

May 19, 2025
Saginaw VA
Fax#:  989-321-4085
RE:  Mahlon Parsons
DOB: 02/01/1944
Dear Sirs at Saginaw VA:
This is a followup for Mr. Parson with chronic kidney disease and hypertension.  Last visit in November.  He was admitted recently May 13 to May 14.  Severe anemia and weakness.  Received two units of packed red blood cells.  Stool sample was negative for blood.  Vitals were stable.  Minor component of acute on chronic renal failure.  Stable troponins in the upper side.  Imaging shows the prior repair ascending thoracic aorta with a graft.  No leak.  Also repair of the descending thoracic aorta.  Size might be increased from 4.3 to 5.1.  It is my understanding vascular surgeon Dr. Frisbie.  No need for invasive intervention.  Echocardiogram with preserved ejection fraction and dilated aortic root.  They are planning to do bone marrow for myelodysplasia.
Medication:  I reviewed discharge medications, Norvasc, Eliquis, ACE inhibitors, beta-blockers and diuretics.  Review report of CT scan chest, abdomen and pelvis.  Stable edema.  Trying to do low sodium.  Chronic nocturia but no incontinence.  His oxygen drops to 80 and 82 on activity, at rest is 90 and 94 to see lung specialist Midland.  Presently not on oxygen.
Physical Examination:  Present weight 220 and blood pressure 90/58.  Distant breath sounds.  No pleural effusion.  No wheezing.  No pericardial rub.  Distant heart tones.  Obesity of the abdomen.  No tenderness.  Stable edema.  Nonfocal.
Labs:  Most recent chemistries the date of discharge after blood transfusion hemoglobin 8.3, normal white blood cells, low platelets 78, creatinine at 1.67, which is actually in the good side of his baseline representing a GFR 41 stage IIIB, low sodium, upper potassium, mild degree of metabolic acidosis and normal calcium.
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Assessment and Plan:  CKD stage IIIB, underlying diabetes, hypertension, vascular procedures and proteinuria not nephrotic range.  No progression, no dialysis, not symptomatic.  Underlying COPD.  Coronary artery disease stenting.  History of atrial fibrillation anticoagulated Eliquis.  Extensive vascular procedures as indicated above ascending and descending aorta, prior bilateral iliac arteries, procedures left carotid, left subclavian and others.  Anemia workup by hematology.  Discussed about bone marrow procedure.  Blood test needs to include phosphorus and PTH.  Monitor electrolytes and acid base, which are minor abnormalities.  I did not change potassium, but this potentially might need to be discontinued.  Same diuretics, salt and fluid restriction.  Same ACE inhibitors.  Chemistries in a regular basis.  Follow up with other consultants as indicated above.

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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