

April 25, 2024
Dr. Abimbola
Fax#:  989-583-1914
RE:  Kathleen Johnson
DOB:  11/28/1938
Dear Dr. Abimbola:
This is a followup for Mrs. Johnson who has advanced progressive renal failure associated to right-sided failure, pulmonary hypertension.  Last visit in March.  We did a video visit with family member and the patient.  Went to see liver specialist, they do not believe liver abnormalities are significant.  The right-sided heart failure with pleural effusion, edema, and ascites is likely from pulmonary hypertension.  Weights at home around 125-126.  Doing salt and fluid restriction.  Denies vomiting or dysphagia.  Frequent diarrhea, no bleeding.  No urinary tract infection, cloudiness or blood.  Stable edema.  No ulcers or cellulitis.  She fell twice, she tripped.  She denies syncope.  Denies increase of dyspnea.  Denies orthopnea or PND.  Denies the use of oxygen or CPAP machine.  No purulent material or hemoptysis.  Other extensive review of systems is negative.
Medications:  Medication list is reviewed.  I want to highlight the Norvasc, metoprolol, Lasix, presently Aldactone has been increased progressively current dose at 50 mg.  Otherwise on potassium replacement, cholesterol, triglyceride treatment, on Farxiga.
Physical Examination:  Blood pressure at home runs high 184/81.  She came to the office there is bilateral JVD.  There is evidence of pleural effusion and ascites.  No pericardial rub.  There is also stable edema nonfocal.  There was one family present in person and another family through the video.
Labs:  The most recent chemistries from early April.  Anemia 9.6.  Normal white blood cell and platelets.  High glucose in the 170s, creatinine progressively worse baseline 1.7 and 1.9, presently 2.2 if this will be a steady-state represents a GFR of 21 stage IV, low sodium 135.  Normal potassium 3.6.  Metabolic acidosis 21, low albumin of 3, corrected calcium normal low.  Phosphorus not elevated.
Repeat chemistries this visit, creatinine up to 2.36, GFR 20, potassium remains stable, low-sodium and low bicarbonate stable, low albumin, stable calcium, phosphorus acceptable.  Normal white blood cell and platelets.  Anemia 8.8 with a GFR of 242 and saturation 19%.
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Assessment and Plan:  Progressive chronic kidney disease presently stage IV related to right-sided heart failure pulmonary hypertension.  Continue salt and fluid restriction.  Tolerating Aldactone.  She has followed with cardiology Dr. Berlin.  There have been discussions about going to pulmonary hypertension clinic, which I believe is very appropriate.  Gastroenterologist does not believe the minor liver nodularity represents advanced cirrhosis and there have been no documented esophageal varices, severe enlargement of the spleen or peritonitis.  She needs to prepare for potential dialysis if that is what she chooses to do.  She is going to need EPO treatment for anemia given her lungs and cardiac condition.  At this moment there is no need for phosphorus binders, dialysis start for GFR less than 15 and symptoms or uncontrolled volume overload.  Her condition however is guarded and she very well might choose to do palliative or hospice care.  Chemistries in a regular basis.  Come back in the next 2 to 3 months or early as needed.  All issues discussed at length with the family in person and the family through the video.
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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