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January 25, 2013

Dr. Kenneth Murachanian
RE:
__________ SACAMANO
PURPOSE OF DICTATION

Initial renal consultation.

Dear Ken:

Thank you very much for allowing me to see this very nice gentleman in consultation.  As you aware, Mr. Sacamano was a 91-year-old hypertensive gentleman with some prior history of “congestive heart failure” who has been known to have a progressively increasing serum creatinine over the last two to three years necessitating this referral.  The patient is here today reporting that he relatively feels “good”.

PAST MEDICAL HISTORY
History of probable chronic obstructive pulmonary disease with longstanding previous history of tobacco use.  The patient more than likely has history of congestive heart failure with history of progressive renal insufficiency.

ALLERGIES

No known allergies.

CURRENT MEDICATIONS

Furosemide 20 mg one tablet in the morning and half tablet at night.

Carvedilol 3.125 mg p.o. b.i.d.

Aggrenox 25 mg p.o. b.i.d.

Aspirin 81 mg p.o. q.d.

Simvastatin 10 mg p.o. q.h.s.

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

Temazepam in the evening.

Vitamins once a day.

Fluconazole 50 mcg twice a day by spray.

SOCIAL HISTORY

The patient is currently widowed.  He has one child here in Santa Rosa and is currently being attended to today with me by his daughter-in-law.  The patient is a retired carpenter.  He smoked many years and stopped about a year and half ago and has not used alcohol or illicit drugs.

REVIEW OF SYSTEMS

The patient denies nausea or vomiting.  He reports his appetite is so so.  Denies being hungry and has not for several years.  Denies paroxysmal nocturnal dyspnea or orthopnea, but does report marked dyspnea on exertion with a prior history of lower extremity edema controlled on furosemide.  He denies hematemesis, melena, or hematochezia.  Denies symptoms of paresthesias or myoclonus.  The patient reports nocturia x 4-5.  Denies overt symptoms of prostatism.  He denies residency, urgency, frequency, or incontinence.
PHYSICAL EXAMINATION

General:  The patient appears to be a rather small appearing gentleman looking younger than his stated age, walking with a device.  Vital signs at the present time include a blood pressure taken in the right arm at the present time of 160/80, heart rate of approximately 76 and regular.  HEENT:  Normocephalic, atraumatic.  There was bilateral early arcus senilis.  Conjunctiva was slightly pale.  Fundoscopic examination is not performed.  Neck:  Supple without adenopathy.  Carotids are 1+ and symmetrical without bruits.  No gross thyromegaly was noted.  Chest:  Examination of the chest revealed increased AP diameter and an increase expiratory phase of respiration with markedly diminished breath sounds diffusely throughout the lung most notably at the right base without rales or rhonchi.  Cardiac exam:  With the point of maximum intensity, which was diffuse left mid clavicular line.  S1 and S2 were heard.  A 3-4/6 systolic ejection murmur heard best along the left sternal border radiating from the base where it was higher.  No diastolic murmur could be heard or S3 gallop at this time.  Examination of the peripheral pulse revealed it to be 1+ symmetrical at the radial, not tested at the brachia femoral, 1+ at the popliteal and 1+ at dorsalis pedis.  Abdomen:  Slightly distended.  Bowel sounds were present.  No gross organomegaly could be appreciated.  There was no evidence of bruit present at this time or CVA tenderness.  Genitourinary:  Not examined.  Rectal exam was deferred.  Extremities fail to reveal 1+ clubbing, trace edema of the pretibial area.  No cyanosis.  Neurologic:  Deep tendon reflexes are not tested.  Motor was approximately 2/5 and symmetrical.

LABORATORY DATA
Laboratory most recent laboratory shows – BMP of 202, white blood cell count of 4600, hemoglobin and hematocrit of 9.5 and 29.1 with platelet count of 158,000.  The patient’s glucose concentration of 105 mg% with BUN and creatinine is 66 and 2.9, potassium level of 4.9, CO2 24, albumin 4, liver functions that are normal, cholesterol of 156 with an LDL cholesterol of 90, hemoglobin A1c of 5.8 for an average sugar 117 mg%.

DISCUSSION/PLAN

Obviously, we will attempt to get records from Dr. Murachanian regarding previous Duplex, ultrasound and echocardiogram to ascertain both left ventricular performance, possibility of significant aortic valvular disease all of which may be compromising renal function.  The patient is significantly anemic at this time and will required evaluation including iron studies, B12, folate and eventual referral for ESAs.
At present if this is a baseline creatinine of this patient at this time at 2.9, I suspect he has rather far advanced chronic kidney disease and we will make a determination of that with the 24-hour urine.  At present, I will make no changes in any of his medications as he may well necessitate an increase in antihypertensive therapy, but not until we ascertain the status of his renal artery vasculatures so as not to introduce a medication that can cause any precipitous decline in renal function in this very elderly gentleman.

I suspect that much of his symptoms are related to his dyspnea on exertion and shortness of breath or primary pulmonary in nature.  Pulmonary functions might be considered and I will defer this to Dr. Murachanian’s decision.

Therefore, 24-hour urine will be obtained, echocardiogram if that is not available as well as ultrasounds if they are not available, a followup evaluation to determine the degree of kidney function as well as to obtain all elements of his irons and B12 studies to determine if it is appropriate for referral for ESAs.

Ken, thank you very much for allowing me to see this very nice gentleman in consultation.  I hope that this plan meets with your approval.

Best of wishes.

Carl Wilson, M.D.

CW/SS

