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ASSESSMENT / Plan:
1. Chronic kidney disease stage IIIB. This CKD has progressed from stage IIIA to stage IIIB and is multifactorial in nature. Cardiorenal syndrome secondary to extensive coronary artery disease plays a major role in the patient’s CKD. In addition, nephrosclerosis associated with hypertension, hyperlipidemia, type II diabetes, obesity and the aging process also play a role. Moreover, the patient’s anemia and demand ischemia also play a role in this CKD. The most recent kidney functions reveal a BUN of 37 from 32, creatinine of 1.8 from 1.6, and a GFR of 40 from 45. There is evidence of both selective and nonselective proteinuria which has improved since the last visit. The urine microalbumin-to-creatinine ratio is 4325 mg from 5257 mg and the urine protein-to-creatinine ratio has improved from 7666 mg to 6640 mg. There is no activity in the urinary sediment. However, 4+ glucosuria is noted and is related to his administration of SGLT2. The patient denies any urinary symptoms or any other complaints at this time.
2. Anemia related to GI bleeding. The patient was treated at the hospital and received blood transfusions for GI bleed. He is status post EGD with Dr. P. J. Patel during hospitalization and it was found that he had a friable AVM in the cardia of the stomach. He is status post APC cauterization. He is currently taking pantoprazole 20 mg twice a day as per GI. Per the patient, he has not followed up with GI since his discharge from the hospital. We recommend and highly emphasized the importance of following up with GI. His most recent H&H is 7.9 and 25%. We recommend that he continue taking his iron supplementation.

3. Vitamin D deficiency with vitamin D of 20. We recommend continuation of the vitamin D3 supplementation. His serum calcium is very low at 7.5 and his serum phosphorus is elevated at 5.8. Unfortunately, we do not have a PTH level. We strongly suspect secondary hyperparathyroidism and we will order mineral bone disease labs for the next visit for further assessment. We increased the vitamin D3 to 5000 units daily. We started him on calcitriol 0.25 mcg daily and discontinued the vitamin D3 for now to prevent hypercalcemia. We will also order vitamin D125 for further evaluation.

4. Hypomagnesemia. We recommend continuation of the magnesium supplementation. His current magnesium level is 1.7. This could be a result of the PPI. However, we cannot discontinue because of his recent GI bleed.
5. Hypophosphatemia with serum phosphorus of 5.8. Again, this could be related to suspected secondary hyperparathyroidism. We started him on sevelamer 800 mg one tablet with each meal. We will repeat the phosphorus level at the next visit and may adjust the dosage upwards if the serum phosphorus level remains elevated. We advised him to decrease his intake of foods that are high in phosphorus to prevent calcification and further increase of his serum phosphorus levels.

6. Peripheral arterial disease status post angiogram with stent placement on 09/23/22 of his left lower extremity.

7. Type II diabetes mellitus with fasting blood glucose of 338 and A1c of 6.1% from 8.5% on the most recent labs. Continue with the current regimen.
8. Right BKA. 
9. Hyponatremia which has resolved. The serum sodium level is 140. He is currently taking Ure-Na.

10. Coronary artery disease. The patient was recently hospitalized for NSTEMI which was likely secondary to ischemic demand. He underwent an elective heart cath and had multiple stents placed. He is status post PTCA and stenting of the proximal, mid and distal portions of the left circumflex artery and deployment of overlapping Resolute Frontier drug-eluting stents. The patient has severe three-vessel disease and would have benefited from open heart surgery. However, due to the nature of his condition during the hospitalization with regards to the GI bleeding and renal issues, he was not a candidate for open heart surgery. He is advised to follow up with his cardiologist for close monitoring of his CAD. We believe the patient would benefit greatly from Kerendia 10 mg daily and eventually 20 mg daily for renal and cardiovascular protection. If the Kerendia is initiated, we would have to closely monitor the serum potassium levels. On the most recent lab, the serum potassium was at 4.0%. If he is not already on an SGLT2 such as Farxiga or Jardiance, we recommend starting him on one of those drugs for renal and cardiovascular protection, weight loss, and glycemic control.

11. Hypocalcemia which was previously explained. We started him on calcitriol 0.25 mcg daily and we will continue to monitor.
12. Arterial hypertension with blood pressure readings of 126/63. Continue with the current regimen and decrease sodium intake in the diet.
13. Hyperlipidemia with stable lipid panel except elevation in the triglycerides of 206. We recommend decrease in dietary intake of simple carbohydrates and foods that are high in fat and cholesterol. Continue with the current statins.
14. PVD status post right BKA with prosthesis.
We will reevaluate this case in four weeks with laboratory workup.
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