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DISPOSITION AND DISCUSSION:

1. This is the clinical case of a 43-year-old white male that is a patient of Dr. Maxwell who has been referred to the practice for evaluation of the kidney disease. This patient is a morbidly obese patient that weighs 390 pounds with a BMI of 53 who has several comorbidities among them the patient has a neurogenic bladder. He has to catheterize himself and the explanation for this neurogenic bladder is not clear. He has not been a diabetic with aggressive vascular disease. There is no evidence of a severe neuropathy and he states that many years ago he has this neurogenic bladder has been steady and sometimes the bladder muscle works appropriately and sometimes it does not. The past history is he was a truck driver for 20 years and was doing that type of work intensely. Another contributory factor would be the presence of coronary artery disease; however, a cardiac catheterization that was done by Dr. Jones in the past fails to show coronary artery disease. The patient has arterial hypertension and he takes prednisone 20 mg and has been taking this medication for a diagnosis of Addison disease that is for more than 20 years. The patient has been admitted to the hospital in congestive heart failure. He states that he gained 20 pounds overnight and put him in the hospital with shortness of breath and hypertension. Even though this period of time that was recently, the patient has maintained a serum creatinine that is between 1.1 and 1.3 and the GFR has been between 58 and 82. The patient has a normal serum albumin, adequate control of the blood sugar with a hemoglobin A1c of 6.3 and a urine sample without evidence of proteinuria and no evidence of activity in the urinary sediment. The imaging that has been done fails to show the presence of nephrolithiasis, hydronephrosis, and alteration in the size of the kidneys. There is no hyperechogenicity. There is no evidence of thinning of the cortex. He has been prescribed antibiotic therapy recently apparently for an upper respiratory tract infection. In summary, we have a patient that has CKD stage II without any proteinuria. Whether or not, the patient has an obstructive component is a consideration and also consideration is the episodes of congestive heart failure when he gained significant amount of weight overnight. Apparently, he is a compulsive water drinker. The recommendation in my case is he will get benefit of a plant-based diet, a low sodium intake no more than 2 g in 24 hours and a fluid intake no more than 50 ounces in 24 hours. The patient was advised to weigh at least two times a week, keep track of the body weight in order to be able to adjust the medications accordingly. Taking into consideration that he is a diabetic and that he has a cardiovascular risk, he will get benefit of the administration of SGLT-2 inhibitor. For that reason, we gave samples of Farxiga 10 mg every day. We are asking the patient to monitor the blood sugar and to cut down the administration of furosemide that is 80 mg to every other day in order to avoid volume contraction. The patient is to monitor the blood pressure and the body weight and to report to our office on weekly basis.

2. Diabetes mellitus. This diabetes mellitus has been type II is under control. The patient is using metformin 1000 mg p.o. every 12 hours and the patient is getting a lot of hypoglycemia especially in the morning. The recommendation was to titrate down to metformin 1000 mg in the morning, 500 mg in the afternoon and monitor the blood sugar continuously. If the patient continues to have hypoglycemia with the administration of Farxiga, metformin will be decreased in titrate down fashion. I do not think that the patient has a selective proteinuria and we are going to rule out that possibility.

3. Arterial hypertension that is also associated to diabetes mellitus, body weight, and fluid balance. The patient is to monitor the blood pressure on daily basis and report to us because if he follows the recommendations the most likely situation is that we have to titrate down the amlodipine with carvedilol and the clonidine.

4. The patient has a history of gout that he is taking colchicine. The situation is going to get better when the protein intake is decreased.

5. The patient has a history of splenectomy eight years ago after he had an ATC accident. He was in a hypovolemic shock and splenectomy was done. He has been vaccinated with the pneumonia vaccine.

6. History of adrenal insufficiency and a history of rheumatoid arthritis. A rheumatology evaluation is recommended as well as the opinion of an endocrinologist.

7. The patient has a past history of pulmonary embolism and he is anticoagulated.

8. Stroke syndrome that was TIA that was without any sequelae. We are going to repeat the laboratory workup and reevaluate the case in about six weeks.

I spent 20 minutes reviewing the laboratory workup, the referral and the imaging, 40 minutes in the face-to-face and 15 minutes in the documentation.
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