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DISPOSITION AND DISCUSSION:
1. This is a clinical case of a 43-year-old Hispanic female that has CKD II that is associated to the presence of obesity, insulin resistance, diabetes mellitus, arterial hypertension, and hyperlipidemia. The kidney function has remained stable with serum creatinine is below 1 and estimated GFR is consistent with CKD II around 70 mL/min. The patient had evidence of proteinuria with a protein-to-creatinine ratio that went down to 859 mg. The patient continues to control the blood sugar and continues to lose weight and has been taking the Kerendia 10 mg every day. In the BMP that was done on 12/15/22, the serum creatinine was 1. The estimated GFR was 70 and the glucose was 174 and the potassium 4.4. Since the patient does not have hyperkalemia, we are going to increase the Kerendia 20 mg every day. Samples were given to the patient. The patient continues to be following the diet in which the protein intake is reduced. It is a plant-based diet and low sodium. The patient does not take the chlorthalidone, which is critical for the control of the blood pressure and especially in the presence of insulin resistance. In reviewing the chart, there is a left adrenal gland with a 2.6 cm nodule that was found in 11/24/2014. This patient also has a history of nephrolithiasis that has been without any symptoms and without any acute passage of stones for a long time.

2. The patient has a creatinine and aldosterone ratio in 11/22/22 that is 46 in which the renin activity is 0.26 and the aldosterone is 12, which is consistent with hyperaldosteronism. The patient has been prescribed Aldactone. It seems to me that the patient is taking the medications. Today’s condition is that the blood pressure is 141/104, which is elevated. She states that at home the levels of blood pressure are much better than this, however, is concerning the fact that she had a renal gland and a hyperaldosteronism. The patient has not gone to the endocrinologist in Brandon. This patient should be referred to the endocrinology hospital in Tampa. We are going to repeat the CT scan before this referral.

3. The fact that I do not know exactly the way this patient takes the medications. I made emphasis and suggested to take the medicines always at the same time and to eat always at the same time to cover the blood sugar as recommended in order to make more sense of the number that we are obtaining. We are going to ask the patient to break the medications next time.

4. Diabetes mellitus. The patient has been with blood sugar always below 200. She has the DEXA scan that has made the difference.

5. History of nephrolithiasis with status post lithotripsy.

We invested 10 minutes reviewing the laboratory workup and imaging, 15 minutes face-to-face and 7 minutes in the documentation.

“Dictated But Not Read”
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