

November 1, 2022

Dr. Hillary Shemes

Fax#: 989-875-8304

RE:  Rudy Richardson

DOB:  11/16/1950

Dear Dr. Shemes:

This is a followup for Mr. Richardson who has renal failure, diabetic nephropathy, hypertension and proteinuria.  Last visit in June.  Comes accompanied with Dr. Rhonda.  No hospital admission.  Eating well.  No vomiting or dysphagia.  No esophageal reflux.  Denies diarrhea or bleeding.  No infection in the urine, cloudiness or blood.  No gross incontinence.  Some nocturia.  Denied chest pain or palpitation.  He is hard of hearing.  Stable dyspnea on activity not at rest.  No documented hemoptysis.  No gross orthopnea or PND.

Medications:  List is reviewed.  Presently on insulin Lantus, mediation for memory, Norvasc 10 mg, lisinopril 20mg, Lipitor was recently added.  He is off the Aldactone.  Other review of system is negative.

Physical Exam:  Today blood pressure 126/58 on right sided.  Memory issues.  Hard of hearing.  Normal speech.  No respiratory distress.  Minor JVD.  Breath sounds decreased left base more than right but no gross rales, wheezes, consolidations or pleural effusion.  No pericardial rub.  No abdominal tenderness or ascites.  Minimal edema.  No focal deficits.

Labs:  Chemistry shows presently normal kidney function.  Sodium however is progressively worse down to 120.  This is from couple of weeks ago.  Prior high potassium improved by decreasing lisinopril and the patient’s change in diet.  Normal acid base.  Normal thyroid.  Very high urine osmolality 516.

Assessment and Plan:  Hyponatremia with hypoosmolality and high urine concentration more than 300.  He was 500, appears to be SIDH as there is no evidence of volume contraction or severe pulmonary edema.  Kidney function is normal.  Normal thyroid studies.  Potassium improved by change in diet and decrease in lisinopril.  Blood pressure in the office well controlled to the low side.  The experience with ADH antagonist unfortunately concerns for liver disease, sometimes causing liver failure and a person dying and alternative is restrict fluid and potentially minimizing high concentration in the urine by using a loop diuretic.  I am going to start furosemide at 10 mg.
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The purpose is to help with the hyponatremia without causing renal failure.  He is already having high blood pressure and prior high potassium.  Because of the blood pressure running on the low side I am going to decrease the Norvasc to 5 mg to give space for the Lasix.  We will monitor blood pressure on the next week and new chemistries.

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
Transcribed by: www.aaamt.com
