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RE:
ULF HOLMBERG

CHIEF COMPLAINT

CKD level III.

HISTORY OF PRESENT ILLNESS

Mr. Holmberg is an 82-year-old gentleman seen by us recently with a history of hypertension and CKD level III as well as type 2 diabetes mellitus previously using Byetta, but apparently with some difficulties that had necessitated its discontinuation.  The patient presents today reporting that he was “checked in” to Healdsburg General Hospital.  On further explanation apparently, he began complaining of severe coldness and pain in his right arm for which Dr. Burnett had referred him to Healdsburg General Hospital where he underwent an evaluation with the only findings of significance for an increase in his serum creatinine to a level of approximately 3.0.  The patient did not have any symptoms while he was here and since discharge from that emergency room visit, which was on 01/15/13 the patient has had recurrence of symptoms.

PAST MEDICAL HISTORY
Prior history of coronary artery disease status post myocardial infarction x 2 with stent placement to the RCA in 2008.  The patient is status post two-vessel bypass in August 2011 by Dr. Ramsey Deak at Santa Rosa Memorial Hospital as well as having a CKD level III thought to be secondary to both parenchymal disease as well as a possibility of bilateral renal artery stenosis, which is most recent renal duplex of 08/27/12 showing something consistent with renal artery stenosis at which time the right kidney was measured at 10.8 cm and the left kidney was measured at 10.8 cm.  There was some suspicion of possible bilateral disease at that time.  The patient also has a history of type 2 diabetes mellitus as well as lumbosacral disc disease for which he has received two prior epidural injections.

The patient has an echocardiogram showing borderline diminished left ventricular performance with an ejection fraction of 54% and mild mitral valvular disease.

CURRENT MEDICATIONS

The patient is taking Lantus 34 units subq q.a.m.

Glipizide 10 mg p.o. q.a.m

Januvia 100 mg p.o. q.a.m.

Gabapentin 200 mg p.o. q.h.s.

Lasix 60 mg two tablets p.o. b.i.d.

Plavix 75 mg p.o. q.d.

Zetia 10 mg p.o. q.d.

Clonidine 0.1 mg p.o. q.h.s.

Losartan 100 mg a day.
Flomax 0.4 mg p.o. q.d.

Zaroxolyn 2.5 mg 30 minutes prior to his a.m. dose of Lasix.

REVIEW OF SYSTEMS

Negative for nausea and vomiting.  His appetite is described as “down”.  He describes periods of being extremely cold following eating with pain in his right hand not radiating to his shoulder with some periods of associated pain across his back.  The patient denies frank diarrhea.  Denies paroxysmal nocturnal dyspnea.  He does get severe shortness of breath on exertion almost getting totally winded taking a “shower”.  The patient believes that his lower extremities are edematous and he has two times nocturia.

PHYSICAL EXAMINATION

Weight 204 lbs, down 7 pounds since his last visit.  Blood pressure taken in the left arm of 160/80 and on repeat was 160/80.  Heart rate of 76 and regular.  Neck shows no neck vein distention.  Lung fields were clear.  Cardiac exam, regular rate and rhythm without gallop or rub.  A 2-3/6 systolic ejection murmur heard best on the left sternal border.  Abdomen is benign.  Lower extremities show no significant edema.

LABORATORY DATA
Laboratory obtained on 01/15/13 in the emergency room at Healdsburg General Hospital shows an increase in his creatinine from his previous baseline of 1.7 where he had a known glomerular filtration rate of approximately 37 mL/min up to a level of 3 with the potassium level of 3.5, CO2 of 35, calcium of 9, albumin of 3.9, and liver functions that are normal.  A urinalysis showing specific gravity of 1.010, pH 6, 3+ glucose, 1+ protein, and no cells.  TSH level of 1.25.  Chest x-ray showing interval cardiac surgery without acute findings.  Electrocardiogram showing sinus rhythm, left atrial enlargement, left ventricular enlargement with an IVCD and secondary repolarization.
DISCUSSION

The patient obviously has a bump in his serum creatinine probably concomitant with forced diuresis, which was necessary for both his symptoms of dyspnea and shortness of breath as well as the extensive edema that he manifested at the time of his last visit.  Clearly, the elevation in serum creatinine is not totally unexpected under conditions of forced diuresis with this patient with both parenchymal and possible large vessel disease, which may alter the ability for auto-regulation.  I will suggest that we discontinue the patient’s Zaroxolyn at this point to allow him to re-equilibrate, repeat his laboratory to determine if there has been reinstitution of auto-regulation and improvement in renal function with simultaneous determination of GFR at a new baseline level.

As far as this patient symptoms of being cold and right hand pain what comes to mind is a possibility of subclinical Addison’s disease and therefore we will obviously obtain at least an a.m. cortisol level and make some strong considerations for doing Cortrosyn stimulation test to assure that we are not dealing with any evidence of hypoadrenalism.

Blood pressure is not optimally controlled at this time after further increase in losartan.  We are now at maximum doses of losartan and taking clonidine at h.s. only, which is somewhat sedating in *____________* itself.  Therefore, one my consider discontinuation of the clonidine and the use of a calcium blocker to simultaneously treat the Cozaar, which was present before the bump in creatinine that may have been exacerbating the bump in creatinine by its increasing dose, which is also of consideration.  Therefore, I will place this patient on 2.5 mg of Norvasc (amlodipine) at bedtime, discontinue the clonidine, continue all other medications, hold the Zaroxolyn, repeat laboratory and ask him to return to see us in about two weeks.

Carl Wilson, M.D.
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