriented x3.  No respiratory distress.  Normal eye movements.  Normal speech.  No palpable thyroid or lymph nodes.  No gross carotid bruits.  For the most lungs clear.  No gross arrhythmia.  No pericardial rub.  No major murmurs.  Obesity of the abdomen.  No palpable liver or spleen.  Good pulses peripherally bilateral right and left foot, 2+ edema below the knee, small umbilical hernia.  No other physical positive abnormalities.

Laboratory Data:  Chemistry shows creatinine from January 2022 1.8, April 1.8, May 1.7, June 1.7, and August was 1.9 for a GFR between 35 and 40 which is stage IIIB.  Most recent sodium, potassium and acid base normal.  Albumin normal.  Calcium normal.  Liver function test not elevated.  Most recent diabetes A1c is 6.7, PTH elevated 122, gross proteinuria more than 500 on dipstick May, no blood.  I do not see a cell count for anemia, protein electrophoresis negative for monoclonal protein in January.  The most recent cardiac cath from April 2021, this tends to the right coronary artery and circumflex are open.  The stent on LED was stenosed requiring angioplasty as well as another angioplasty different area on LAD.  Echocardiogram last year normal ejection fraction, left ventricular hypertrophy, diastolic dysfunction otherwise minor abnormalities.

Assessment and Plan:
1. CKD stage IIIB.
2. Diabetic nephropathy proteinuria.
3. Hypertension appears to be well controlled.
4. Obesity.
5. Coronary artery disease, preserved ejection fraction, no evidence of respiratory failure or hypoxemia.
6. Lower extremity edema probably a combination of body size, obesity and CHF, given the normal albumin this is non-nephrotic syndrome.
7. Secondary hyperparathyroidism from renal failure.
8. Cell count for anemia needs to be done as well as phosphorus.
Comments:  Discussed with the patient and wife the chronic kidney disease, they need to assess overtime to make sure that this is stable and not progressive, the importance of diabetes control which is in his case very well controlled, the use of ACE inhibitors that he already is on a very low dose 5 mg we will do new blood test before we increase the dose progressively all the way up to 40 mg as tolerated for potassium and creatinine.  This is likely diabetic nephropathy and hypertension, but because of the heavy proteinuria we are going to do simple serology for other entities including membranous nephropathy.  At this moment there is no need for vitamin D125 for secondary hyperparathyroidism.  We will reassess with new chemistries and advice for higher dose of lisinopril with results.
All above issues were discussed with the patient. Education provided, questions answered to patient's satisfaction. The patient verbalized understanding.

Sincerely,

JOSE FUENTE, M.D.
JF/vv
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