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1. Chronic kidney disease stage IIIB. This CKD is likely related to nephrosclerosis associated with hypertension, hyperlipidemia, type II diabetes, and the aging process. However, the cardiorenal syndrome could be a part of the differential due to the patient’s extensive cardiac history of sick sinus syndrome status post pacemaker, coronary artery disease status post PCI, atrial fibrillation on warfarin, CHF, and so on. The most recent kidney functions reveal stable CKD with BUN of 56 from 43, creatinine of 1.7 from 1.6 and a GFR of 37 from 41. Prerenal azotemia could play a role in the most recent kidney functions due to BUN and creatinine ratio of 31 and BUN of 56. We recommend that he drinks an adequate amount of fluids although we recommend that he does not surpass the recommended restriction of 45-50 ounces in 24 hours. We also recommend that he decrease his sodium intake to 2 g in 24 hours to prevent fluid retention and thus CHF exacerbation. He reports burning when he urinates as well as weakened urinary stream. He denies nocturia. His urinalysis shows no activity in the urinary sediment. However, he does have evidence of nonselective proteinuria with urine protein-to-creatinine ratio of 550 mg from 221 mg. Due to his urinary symptoms, we will order a postvoid pelvic ultrasound to rule out incomplete emptying of the urinary bladder or obstructive uropathy. He is euvolemic.

2. Type II diabetes mellitus which is stable. His recent A1c is 6.9% from 7.5%. He follows with Hannah Campbell, ARNP, endocrinologist.
3. Arterial hypertension which has remained stable with blood pressure reading of 121/65. Continue with the current regimen.
4. Hyperlipidemia which is unremarkable. Continue with the current regimen.
5. Hypothyroidism which is stable. Continue with the current regimen. He follows with Hannah.
6. Hyperkalemia with serum potassium of 5.3 from 4.9. We encouraged him to decrease his intake of dietary potassium to prevent further increase of the potassium level which can cause cardiac arrhythmias. We provided him with written information and he verbalizes understanding.
7. Hyperuricemia with uric acid level of 8.6 from 7.6. We spent a great length of time discussing the importance of maintaining a low uric acid level of 6 or less for prevention of uric acid crystallization which can cause kidney stones, gouty arthritis, cardiovascular events and other complications. We advised that he follow a low-purine diet and again provided him with information on that. We also started him on allopurinol 100 mg one tablet daily and we will repeat the uric acid in four weeks to reevaluate the level.

8. Coronary artery disease status post PCI/DES to the LAD. He follows up with his cardiologist.
9. Sick sinus syndrome status post pacemaker.
10. Atrial fibrillation, on Eliquis.
11. Congestive heart failure.

12. COPD without exacerbation.
13. Elevated PTH of 124 from 63. We will closely monitor for now. His serum calcium level is 9.2 and his serum phosphorus level is 3.3 which are within normal limits. We recommend starting on vitamin D3 5000 units supplementation to see if the elevated PTH is secondary to vitamin D deficiency. We will also order vitamin D 1,25 in addition to the vitamin D 25 and repeat the MBD labs for further evaluation.
14. The patient reports daytime fatigue and sleepiness as well as insomnia. The patient states he was diagnosed with obstructive sleep apnea. However, he has not been compliant with utilization of his CPAP. We recommend that he wear the CPAP as prescribed to help with his symptoms. We also think he would benefit from following up with a pulmonologist for further evaluation. The patient also reports terrible neuropathy and imbalance. We believe he would benefit from neurology evaluation. However, this will be left at the discretion of his primary care provider.
15. The patient was prescribed a new medication by his psych doctor; however, due to weakness and dizziness, he discontinued it. He has a pending CT of the head which was ordered by another provider. We recommend that he follow up with his psychiatrist for further evaluation on that.

16. Narcolepsy is part of the differential for the daytime sleepiness which we recommend he follow up with his PCP for further evaluation. If narcolepsy is found, the patient would benefit from medication called Sunosi. However, again, this is left at the discretion of the PCP.
We will reevaluate this case in four weeks to review the uric acid and the effectiveness of the allopurinol.
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