January 24, 2013

CONSULTATION REPORT
Florence Simpson

DOB: 02/22/1969

Referring Physician: Kevin O’Neal, M.D.

Dear Dr. O’Neal:

This morning, I met Ms. Florence Simpson who is a very nice 42-year-old Caucasian female for followup evaluation. The patient was hospitalized earlier this year for hematochezia and urologic issues. However, she has undergone VUR by Dr. Schwender from urology. She feels better. She is verbal, alert and ambulant without any cardiac or renal symptoms. She has mild residual post surgery or abdominal discomfort. She denies any new urologic symptoms. Appetite has been good for her. There are no changes in bladder or bowel habits. She denied any flank pain, hematuria, nausea, vomiting, or dysuria.

PAST MEDICAL HISTORY:
1. Positive for history of hypertension.

2. Chronic depression.

3. GI bleeds.

4. GERD.

5. Chronic pyelonephritis.

6. History of degenerative arthritis.

CURRENT MEDICATIONS: Her medications reviewed including lisinopril, Nexium, and Pristiq.
ALLERGIES: Penicillin.

FAMILY & SOCIAL HISTORY: Unchanged. She does not smoke or drink. She denies any alcohol abuse.

REVIEW OF SYSTEMS: General: The patient denies any fever, chills, fatigue, weight gain or weight loss. Respiratory: Denies any cough or shortness of breath. Cardiac: Denies any chest pain or palpitation. GI: Denies any GI bleed. GU: Denies any dysuria, frequency, urgency, or hematuria. Musculoskeletal: Denies any arthralgia or arthritis. Denies any recent nonsteroidal use. Neurology: Denies any stroke or TIA. Denies any seizure disorder.
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PHYSICAL EXAMINATION: General: Alert and mildly dysphoric middle-aged Caucasian female who is not in acute pulmonary distress. She was hypersthenic in habitus. She has normal gait without hypertonia or tremors. There is no distal edema. She lacked meningism. There is no palpable thyromegaly. She was not frail, cyanosed, or icterus. Vital Signs: Her weight is 173.8 pounds, height 5’1”, blood pressure 158/110, and pulse is regular without any radiofemoral delay. Her JVD was not elevated. Cardiac: Heart sounds S1 and S2 was noted without any rub friction or gallop. Abdomen: Mildly obese, nondistended, and nontender to deep palpation. She has normoactive bowel sounds without any visceral masses. The patient’s both kidneys were palpated, but no CVA tenderness.

LABORATORY DATA: BUN 22, creatinine 1.8, lipase 48, EGFR 31, WBC 9.8 with a hematocrit 44.5, hemoglobin 14.6, and *______03:18______* 376. The patient’s UA shows 7 white cells without any culture less than 10,000 gram-positive flora.

IMPRESSION:
1. Chronic kidney disease stage III secondary to hypertensive nephrosclerosis.

2. Recent urinary tract infection, resolved.

3. History of labile hypertension.

4. Depression.

5. Chronic GERD.

6. History of VUR.

7. History of degenerative osteoarthritis.
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PLAN: The patient has been doing reasonably well in relation to her recurrent urinary tract infections. I have advised her that she should continue to drink cranberry juice and call us immediately if she develops any recurrence of urinary tract infection. Meanwhile, I have started her on verapamil 240 mg p.o. daily and chlorthalidone 25 mg p.o. daily for better blood pressure goal. I have explained the fact that BP control is important with a target blood pressure goal less than 130/80 is important. I have also advised her that strict LDL goal less than 70 is important. I have explained in greater details in relation to her avoidal of potentially nephrotoxic agents including nonsteroidals, immunogenic antibiotics, IV contrast dyes, and managing her urinary tract infection aggressively with the antibiotics as needed basis. I do not think that she needs a prophylactic antibiotic therapy at this time and we will watch her renal function closely. Greater than 35 minutes was spent at the bedside in counseling and coordination of her care.

I thank you Dr. Kevin O’Neal for allowing me in participating in the care of you challenging patient.
Pranab Kumar Chattopadhyay, M.D.

