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January 21, 2013

Dr. Lawrence Marianella

RE:
FRANK PANZA
CHIEF COMPLAINT

CKD level II.

HISTORY OF PRESENT ILLNESS

Mr. Panza is a 70-year-old gentleman with rather difficult last six months necessitating two previous hospitalizations for syncope and then subsequently for nephrolithiasis.  The patient is here today reporting that he feels pretty well.

PAST MEDICAL HISTORY

History of CKD level II with GFR 73 mL/min secondary to hypertensive nephrosclerosis.  The patient is status post triple vessel bypass in 2007 at Sutter Medical Center, has a history of type 2 diabetes mellitus as well as mild prostatism and a stone was noted to be in the left distal ureter, which is believed to have moved down to the bladder.  There was no hydronephrosis as noted on the CT scan of 10/11/12.

CURRENT MEDICATIONS

Levemir 58 units subq q.h.s.

Humalog by sliding scale three times a day before meals.  The patient is using approximately 28 units at dinnertime and about 15-20 units on the other occasions.

Trajenta 5 mg one tablet a day.

Tamsulosin 0.4 mg p.o. q.h.s.

Aspirin 81 mg p.o. q.d.

Atorvastatin 20 mg p.o. q.d.

Glipizide 5 mg p.o. b.i.d.

Niaspan 1000 mg ER two tablets by mouth once a day.

Lexapro 10 mg p.o. q.d.

Coreg CR 20 mg one tablet p.o. q.d.

Fenofibrate/TriCor 145 mg p.o. q.d.

REVIEW OF SYSTEMS

Negative for nausea and vomiting.  He reports his appetite is “good”.  Denies lower extremity edema.  Denies chest pain, paroxysmal nocturnal dyspnea, or recurrent syncope.  The patient reports 2 X nocturia.
PHYSICAL EXAMINATION

Weight 240 lbs.  Blood pressure 122/80.  Heart rate of 68 and regular.  Neck shows no neck vein distention.  Lung fields are clear.  Cardiac exam, regular rate and rhythm.  Extremities show no edema.

LABORATORY DATA

At this time shows – hemoglobin and hematocrit 14.6 and 43.1 with white blood cell count 6800, 221,000 platelets with urinalysis showing specific gravity 1.025, pH 6, clear, colorless and no cells.  The patient’s BUN and creatinine was 15 and 1.57, which compares to his last BUN and creatinine of 21 and 1.51 for continuation of CKD level II where previous glomerular filtration rate was calculated at approximately 73 mL/min.  Potassium level of 4.7, calcium level of 9.3, cholesterol 96 with triglycerides of 61 and LDL cholesterol of 47, hemoglobin A1c of 8.6 suggesting an average sugar of 200, which I will defer to Dr. Nakai and the patient for continued management as his diabetes needs better control.  Uric acid level is adequately suppressed at this time at 5 with phosphorus of 2.8.

DISCUSSION/PLAN

The patient is clinically stable at this time only needs improved diabetic control, but otherwise volume status and renal function as well as blood pressure management and cardiovascular status seem to be stable.  The patient will have no changes in current medication and be seen in follow up in about three months.

ADDENDUM

The patient wants me to make sure that I am aware that his hemoglobin A1c has gone from 10.1 approximately down to 8.6.  So obviously there has been improved control.

The patient now informs me that recently in his ophthalmologic evaluation, there is a “blood vessel problem” behind his right eye.  This is suspicious as this patient obviously will develop some element of diabetic glomerulopathy and we will need to watch carefully for any rate change in his renal dysfunction.

In addition, I will check for microalbuminuria, as this patient currently is not on an ACE inhibitor interestingly enough, which may be of some importance and delaying the progression of any renal dysfunction from a diabetic standpoint.
Carl Wilson, M.D.
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