

February 24, 2024
Saginaw VA

Fax#:  989-321-4085
RE:  Theodore Courter
DOB:  09/18/1947
Dear Sirs at Saginaw VA:

This is a followup for Mr. Courter post hospital with acute on chronic renal failure, effect of treatment diuretics.  He has morbid obesity, COPD, congestive heart failure from ischemic cardiomyopathy.  Weight at home fluctuates around 340-342, supposed to be doing salt and fluid restriction.  Denies dysphagia, diarrhea or bleeding.  Denies change in urination, cloudiness or blood.  Oxygenation at 90 to 95% on room air, off oxygen from hospital.  Stable edema.  No ulcers.  Denies infection in the urine, cloudiness or blood.  Denies chest pain, palpitation or syncope.  Chronic orthopnea.  No PND.
Medications:  Discharge medications reviewed.  I am going to highlight the Coreg, nitrates, valsartan, there are discussions to change to Entresto, also Aldactone, Demadex, on inhalers cholesterol management, diabetes management including insulin, for enlargement of the prostate on Flomax.
Physical Examination:  Weight 345 in the office, blood pressure 126/56.  Tall, large obese person, very pleasant.  Normal speech.  Chronic dyspnea.  COPD abnormalities.  No localized rales.  No pericardial rub.  Chronic edema.  Some stasis changes, no ulcers.  No focal deficits.  Normal speech.
Labs:  The most recent chemistries, this is from February 12.  He has pancytopenia with low white blood cell 2.7, anemia 11.5, MCV of close to 97, low platelets at 48.  His creatinine was 1.81 representing a GFR of 38.  Normal sodium, potassium and acid base.  Low albumin 3.4.  Corrected calcium upper normal.  Phosphorus not elevated.  Iron saturation, ferritin low normal.  Liver function test minor increased alkaline phosphatase.  Normal bilirubin.  Normal transaminases.
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Assessment and Plan:
1. Recent acute on chronic renal failure effect dose diastolic type congestive failure and diuretics.

2. CKD stage IIIB.  No indication for dialysis.  We do dialysis for GFR less than 15 and symptoms of uremia, encephalopathy, pericarditis or uncontrolled pulmonary edema.

3. Morbid obesity, respiratory failure on oxygen likely hypoventilation.

4. Ischemic cardiomyopathy low ejection fraction 41%, left ventricular hypertrophy.  Continue salt and fluid restriction and diuretic management.  I would not oppose change to Entresto if cardiology agrees.  Continue beta-blocker diuretics.  Continue Aldactone.
5. History of renal cancer ablation.  I am not aware of recurrence.

6. Recent IV contrast contributing to acute kidney injury.

7. Likely diabetic nephropathy.

8. Imaging findings for cirrhosis of the liver and enlargement of the spleen that will explain the pancytopenia.  No evidence for acute abdomen, peritonitis or encephalopathy and no evidence of active gastrointestinal bleeding.

9. Anemia as part of pancytopenia and also advanced renal failure, EPO for hemoglobin less than 10.  Present iron levels are stable.

Comments:  He has multiple medical issues as indicated above.  High level of complexity, multi specialists.  Chemistries for my side every month.  I would like to see him back on the next three to four months or early as needed.  All issues discussed at length with the patient and family member.

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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