

January 18, 2024
Dr. Sarvepalli
Fax#:  866-419-3504
RE:  Tommy Terry
DOB:  08/18/1971
Dear Dr. Sarvepalli:

This is a followup for Tommy who has advanced renal failure associated to cardiac issues, CHF with low ejection fraction and aortic bowel disease.  I saw him in the hospital last part of December.  He requires diuresis for volume overload related to his renal failure, nephrotic syndrome as well as CHF and probably COPD too.  There were low potassium been replaced.  A recent AV fistula on the left-sided is still maturing.  It is my understanding that he was readmitted few days later because of similar symptoms of volume overload, presently now on Lasix 40 mg.  He is presently on torsemide 40 mg, has not required any oxygen.  He is trying to do salt and fluid restriction.  On the second admission, I was not involved.  Is my understanding that there was no heart attack or stroke.  No blood transfusion or gastrointestinal bleeding.  No reported pneumonia or coughing up blood.  He supposed to follow with cardiology Dr. Maander, he is trying to do daily weights.  On the discharge planner for that second admission, he is supposed to be doing nebulizer Duoneb, finishing doxycycline antibiotics.
Medications:  Medication otherwise reviewed, noticed the Norvasc, clonidine, hydralazine, isosorbide, metoprolol, Aldactone, potassium and magnesium replacement, besides treatment for diabetes, and triglycerides.  The chest x-ray on the second admission reported CHF pulmonary congestion.  A recent echocardiogram ejection fraction 40%.  He does have severe dilated left ventricle with moderate hypertrophy.  Right ventricle was also dilated.  They did not report significant valve abnormalities.  A CT scan of the chest, high resolution without contracts.  No interstitial lung abnormalities.

Physical Examination:  Blood pressure 137/75, weight 288.  He is not using any oxygen.  He does have bilateral JVD, but there is no localized rales.  No pleural effusion.  No gross wheezing.  No pericardial rub.  No gross ascites.  1-2+ edema and abdominal distention, but no tenderness.  No neurological deficits.
Labs:  The most recent chemistries from the second admission, severe anemia at 8.8.  Normal platelet count, creatinine at 3.7 representing a GFR of 19.  Normal sodium and potassium.  Metabolic acidosis of 21.  Normal calcium.
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Assessment and Plan:
1. CKD stage IV probably progressive.  We need to start preparing for dialysis, agree on salt and fluid restriction daily weight, diuretics with monitoring of electrolyte, acid base and kidney function.

2. Nephrotic range proteinuria and syndrome, serology negative.  No biopsy has been done.  Assume to be diabetic nephropathy.

3. Cardiomyopathy with low ejection fraction presently 40% previously 28, follows with Dr. Maander.

4. AV fistula on the left wrist slowly maturing.

5. Severe anemia update iron studies, EPO treatment aggressively.

6. Question COPD, recently added inhalers and completed antibiotic.

7. Prior imaging, no kidney obstruction or urinary retention.

8. Recent CT scan, high resolution no clear-cut evidence for interstitial lung disease.  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/pl
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