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DISPOSITION AND DISCUSSION:

1. This is the clinical case of an 83-year-old Hispanic female that is a patient of Mr. Huey Metts, APRN who referred the patient for evaluation of the kidney function. The background of this patient is 20 years of diabetes mellitus with arterial hypertension. She was the caregiver of two family members that were diabetics with peripheral vascular disease and end-stage renal disease and she learned how to take care of herself and she has been very meticulous in following the recommendations. The laboratory workup that was done on 12/04/2022, shows that the patient has in the urinalysis a very quiet urinary sediment. There is no activity whatsoever and the dipstick protein is negative. The serum creatinine was 1.1, the BUN is 28 and the patient has an estimated GFR of 50 mL/min. There is no evidence of anemia. On 10/14/2022, the patient had a serum creatinine of 1, estimated GFR that is 67, the serum albumin is 4.1, and the blood sugar 112. The urinalysis at that time was completely negative without any evidence of proteinuria or activity of the urinary sediment. The albumin creatinine ratio that was done at that time was 8, which is within normal limits. The serum lipid profile is very well controlled. In January 2022, the serum creatinine was 0.9 and the BUN was 21 with an estimated GFR of 75. Even though there is a trend for this GFR to be fluctuated between 50 and 75, there is no evidence of activity in the urinary sediment, the microalbumin creatinine ratio is normal, the blood pressure is under control. My feeling is that those are hemodynamic changes rather than kidney disease by itself.

2. The patient has gastroesophageal reflux disease that is treated with the administration of pantoprazole. The comment that I want to make is that pantoprazole has a toxicity regarding the gastrointestinal tract and atrophic gastritis, the patient is prone to have C. difficile colitis, the fact that the patient loses the acid control, the acidity of the stomach makes the absorption of calcium very difficult, the patient could have secondary hyperparathyroidism and the toxicity in the kidneys and hypomagnesemia; several untoward effects of these PPIs. It is recommended for this patient to be switched from pantoprazole to famotidine if possible at all.

3. Diabetes mellitus under control.

4. Osteoarthritis.

5. Arterial hypertension. At this point, I am returning the case to the primary care physician. If you consider necessary for me to have a followup in the future, I will be happy to do it.

Thank you for your referral.

I spent 20 minutes reviewing the referral, 20 minutes with the patient and 10 minutes in the documentation.

 “Dictated But Not Read”

_______________________________

Fabio H. Oliveros, M.D.

FHO/gg

011365
