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DISPOSITION AND DISCUSSION:
1. This is the clinical case of a 55-year-old Hispanic female that is a patient of Ms. Alida Pena, ARNP, who refers the patient to this practice because of the history of kidney stones. The kidney stones history has been present for more than 20 years. She had several urinary tract infections while she was living in Puerto Rico, then she transferred to New Jersey and, while she was living there eight years ago, the patient developed severe urinary tract infection, hydronephrosis, obstruction, and apparently there was significant stone formation. Because of the persistent hydronephrosis, the patient was ordered a nephrostomy tube that she carried for about 12 months. She stated that was extremely painful. However, they exchanged the tube every three months and it was functioning well. Eventually, they decided to pull the nephrostomy tube out and they continued to treat her medically, the infection disappeared and she started to get progressively better. An ultrasound of the kidney was done on June 10, 2023, and the right kidney measures 12.2 cm. There is no evidence of pelvocaliectasis. There is increased echogenicity with a renal cortical thickness of just 1.1 cm; in other words, there is atrophy in the right kidney. The left kidney is 13.6 and there is no pelvocaliectasis. The renal cortical echogenicity is within normal limits and the thickness of the cortex is 1.8. This patient has a serum creatinine of 0.8, a BUN of 11 and an estimated GFR of 87. The fasting blood sugar that day was 232, albumin was 4.3, liver function tests within normal limits. This test was done on May 7, 2023. The protein/creatinine ratio in the urine is within normal limits. In other words, we have a history of nephrolithiasis on the right side that we cannot corroborate as of June 10, when the ultrasound of the kidneys failed to show further nephrolithiasis. In order to clarify the situation, we are going to order a CT scan of the kidneys without contrast.
2. The patient has obesity, BMI is 35 and is most likely associated to the excessive amount of calorie intake.

3. Type II diabetes that has been under control. During the last visit, I noticed that she was prescribed Mounjaro, however, she is reluctant to take it because of the side effects.

4. There is a remote history and there is evidence of anemia that was corrected with the administration of iron. The latest hemoglobin was 13.7.
5. The patient has been seen by a cardiologist. Whether or not the patient has active coronary disease is unknown. We have an echocardiogram that was done on June 1, 2023, in which the ejection fraction is 50 to 60%. The systolic function is normal. There is no evidence of left ventricular hypertrophy. There is no valvular heart disease and no evidence of pulmonary hypertension.
6. Arterial hypertension that is under control.
7. Gastroesophageal reflux disease that is severely symptomatic. In the list of the medications, there are famotidine, pantoprazole, and omeprazole and the patient states that she has been taking all the medications and still having severe heartburn. I do not have any evidence that this patient has been evaluated by endoscopy and my concern is the overlapping of medication. In the presence of persistent symptoms, this should be investigated and I am going to make the suggestion to the primary to refer the patient for evaluation of the upper gastrointestinal tract. Whether or not the patient has peptic ulcer disease with bleeding and iron deficiency could be a consideration. 
I am going to order a CT scan without contrast and laboratory workup and reevaluate afterwards.

Thanks a lot for the kind referral.
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