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RE:  __________

The patient denies nocturia.  He does report his appetite is good.  He denies paroxysmal nocturnal dyspnea.

PHYSICAL EXAMINATION
Weight 180 lbs, up 8 lbs since August 23, 2012.  Blood pressure 130/90.  Heart rate of approximately 68 and regular.  Neck shows no neck vein distention.  Lung fields are clear.  Cardiac exam, regular rate and rhythm.  Extremities are without edema.

LABORATORY DATA
Laboratory obtained since the patient’s last visit shows - stable BUN and creatinine of 35 and 1.9 with the potassium level of 4.2, CO2 24, calcium 9.1, phosphorus 3.3, magnesium 2.2, uric acid 6.8 with an albumin of 4.5, hemoglobin and hematocrit of 14.3 and 42.2 with the microalbumin level of 59, which is elevated.

DISCUSSION/PLAN
I have done an extensive review of this patient’s chart regarding his previous Duplex and renal ultrasound showing only three small cysts in the lower pole of the right kidney, but no evidence of renal artery stenosis.  The patient apparently has good cardiovascular function at this point.  Review of the patient’s chart does not reflect the previous history of B12 deficiency, so I think he can discontinue his B12 and continue multivitamin only.  With regards to his renal function and what appeared to be a new baseline at the level of 1.9 and GFR of approximately 48 mL/min, which makes this patient have CKD level III, which is unexpected with long-term history of hypertension and some diabetes mellitus.

With the degree of microalbumin protein excretion despite the previous 24-hour urine showing only 300 mg of protein and a prior history of previous diabetic retinopathy, the possibility of early development of diabetic glomeruloropathy and what may held a more precipitous decline in renal function may be evident.

The patient did have a relatively low T4 level with TSH at the upper range of normal, which will need to be repeated as well as obtaining a repeat set of electrolytes prior to this patient’s next visit.

With regards to the issue of the patient’s blood pressure elevation, I would agree that he probably needs resumption of some antihypertensive therapy and especially in view of his history of the potential possibility of early diabetic glomeruloropathy and protein loss an ACE inhibitor would appear to be the most likely choice.  Therefore, we will start this patient back again on lisinopril at 10 mg at bedtime as his only starting dose making no other changes in his medication at this time, repeating his hemoglobin A1c as well as electrolytes, iron studies, and a followup B12 as well as repeat TSH and see the patient back again in approximately three months.
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