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DISPOSITION AND DISCUSSION:
1. This is the clinical case of a 54-year-old African American male that was referred to the office by Ms. Jennifer Shaw, APRN, because of the presence of chronic kidney disease stage IV. The latest deterioration of the kidney function reported was on June 19, 2024, with a serum creatinine of 3.4, a BUN of 56, and an estimated GFR of 21. The serum electrolytes are well within normal limits. The liver function tests were within normal limits, but interestingly the patient had a hemoglobin of 11.9, which is most likely anemia related to the chronic kidney disease. We have the opportunity to review the laboratory workup from February 2023, August 2023, and January 2024 and there is a progression of the deterioration of the kidney function that has been slow, but continuing. We had also the review of the ultrasound of the retroperitoneum that was done in 2020, in which there is evidence of bilateral hyperechogenicity. The patient has a lengthy history of arterial hypertension as a matter of fact, but we had the blood pressure check in the office today and it was significantly elevated 180/108. The patient states that he has been without medication for more than two weeks. There is no past history of diabetes mellitus and there is no past history of hyperlipidemia. There is a history of prostatism that has been severe. When I ask him regarding the nocturia, it is more than 15 times at night and that has been going on also for a long time. He states that when he was prescribed tamsulosin in the past, the symptoms were less apparent. The ultrasound also revealed thickening in the urinary bladder, however, there was no evidence of the increased urinary volume. In other words, we think that this CKD IV is related to nephrosclerosis associated to arterial hypertension, the use of nonsteroidal antiinflammatories for a lengthy period of time in order to deal with the pain associated to the gout and the possibility of an obstructive component.

2. Benign prostatic hyperplasia with a urinary obstruction.

3. Gout that has been treated with the administration of colchicine and allopurinol. This gout that gives him unbearable pain is almost incapacitating. There is evidence of uric acid levels above 9.5 on two separate occasions despite the administration of allopurinol. This patient is a candidate for the use of Krystexxa. We signed the papers in order to request approval by the insurance for the administration of the Krystexxa and we are going to follow the protocol if approved.

4. The patient has anemia that is related to the above CKD IV, nephrosclerosis, hyperlipidemia under fair control and vitamin D deficiency that is going to be supplemented. We are going to get in touch with Ms. Shaw, APRN who is the primary in order to refer him to the urologist as soon as possible. The case was discussed with the patient and the wife. We are going to request a retroperitoneal ultrasound as well as pelvic ultrasound with residual volume measurement. We are going to request testosterone and cortisol levels as well as iron levels, the workup for the chronic kidney disease, and the workup for the anemia. We will reevaluate the case in six weeks.
Reevaluation in six weeks.

We spent 20 minutes reviewing the referral. With the patient, we spent 50 minutes trying to discuss the need for him to going on a plant-based diet with low sodium and restrict the fluids in the evening. This patient is taking nonsteroidal antiinflammatories and we are going to ask the primary to refer him to a pain manager because the patient was almost in panic when we mentioned the need for him to stop the use of naproxen. In the documentation, we spent 12 minutes.
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