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DISPOSITION AND DISCUSSION:
1. This is the clinical case of a 62-year-old male that had a kidney transplant cadaver related 2011 at University of Tennessee. The patient has been immunosuppressed with cyclosporin 125 mg p.o b.i.d. The administration of CellCept 750 mg two times a day and prednisone 5 mg every day. The patient had a blood pressure log in which diastolic is always between 75 up to 85 and the systolic blood pressure is highest 160 most of the time is 138. The serum creatinine is reported at 1.6 and the microalbumin to creatinine ratio is 896. The protein-to-creatinine ratio is up to 1358. The cyclosporin level was 158. The BK virus was positive in the urine quantification will be ordered. In view of the above laboratory workup we have to bring the blood pressure to better control and I am going to advocate the use of amlodipine in the combination with benazepril. The patient was instructed to check the blood pressure at least during the first week taking this medication in order to make sure that there is no hypotension if systolic is below 110 he is supposed to stop the medication and skip that day and continue monitoring and let me know. The other concern is that the presence of proteinuria could be associated to chronic allograft nephropathy that could be associated to hypertension. The patient has cyclosporin level that is on the high side since the patient is 12 years out of the kidney transplant. This patient will be monitored very closely for the proteinuria and the BK virus. He is going to have evaluation at Tampa General Kidney transplant department on 10/18/23.

2. Arterial hypertension as above.

3. The patient has chronic obstructive pulmonary disease.

4. The patient is overweight. In regards to overweight he was advised to get into the weight watchers application and identify the type of food that he should be followed.

5. The patient has history of gout, however he has been dormant. The serum uric acid is 5.2.

6. Reevaluation in two months with labs.

We spent 15 minutes going into the laboratory workup. There was a discrepancy in the laboratory workup at the primary care physician and myself. There were two days apart my lab showed that the hemoglobin was 3.8 and he does not look like that anemic. The primary hemoglobin was 13.3. The patient will go tomorrow to the lab for the kidney transplant team evaluation. We will follow that. In the face-to-face we spent 25 minutes and in the documentation 8 minutes.
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