

November 10, 2022
Stephanie Boring, PA
Fax#:  866-419-3504
RE:  Mary Dracken
DOB:  09/11/1940
Dear Mrs. Boring:

This is a consultation for Mrs. Dracken with abnormal kidney function, long-term history of diabetes and hypertension at least for 20 years, has also heart abnormalities follows with cardiology Dr. Marouf, advised on salt and fluid restriction, trying to lose some weight from 175 to 170, states to be eating well without vomiting, dysphagia, diarrhea, bleeding or esophageal reflux.  Has chronic nocturia 2 to 3 times, minor incontinence, but no infection, cloudiness or blood.  Stable edema without ulcerations, apparently symptoms of claudication although stable overtime.  No discolor of the toes or ulcers.  Denies chest pain, palpitations or syncope.  Does have dyspnea from COPD, question using oxygen at home, clear yellow sputum without blood.  Denies orthopnea or PND.  Denies sleep apnea.  Denies skin rash or bruises.  No headaches.  No bleeding nose or gums.  Other review of system is negative.

Past Medical History:  Diabetes, hypertension both more than 20 years, coronary artery disease, she thinks two or three stents in the past, no heart attack, she is not aware of arrhythmia, rheumatic fever, endocarditis or pacemaker, question congestive heart failure.  Denies deep vein thrombosis or pulmonary embolism, TIAs, stroke.  Does have peripheral vascular disease.  No procedure has been done.  Supposed to follow with Dr. Constantino, known to have bilateral carotid artery disease.  Denies kidney stones or gout.  Denies chronic liver disease.  Remote history of pneumonia, problems of osteoporosis, has also iron deficiency anemia follow with Dr. Sahay and atrial fibrillation ?
Past Surgical History:  Benign breast biopsy right and left, coronary artery disease two or three stents that was done in Spectrum in Grand Rapids, tonsils, adenoids, hysterectomy, tubes and ovaries, benign condition, colonoscopy benign polyps.
Allergies:  No reported allergies.
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Medications:  Hydralazine, nitrates, diltiazem, losartan, metoprolol, Lasix, amlodipine, on diabetes Invokana, Plavix, iron pills, insulin short-acting every meal, Tresiba once a day long-acting insulin, Pletal, Farxiga, nebulizers, Protonix, Singular, Lipitor, ProAir, hydroxyzine, thyroid replacement, I want to clarify that Invokana was removed and now started on Farxiga, she takes also antiviral medication valacyclovir.
Social History:  Smoked half a pack per day for 20 years, discontinued 1991.  No alcohol abuse or drugs.

Family History:  No family history of kidney disease.

Physical Examination:  Weight 170, 60 inches tall, blood pressure 166/60 on the left and on the right 180/70.  Alert and oriented x3.  No gross respiratory distress.  No palpable thyroid or lymph nodes, carotid bruits or JVD.  No localized rales or wheezes.  Some kyphosis, regular rhythm.  No pericardial rub.  No significant murmurs.  No palpable liver or spleen masses or ascites.  There is 2 to 3+ edema below the knees bilateral.  I do not see gross focal deficits.

Laboratory Data:  Creatinine has been from August 2021 1.5, October 2021 1.6 and 1.7, February 2022 1.7 and the most recent number August 1.8, October 2022 1.5 for a GFR of 33 stage IIIB.  Normal sodium and potassium, mild metabolic acidosis 21.  Normal albumin and calcium, minor increase of phosphorus 4.6 and PTH at 143, anemia 12.4 with a normal white blood cell and platelets, MCV of 94, 1+ of protein in the urine without blood.  5 to 10 white blood cells, trace bacteria.  Liver function test has been not elevated.  Normal levels of folic acid, B12 low normal, ferritin has been low 30s and 40s with a saturation in the 17, lower 20s percentage.  Normal thyroid.  An echocardiogram from December 2020, normal ejection fraction, otherwise minor other abnormalities, a kidney ultrasound August 2022, 10.5 right and 10.3 left simple cyst bilateral, no obstruction, stone or masses.  They did not do a postvoid bladder volume.

Assessment and Plan:  Chronic kidney disease, which appears stable over the last couple of years stage III to IV likely underlying hypertension, cannot rule out renal artery stenosis, predominant systolic, normal diastolic.  The patient has previously documented arthrosclerosis, apparently neck arteries, lower extremity arteries and coronary arteries, hypertensive nephrosclerosis high in the differential diagnosis, minimal proteinuria no nephrotic range.  No gross activity for blood to suggest glomerulonephritis, vasculitis.  No symptoms of uremia, encephalopathy, pericarditis or pulmonary edema.  Monitor chemistries overtime.  Discussed the meaning of advanced renal failure.  No indication for dialysis.  Anemia mostly related to iron deficiency, follow with Dr. Sahay to some extent from advanced renal failure, background of also probably diabetes a component of diabetic nephropathy.  No evidence of exacerbation of diastolic type congestive heart failure.  Come back in the next 4 to 6 months or early as needed.  Monitor chemistries.

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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