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DISPOSITION AND DISCUSSION:
1. This is the clinical case of a 69-year-old with CKD stage IV. The CKD is related to multiple factors. The patient has what we think is neurogenic bladder and some degree of benign prostatic hypertrophy that generated a urinary tract infections, reflux, and eventually the patient deteriorated the kidney function related to relapse in urinary tract infections. The urinary tract infections have been treated with different antibiotics and the patient has shown deterioration of the kidney function related to the antibiotics and most importantly the blood sugary way out of control. The patient has a proteinuria that is around 3 g/g of creatinine. We know that this patient is going to use renal replacement therapy. The considerations in the modalities of therapy were discussed with the patient. We cannot consider peritoneal dialysis in a patient that had a history of ventral hernia that was initially surgically approached with a mesh that got infected and the patient had an infection that was present for more than nine months and this eventually cleared. So despite of our effort to use something that the patient will be happy with we cannot use the peritoneal dialysis and we explained in detail why. On the other hand the placement of central venous catheter is going to extremely risky due to the fact that the patient is prone to infections. As a conclusion I discussed with the patient and to me at least 20 minutes to convince him that the way to go is by getting an AV fistula placed at the present time as soon as possible now that he is not infected and that the cardiovascular status is stable he is going to need a clearance from the cardiology point of view and we can do this in an organized fashion. I am going to refer the patient to the vascular surgeon in Winter Haven Dr. Apajarita for those purposes.

2. The patient has relapse in urinary tract infection. The patient has been advised to catheterize himself, but he has not practiced that he does not have a Foley catheter. He has been without urinary infection since August and we have to be attentive for any signs or symptoms related to urinary tract infection.

3. Type II diabetes. The patient has a hemoglobin A1c that is 11.8. He has been all this year with hemoglobin A1c above 11. It is very difficult for him to follow the diet and I explained to him the need to follow a plant-based diet, low sodium diet, and avoid excessive amounts of fluid. He is going to try his best. I will communicate with the primary care physician but this is a decision that belongs to Mr. Snelgrove.

4. Atherosclerotic heart disease that is followed by the cardiologist Dr. Parnassa. Once we get established with the vascular surgeon we will request the clearance for surgery.

5. Benign prostatic hypertrophy that is attended by urology.

6. Hyperlipidemia.
7. A remote history of nephrolithiasis where these calculi were related to infection is not known.

8. Hypertension that is under control.

9. History of gout. We are going to reevaluate the uric acid. The patient is overweight. This was a very lengthy consultation and followup and hopefully the patient will follow through with the plan. Reevaluation in two months with laboratory workup. I gave him my personal phone number in order to be abl to coordinate the service appropriately.
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