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DISPOSITION AND DISCUSSION:
1. This is the clinical case of a 55-year-old African American female that is referred to the practice because of evidence of deterioration of the kidney function with a serum creatinine of 1.84, an estimated GFR of 32 and fasting blood sugar of 246. The patient has a history of diabetes for eight years. She is a patient with a BMI that is 46.6 and she is very much a patient that is retaining fluid because she uses significant amount of salt. From the last visit to this visit, we have not made a lot of progress. The patient weighs today 277 pounds; last time, 276 pounds and the blood pressure is 168/100. The recommendations that were given to this patient are not followed. She has been listening to pharmacist and to the pain doctors and the conflicted information has been interfering with the treatment. In the laboratory workup that I ordered, the proteinuria is 2+. This patient has a very congested urinalysis with evidence of Candida albicans in the urine most likely associated to vaginal discharge. In the serum metanephrines, the excretion in 24 hours is 1684. She has a CT scan that fails to show any pathology in the adrenal glands. The protein-to-creatinine ratio is consistent with 337 mg/g of creatinine. The aldosterone renin ratio is within normal limits. The norepinephrine was 69.3, which is high; the upper limit is up to 244. The patient has a uric acid of 3.8 and a cortisol that is within normal range. This patient has a severe sympathetic effect, but has to be antagonized; the patient is on clonidine and, despite of the administration of the clonidine, this patient has a heart rate that is 92. She needs beta-blockade or consider diltiazem; however, we could not accomplish that because of the reasons stated above. For that reason, we are going to change the patient despite of her opinion to Jardiance, but we gave samples 10 mg for three weeks and we are going to phone in the prescription into Central Florida for 25 mg every day. In that regard, we are going to accomplish a better blood sugar control and volume control and perhaps the blood pressure. I am not going to stop the use of the furosemide.

2. The patient has a hemoglobin A1c that is 8; it is out of control. In the prior determinations, there was evidence of anemia. However, in the current laboratory workup, there is no evidence of anemia.

3. Morbid obesity. At this point, we are going to listen to the patient as much as we can. We are going to make the changes that we mentioned before and we are going to give an appointment in three months to see whether or not she is willing to change the lifestyle and the change in the medications.

We invested 15 minutes reviewing the laboratory workup, 25 minutes with the patient explaining the situation that we are facing and reevaluate the case in three months with laboratory workup and in the documentation was 7 minutes.

“Dictated But Not Read”
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