

January 31, 2022
Dr. Stebelton

Fax#:  989-775-1640

RE:  Katherine Cotter
DOB:  08/01/1956

Dear Dr. Stebelton:

This is a followup of Mrs. Cotter with polycystic kidney disease, renal transplant few months back, acute renal failure in relation to dehydration, we decreased the dose of lisinopril, she is still having persistent diarrhea four or five times a day, sometimes at night too runny without any bleeding.  Weight down significantly.  Appetite is poor.  Nausea, but no vomiting or dysphagia, takes Imodium as needed.  Stools are brown, sometimes she sees undigested food.  No kidney transplant tenderness.  Good urine output.  She is pushing on liquids.  Urine is clear without infection, cloudiness or blood.  Denies nocturia or incontinence.  No edema.  No numbness, tingling, burning, or claudication symptoms or ulcers.  No chest pain or palpitations.  No oxygen.  No syncope.  No orthopnea or PND.  No skin rash.  Minor bruises.  No bleeding nose.  Some bleeding through the gums.  Recently teeth cleaning bleeding more than normally she does.  Some nasal congestion, which also apparently is worse, clean material without any bleeding.

Medications:  Medication list is reviewed.  University called her early December and increased the CellCept up to 1000 mg twice a day, remains on prednisone low dose and cyclosporine 75 mg morning and 50 mg at night, the lower dose of lisinopril presently 10 mg.  No recent symptoms of reflux and she is taking rarely Prilosec.  She is on magnesium replacement as well as calcium that contains magnesium by itself.
Physical Examination:  This is a videoconference.  Blood pressure at home 114/70.  Weight is significantly down, presently 107 within the last one year she was 130, however no respiratory distress.  Alert and oriented x3.  Normal speech.  No facial asymmetry.
Labs:  She has not done any blood test since November, at that time anemia 12.4, MCV 95.  Normal white blood cell, neutrophils, lymphocytes, normal platelets, creatinine back to normal 0.9.  Normal glucose, sodium, potassium, acid base, and low albumin.  Normal calcium.  All these blood tests should be repeated, back in October when she was in the hospital polycystic kidneys, on her liver and kidneys, kidney transplant on the right-sided, no obstruction.
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Back in October 2020, EGD was done Dr. Smith.  There was hiatal hernia, severe reflux, attempts to do surgery for the hiatal hernia, liver was very large from polycystic abnormalities with also evidence for potential cirrhosis for what the surgery was canceled, evidence of portal hypertension.  No gross ascites, nothing to suggest malignancy or peritoneal implants.
Assessment and Plan:
1. Autosomal dominant polycystic kidney disease.

2. Presently normal kidney function.

3. High risk medication immunosuppressants.

4. Severe diarrhea chronic, etiology is not clear.  She is able to keep good hydration and kidney function is stable.
5. Polycystic abnormalities involving liver which is part of the genetic presentation with apparently evidence for cirrhosis and portal hypertension.

6. Renal transplant.

7. Hiatal hernia large and esophageal reflux, surgery canceled because of abnormalities on the liver.

8. Hypertension presently in the low side.

9. Some bruises and bleeding through the gums.  Given her liver abnormalities, we will check PT/INR, with the diarrhea vitamin K deficiency is also a consideration.

10. On magnesium replacement, difficult to say if diarrhea is causing the low magnesium state or the magnesium supplement is aggravating the diarrhea.
11. We will see what the new chemistry shows, which will include the liver function test, coagulation factors, magnesium among others.  Further advice to follow in the next few days.

All of the above issues were discussed with the patient.  Education provided and questions answered to the patient's satisfaction.  Patient verbalized understanding.

Sincerely,

JOSE FUENTE, M.D.
JF/vv
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