

June 12, 2026
Dr. Alexander Power
Fax#:  989-775-1640
RE:  Ronald Alward
DOB:  10/01/1944
Dear Dr. Power:
This is an urgent followup for Mr. Alward with progressive renal failure.  Last visit in November.  He has multiple cardiovascular and liver abnormalities, has required paracentesis in emergency room Alma and locally Dr. Safadi.  Comes accompanied with son.  There has been no peritonitis.  You started on lactulose, although he has not developed hepatic encephalopathy.  No gastrointestinal bleeding.  No blood transfusion.  Just not feeling well.  Progressive weight loss.  Poor appetite.  Denies vomiting.  Just feels full.  Decreased urine output, but no cloudiness or blood.  Minimal frequency nocturia.  Has developed gout on the left ankle, but denies anti-inflammatory agents.  Never smoked.  Chronic dyspnea.  No purulent material or hemoptysis.  No oxygen, inhalers or CPAP machine.  Blood pressure runs on the low side.  Used to follow University of Michigan liver specialist probably few years back.  Cardiologist, Dr. Mohan from known tricuspid valve surgery and pulmonary hypertension.  Has heart pacemaker, I believe defibrillator too.
Present Medications:  Bumex, Aldactone, bisoprolol, which was decreased 6 months ago and now lactulose.
Physical Examination:  Chronically ill.  No gross respiratory distress.  Weight down to 156 pounds and blood pressure 108/70.  Breath sounds decreased on the right side and that goes with the pleural effusion on imaging and the left side is clear.  Heart device on the left upper chest.  Some ascites as well as overweight of the abdomen.  Minor edema.  Nonfocal.
Labs:  Most recent chemistries; creatinine up to 3.59, has been slowly progressive over time, baseline has been around middle 2’s.  Present GFR is 18.  There are low platelet counts.  Normal white blood cells and hemoglobin.  Minor low sodium, high potassium and metabolic acidosis.  Normal albumin, calcium and phosphorus.  I do not find a recent echo; apparently, it is more than a year ago.
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Assessment and Plan:  CKD stage IV progressive versus acute component strongly related to cardiac issues, cardiorenal.  It is my understanding that the liver cirrhosis is considered cardiac in origin, also hepatorenal, decompensated, has developed ascites requiring paracentesis.  No active gastrointestinal bleeding.  No active encephalopathy.  No evidence for peritonitis.  We have a long discussion today close to an hour with the patient and son what is advanced kidney disease.  He likely will require dialysis in the near future.  His kidney abnormality is being caused by the combination of heart and liver problems.  We start dialysis based on symptoms and GFR less than 15.  Some of the symptoms are going to overlap between the kidney and liver and heart.  He needs to learn more about modalities I discussed with him.  No dialysis at all; at home, peritoneal dialysis, in-center hemodialysis.  There is need for an AV fistula if his heart condition allows us.  Blood test to be done on a weekly basis.  Update echocardiogram.  Presently, no symptoms of uremia, encephalopathy or pericarditis.  Blood test will also help us manage potassium, acid base, phosphorus, nutrition, calcium and cell count and hemoglobin.  All questions answered.  Prolonged visit.
All above issues were discussed with the patient.  Education provided, questions answered to patient's satisfaction.  Patient verbalized understanding.

Sincerely,

JOSE FUENTE, M.D.
JF/gg
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