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1. Chronic kidney disease stage IIIA. This CKD is likely related to nephrosclerosis associated with type II diabetes, hypertension, hyperlipidemia, obesity, and the aging process. Interstitial nephritis secondary to nephrolithiasis is also a part of the differential. The most recent kidney functions reveal a BUN of 30 from 38, creatinine of 1.2 from 1.3, and a GFR of 54 from 49. This improvement in kidney function could be related to diabetic hyperfiltration as the patient’s diabetes is very uncontrolled. There is no evidence of activity in the urinary sediment or selective or nonselective proteinuria. The patient denies any urinary symptoms, hematuria, or flank pain. CT of the abdomen dated 10/19/22 showed bilateral nephrolithiasis with stones measuring up to 0.4 cm. However, there is no evidence of hydronephrosis. A 2.0 cm left interpolar renal cyst is also noted. The sizes of the kidneys and weakness of the renal cortices are not identified. We strongly advised to lose weight by adopting a plant-based diet devoid of animal protein and processed foods, decrease her sodium intake to 2 g in 24 hours, and reduce her overall fluid intake to 45 ounces in 24 hours. She is currently euvolemic and denies any complaints. She is currently taking Jardiance 25 mg daily. We will consider starting Kerendia at the next visit for renal and cardiovascular protection in the setting of diabetes. There is evidence of hyponatremia with serum sodium of 130. However, this is likely related to the uncontrolled diabetes. We anticipate that the hyponatremia will resolve once the blood glucose levels become controlled.

2. Hyponatremia as per #1 with serum sodium of 130. Again, this is related to the uncontrolled diabetes. We encouraged her to decrease her fluid intake to 40 to 45 ounces in 24 hours.
3. Type II diabetes mellitus with hyperglycemia. Her A1c is 11.5%. She reports polyphagia and polyuria which is expected. She presents with a gap of 14, CO2 of 22, and serum potassium of 4.2. This high anion gap metabolic acidosis is a result of the uncontrolled diabetes and will likely return to normal once her diabetes becomes controlled. She has an upcoming appointment with Hannah next week for further evaluation and management of the diabetes. We strongly emphasized the importance of consuming a diet that is low in simple carbohydrates and we explained thoroughly her disease process and her high risk for cardiovascular complications such as heart attack related to her uncontrolled diabetes and cholesterol. She verbalizes understanding.
4. The patient would definitely benefit from Kerendia 10 mg one tablet daily and should continue the Jardiance 25 mg along with her other anti-diabetic regimen. It is uncertain whether the patient is as compliant with her medications as she claims to be. However, we will continue to monitor. 
5. Hyperlipidemia with severe hypertriglyceridemia with triglycerides of 1102. We discussed the possible complications that could ensue from such uncontrolled cholesterol such as pancreatitis, cardiovascular events, stroke, and so on. We increased the dosage of her lovastatin from 20 mg to 40 mg daily. We also added Vascepa 1 g twice a day. We advised her to abstain from foods that are high in cholesterol and to limit her intake of simple carbohydrates. We will continue to monitor.
6. Vitamin D deficiency with vitamin D level of 17. We started vitamin D3 5000 units daily. The rest of her MBD labs such as her magnesium, serum phosphorus, serum calcium, and PTH are within normal limits. We will continue to monitor.
7. Nephrolithiasis bilaterally. The patient denies any symptoms. As per the recent CT of the abdomen, the renal stones are very small with the largest measuring 0.4 cm. We will continue to monitor for now.

8. Adrenal thickening as per recent CT of abdomen which shows mild right adrenal nodular thickening which was also seen on a prior exam. She was not aware of this. We will refer her to the endocrinologist who specializes in adrenal gland for further evaluation. The good news is the patient’s blood pressure has remained very stable despite this finding.
9. Arterial hypertension with stable blood pressure of 179. Per the patient, her blood pressure at home is also very stable. Continue the current regimen.
10. According to the patient, she was recently told that she has problems with her right optic nerve. This is possibly related to uncontrolled diabetes. She follows up with her ophthalmologist.
11. Per the patient, she is getting worked up tomorrow with PCP. 

12. Peripheral vascular disease. According to the recent CT, there is evidence of abdominal aortic and iliac arterial calcification. There is also evidence of bilateral common iliac artery aneurysm dilated measuring 2.4 x 1.8 cm on the right and 2.2 x 2.0 cm on the left. Per the exam, these are grossly stable from the prior exam. We recommend close management with at least a yearly CT of the abdomen to monitor the sizes and possible growth. We will leave this at the discretion of the primary care provider.

13. Obesity. The patient weighs 374 pounds today. We encouraged her to lose more weight by increasing her physical activity and recommend a plant-based diet devoid of animal protein and processed foods.

14. Hypothyroidism. The patient was started on levothyroxine 88 mcg daily.
We will evaluate this case in about 10 weeks with lab work.
_____________________________

Ketsia Aurelien, NP
Dictated but not read

Transcribed by: www.aaamt.com
