

May 28, 2025
Dr. Russell Anderson
Fax#:  989-875-5168
RE:  Danny Foster
DOB:  10/31/1949
Dear Dr. Anderson:
This is a consultation for Mr. Foster.  Comes accompanied with wife.  He has a diagnosis of liver cirrhosis within the last couple of years probably from fatty liver.  No biopsy has been done.  Not related to alcohol or viral hepatitis.  This year has been in the hospital twice for complications of liver disease.  Has portal hypertension, refractory ascites.  Frequency of paracentesis has changed, used to be like at once a month, presently every week.  There are discussions about potential tips.  He developed acute kidney injury at the time of recent hospital admission that has resolved to normal.  He has chronically low sodium in relation to liver disease and heart abnormalities.  Has been on diuretics and for some reason also on sodium tablets.  Appetite is fair.  Denies nausea or vomiting.  No dysphagia.  No abdominal pain.  No gross blood or melena.  Good urine output.  No infection, cloudiness or blood.  Stable edema, which is moderate to severe.  No gross ulcers.  No claudication symptoms.  No gangrene.  Does have dyspnea on activity to some extent at rest.  No gross orthopnea or PND.  No purulent material or hemoptysis.  No pleuritic discomfort.  There are bruises but no bleeding nose or gums.  No headaches.
Past Medical History:  Obesity, hypertension, coronary artery disease, prior angioplasty and then stenting, recent hospital admission, cardiomyopathy with a low ejection fraction probably Takotsubo.  Denies history of deep vein thrombosis or pulmonary embolism.  Denies peripheral vascular disease or gangrene.  Denies TIAs, stroke or seizure.  Remote history of kidney stone passes spontaneously and known type.  No recurrence 2016.  Being admitted twice this year gastrointestinal bleeding, portal gastropathy and esophageal ulcer.  There was respiratory failure required ventilatory assistance, increase of neutrophils on the PD fluid; however no bacteria isolated treated as spontaneous bacterial peritonitis.  There was high ammonia, hepatic encephalopathy treated with appropriate medication lactulose rifaximin.  There have been prior blood transfusions.  Denies pleural effusion.  Denies thoracocentesis.
Procedures:  Gallbladder, coronary artery angioplasty stent, tonsils adenoids, multiple EGD colonoscopies and multiple paracentesis.
Allergies:  No reported allergies.
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Medications:  States to be following recent discharge medication instructions including lactulose, midodrine, aspirin, Lasix, iron replacement, Protonix, Crestor, Aldactone, rifaximin, prior Coreg, loratadine discontinued and no antiinflammatory agents.
Social History:  Denies smoking or alcohol at present or past.
Family History:  No family history of kidney disease.
Physical Examination:  Chronically ill.  Decreased hearing.  No gross respiratory distress.  Weight 185, height 67” tall and blood pressure today was 130/86, which is unusual for him.  He runs in the 100s to 110s.  There are no palpable neck masses, thyroid or lymph nodes.  No expressive aphasia, dysarthria or facial asymmetry.  Normal eye movements.  Lungs are clear.  No pleural effusion.  No gross arrhythmia.  Distended abdomen ascites.  No peritoneal signs.  3+ edema bilateral.  No cellulitis.  No gross asterixis.  No gross focal deficits.  Has decreased hearing.
Labs:  Most recent chemistries May, creatinine 0.9 and low sodium 129.  Normal potassium and acid base.  Low protein.  Low albumin.  Corrected calcium low normal.  Elevated alkaline phosphatase.  Normal bilirubin.  Minor increase of AST and ALT.  Anemia 11.7.  Presently normal white blood cell and platelets.
I review all records extensively through EPIC.  On the last admission March 28 to April 11 treated as decompensation or liver failure with spontaneous bacterial peritonitis, hepatic encephalopathy, question septic shock as well as cardiogenic shock Takotsubo known to have Barrette’s esophagus, portal gastropathy and prior esophageal varices banding.  Did have acute kidney injury, but did not require dialysis.  It was probably in relation to low blood pressure, not truly hepatorenal as he did improve.  Poor nutrition, anemia, macrocytosis, low-sodium and phosphorus at that time there was low platelet count.  Imaging has not shown evidence of kidney obstruction or urinary retention.  CT scan of the brain did not show acute stroke or bleeding.  He was on pressure support Levophed and vasopressin.  He is exploring potential transplant, but so far not in the active list and prior lactic acidosis on the prior two admissions.
I want to mention an echo in April ejection fraction around 35% with middle to apical myocardial hypokinesia Takotsubo and the right ventricle was considered normal.
Assessment and Plan:  Recent acute kidney injury on admissions twice this year associated to gastrointestinal bleeding, spontaneous bacterial peritonitis, hepatic encephalopathy, Takotsubo cardiomyopathy, probably septic shock, hypovolemic shock, blood transfusion, lactic acidosis and respiratory failure on the vent.  Did not require dialysis and presently has returned to normal.  There has been isolated blood in the urine, but otherwise no cells, no protein, no obstruction or urinary retention.  Presently no activity to suggest hepatorenal.  He has complicated liver cirrhosis probably from fatty liver with above problems including esophageal ulcer, prior esophageal varices and banding and portal gastropathy.  He requires weekly paracentesis for refractory portal hypertension and ascites.  He has hepatic encephalopathy that has been treated appropriately.  The importance of salt and fluid restriction.
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Continue present diuresis.  The patient should not be on sodium tablets.  The hyponatremia goes with the heart and the liver abnormalities.  He will discuss with gastroenterology as well as interventional radiology about the upcoming tips.  I stress that there are risks including hepatic encephalopathy although might facilitate ascites control indirectly better kidney perfusion.  He also needs to follow with cardiology to document that the Takotsubo is improving.  All issues discussed at length with the patient and family member.
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/vv
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