

June 1, 2023

Dr. Kurt Anderson

Fax#: 989-256-3307

RE: Augusta Davis

DOB:  02/18/1950

Dear Dr. Anderson:

This is a followup for Mrs. Davis with chronic kidney disease, hypertension, and diabetic nephropathy.  Last visit in August.   She is fighting problems of inflammatory changes on the right index question gout already two months or longer.  Denies the use of antiinflammatory agents.  Denies change in weight or appetite.  No vomiting or dysphagia. Once a week diarrhea without bleeding.  No decrease in urination.  Good volume.  No cloudiness, blood or infection.  Minor edema.  Trying to do low-salt.  Denies chest pain, palpitations or syncope.  Denies dyspnea, orthopnea or PND.  Denies the use of oxygen or CPAP machine.  Sleep apnea test was done, but the results are not available.  Denies bruises, bleeding nose or gums.  Denies fever or headaches.

Medications:  List reviewed.  I am going to highlight the metoprolol, hydralazine, diabetes, insulin and cholesterol management.

Physical Exam:  Weight 195 pounds.  Blood pressure high 180/90 left sided.  Normal pulse.  Saturation room air normal 94%.  She is alert and oriented x3.  No gross respiratory distress.  I think there is some degree of proptosis of the eyes bilateral.  No inflammatory changes of the conjunctivae.  No palpable neck or masses.  No carotid bruits or JVD.  No rales or wheezes.  No arrhythmia.  She has loud aortic systolic murmur radiates to both neck arteries.  No pericardial rub.  Overweight of the abdomen.  No tenderness.  No gross peripheral edema.  There are inflammatory changes, deformity and contracture on the right index distal interphalangeal.

Labs:  Prior chemistries, creatinine between 2.1 and 2.3.  Updated blood test today creatinine is up to 3.5 that is a big change representing a GFR of 13 stage V.  Elevated potassium 5.4. Metabolic acidosis 22.  Normal sodium.  Low albumin 3.2.  Corrected calcium normal.  Minor increase of phosphorous 5.3.  Elevated PTH 400.  Normal TSH and free T4.  Uric acid high at 8.2.  Normal white blood cells and platelets.  Anemia 10.  MCV 93.  Low ferritin 75 with low saturation 17%.  She is known to have congestive heart failure previously preserved ejection fraction with grade II diastolic dysfunction and moderate aortic stenosis and she is known to have bilateral small kidneys and previously documented 8 on the right and 8.6 on the left again without obstruction or stones and no urinary retention.  This is however from 2017.

Augusta Davis

Page 2

Assessment and Plan:
1. Acute on chronic versus progressive chronic kidney disease now stage V. associated bilateral small kidneys likely hypertensive nephrosclerosis.  Blood pressure in the office poorly controlled.  No symptoms of uremia, encephalopathy, or pericarditis.  No evidence of pulmonary edema.  The patient is facing dialysis in the near future.  We need to develop an AV fistula if the patient wants to proceed into dialysis.  Discussed options including at home peritoneal dialysis.

2. Gout on the right index chronic.  No evidence of tophi on other areas like ears or elbows.  The level is not excessively high to cause acute renal failure.  We cannot use antiinflammatory agents.  We could increase allopurinol to 200 mg overlapping with prednisone for few days to prevent flare up effects.

3. In terms of anemia appears to be related to iron deficiency.  She denies any external bleeding.  Stool samples needs to be checked.  Consider iron replacement oral or IV.  Potential EPO treatment.

4. Poor nutrition in terms of low albumin.  Update urine sample to see if there is any worsening of proteinuria.

5. Secondary hypoparathyroidism.  Elevated phosphorous.  Start phosphorous binders.  Start vitamin D125 in the differential diagnosis for the index acute inflammatory changes beside gout we need to consider pseudogout.

All issues discussed with the patient.

All above issues were discussed with the patient.  Education provided, questions answered to patient's satisfaction.  Patient verbalized understanding.

Sincerely,

JOSE FUENTE, M.D.
JF/VV
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