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ARTHUR WILSON

CHIEF COMPLAINT

CKD level IV.

HISTORY OF PRESENT ILLNESS
Mr. Wilson is a 79-year-old gentleman with recent marked deterioration in his renal function due to a supraventricular arrhythmia and use of amiodarone associated with the significant increase in edema and an elevation in creatinine for which there was intensification of diuretic therapy and consideration for the institution of dialysis, but the patient improved significantly and was seen on 01/09/13 at which time he was normotensive with very little in the way of edema, feeling well, eating well, in an irregular heart rhythm, but with controlled ventricular response.  The patient presents today reporting he feels pretty well.

PAST MEDICAL HISTORY
CKD level IV secondary to hypertensive nephrosclerosis with the history of coronary artery disease status post PCTA to the right coronary artery with a development of atrial fibrillation recently requiring initiation of amiodarone with acute renal failure and volume retention.  The patient has been effectively forced diuresed and improved as of his last visit on 01/09/2013.

The patient has a history of type 2 diabetes mellitus as well as Parkinson’s disease and benign prostatic hypertrophy.

The patient had placement of a left upper arm proximal fistula by Dr. Douglas Jicha and has had consideration for ligation several times with continued fear of rupture.  The patient presents today reporting that there are some dilatations of the veins in the forearm now as well.

CURRENT MEDICATIONS

Sinemet 25/100 mg one tablet p.o. t.i.d.

Carvedilol 6.25 mg one-half tablet p.o. b.i.d.

Allopurinol 100 mg p.o. q.d.

Desmopressin 0.2 mg one tablet q.h.s.

Furosemide 20 mg two tablets p.o. q.a.m. only.
Flomax 0.4 mg p.o. q.d.

Simvastatin 80 mg one-half tablet p.o. q.h.s.

Proscar 5 mg p.o. q.d.

The patient is also taking aspirin 81 mg p.o. q.d.

No recent Procrit shots have been necessary.

Amiodarone 200 mg p.o. q.d. only.

REVIEW OF SYSTEMS
Negative for nausea and vomiting.  His appetite is reported as “good as always”.  He denies paroxysmal nocturnal dyspnea or shortness of breath, believes his energy level is back to where it was prior to the institution of the amiodarone and the episode of supraventricular arrhythmias that resulted in some acute renal deterioration.  The patient denies significant lower extremity edema.

PHYSICAL EXAMINATION
Weight 157 lbs, down an additional 4 lbs since he was here last.  Blood pressure 140/70.  Heart rate of approximately 68 and regular.  Neck shows no neck vein distension.  Lung fields are clear.  Cardiac exam, regular rate and rhythm with the murmur that is heard.  No S3 gallop.  Abdomen is benign.  Lower extremities revealing trace pretibial edema and the left upper arm shows a serpiginous dilated non-pulsatile and expansile aneurysmal left upper arm fistula.

LABORATORY
Laboratory values obtained since the last visit on 01/21 several days ago, the patient was noted to have a fasting blood sugar of 122 mg%, hemoglobin and hematocrit of 13.1 and 38.9 with BUN and creatinine of 47 and 2.0.  This compares to his last BUN and creatinine, which was noted to be 38 and 2.0, which calculates now to a GFR of 30 mL/min by virtue of creatinine clearance of 41 and urea clearance of 18 for what would appear to be CKD level III.  The patient has a potassium level at this time of 4.1, CO2 29, calcium 8.7, and uric acid level of 5.7.

DISCUSSION
Again, we have had this discussion regarding this patient’s left arm fistula, which I do not believe that this patient will ever be able to rest comfortably in view of its size and the potential for lethal complication should it rupture.  Therefore, irrespective of the future possibility of its use in instituting initial dialysis therapy I will proceed ahead to call to Dr. Green for the purposes of ligation.  At present, obviously this patient does not require any dialytic intervention in what appeared to be stable for followup in approximately two months.
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