

December 20, 2022
Mrs. Pavlik
Fax#:  989-842-1110
RE:  Terry Dowdell
DOB:  09/05/1949
Dear Mrs. Pavlik:

This is a consultation for Mr. Dowdell with progressive renal failure.  Presently weight and appetite are stable.  No vomiting or dysphagia.  No diarrhea or bleeding.  No abdominal pain or reflux.  Has some nocturia but no incontinence, infection, cloudiness or blood.  No gross edema or claudication symptoms.  No discolor of the toes.  Denies any numbness.  Has chronic back pain worse on standing.  Denies the use of antiinflammatory agents.  No radiation of the pain.  No chest pain, palpitations or syncope.  Denies dyspnea.  No cough or sputum production or oxygen.  Denies orthopnea or PND.  Uses a CPAP machine for sleep apnea.  Denies skin rash or bruises.  Denies bleeding nose, gums, fever, headaches or localized bone discomfort.

Past Medical History:  Diabetes for at least five years, no documented retinopathy or neuropathy.  Hypertension was on lisinopril discontinued because of the rising creatinine.  He is not aware of deep vein thrombosis, pulmonary embolism, TIAs or stroke, not aware of gastrointestinal bleeding, anemia, blood transfusion or liver disease, history of kidney stone in the past passed spontaneously does not know the type, no recurrence.  He is not aware of heart abnormalities.  No angina.  No heart attack.  No arrhythmia.  No pacemaker, unaware of rheumatic fever, endocarditis, heart murmurs, valve disease or congestive heart failure.  At the time of kidney ultrasound incidental mild aortic aneurysm, not symptomatic, has not seen surgeon yet, sleep apnea on treatment, prior history of polio apparently both legs were affected, recurrence of gout, primarily on the feet, isolated indomethacin.

Past Surgical History:  Tonsils, adenoids and colonoscopy.
History of question epilepsy.
Allergies:  Develop side effects to TEGRETOL dizziness.
Medications:  Medication list is reviewed, takes Farxiga, Crestor, thyroid replacement, indomethacin for gout only as needed for few days, off the lisinopril because of the renal failure, for the epilepsy takes acetazolamide.
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Social History:  Briefly smoking when he was in the service, occasionally alcohol.
Family History:  No family history of kidney disease.

Physical Examination:  Weight 167, blood pressure 140/80 on the right and 150/90 on the left.  Alert and oriented x3.  No respiratory distress.  Normal eye movements.  Normal speech.  No facial asymmetry.  No palpable neck masses, thyroid or lymph nodes.  No carotid bruits or JVD.  Lungs are clear without any rales, wheezes, consolidation or pleural effusion.  No arrhythmia, pericardial rub or gallop.  No abdominal bruits, tenderness, masses or palpable liver, spleen and ascites.  Strong femoral pulses popliteal on the right-sided, minor decreased popliteal on the left, strong dorsalis pedis right, decreased on the left, both posterior tibialis decreased, however no gross gangrene, capillary refill acceptable.  No gross edema and no focal motor deficits.

There is a kidney ultrasound small kidney on the right 8.3 and 10.9 to the left, which is normal.  No obstruction, no stone or masses, simple cyst on the left kidney, prostate upper normal, incidental abdominal aortic aneurysm 3.6 x 3.2 x 3.9.

Laboratory Data:  Most recent chemistries creatinine of 1.7 for a GFR of 40 stage III.  Normal sodium and potassium.  Does have low bicarbonate and high chloride likely from the exposure to acetazolamide.  Normal albumin, calcium and phosphorus.  Normal white blood cell and platelet differential, mild anemia 13.2.  In September, creatinine was 2, August 1.9, 1.8, 1.7, July 1.8, well controlled diabetes A1c 5.8.  Normal thyroid, minor increased triglycerides, low HDL 22, other lipid profile normal, low level of albumin in the urine around 61 or 1+, trace amount of blood no protein in July 2021 creatinine 1.4, June 2021 1.5.

Assessment and Plan:  CKD which appears to be progressive, associated small kidney on the right-sided, long-term history of hypertension relatively new diabetes diagnosis, off ACE inhibitors, minor activity in the urine for blood, protein, remote history of kidney stones not evident on the recent ultrasound, some minor vascular abnormalities on the left lower extremity by physical exam, incidental abdominal aortic aneurysm, arterial Doppler kidney arteries is going to be obtained, repeat chemistries.  No symptoms of uremia, encephalopathy, or pericarditis.  Update PTH for secondary hyperparathyroidism, mild anemia has not required treatment, not symptomatic.  We will do a protein to creatinine ratio in the urine, depending on those results we will do further testing for potential active glomerulonephritis, vasculitis or plasma cell disorder.  All issues discussed with the patient.
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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