

September 10, 2024

Dr. Russell Anderson

Fax#:  978-875-5169

RE:  Stephanie Pyle
DOB:  05/18/1977

Dear Dr. Anderson:

This is a followup for Stephanie with chronic kidney disease.  She has primary biliary cirrhosis.  Last visit in March.  Denies hospital visit.  Stable symptoms of esophageal reflux.  No nausea, vomiting, dysphagia, odynophagia, or gastrointestinal bleeding.  She has a rectal fissure occasionally bloods.  No urinary tract infection.  Minor incontinence.  Morbid obesity.  Stable dyspnea.  She has not required any oxygen or inhalers.  No purulent material or hemoptysis.  No gross edema.  Denies any falling episode.  Denies pruritus.  Follows gastroenterologist Dr. Jones at Lansing.

Medications:  Medications list reviewed.  I am going to highlight the bicarbonate for renal tubular acidosis.  She remains on combination losartan and HCTZ.  For her liver abnormalities on Ursodiol.
Physical Examination:  Present weight 326 pounds higher than before 312 pounds and blood pressure by nurse 120/58.  Lungs distant clear.  No arrhythmia or pericardial rub.  Morbid obesity.  No abdominal tenderness.  Do not see major edema or focal deficits.

Labs:  Chemistries September.  Creatinine 2.12, which is still baseline for a GFR of 28 stage IV.  Low bicarbonate 11 with high chloride 113.  Normal potassium.  Minor low-sodium.  Normal nutrition, calcium, and phosphorus.  Minor low platelets.  Anemia 10.9.

Assessment and Plan:
1. CKD stage IV at baseline.  No progression.  No symptoms.  No indication for dialysis.

2. There is metabolic acidosis with high chloride probably representing renal tubular acidosis.  She denies any diarrhea.  Presently normal potassium balance already on bicarbonate replacement.  She has not been able to take more than two a day.

3. Hypertension.  Continue present regimen diuretics and ARV.

4. Anemia and thrombocytopenia stable without active bleeding.

5. Primary biliary cirrhosis clinically stable.  No encephalopathy, nothing to suggest active gastrointestinal bleeding and nothing to suggest ascites.
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6. Prior low level proteinuria non-nephrotic range.  Continue chemistries in a regular basis.  Update phosphorus and PTH for secondary hyperparathyroidism and mineral bone abnormalities with kidney disease.  Update protein creatinine ratio in the urine.  Come back on the next six months.

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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