

April 3, 2024
Dr. Kissoondial
Fax#:  989-775-4687
RE:  Cynthia Quigno
DOB:  02/25/1953
Dear Dr. Kissoondial:

This is a followup for Mrs. Quigno who has progressive chronic kidney disease associated to liver transplant.  Last visit in February.  Small meal portions, appetite down, but weight is stable, isolated nausea two to three times a week.  No vomiting.  No dysphagia.  Denies abdominal discomfort.  No diarrhea or bleeding.  Some degree of nocturia, incontinence, but no infection, cloudiness or blood.  Presently no gross edema, claudication symptoms, numbness, tingling or burning of the feet.  Denies chest pain, palpitations or increase of dyspnea.  Mild degree of lightheadedness but no syncope or falling episode.  No orthopnea or PND.  No skin rash or pruritus.  Some nasal congestion.  Denies smoking.

Medications:  Medication list is reviewed.  I will highlight the tacrolimus, blood pressure HCTZ, bronchodilators, for her liver transplant Ursodiol, and cholesterol treatment.
Physical Examination:  Weight 127, blood pressure 150/80.  Lungs are clear.  No arrhythmia or pericardial rub.  No ascites, tenderness or masses.  I do not see gross edema or neurological deficits.
Labs:  The most recent chemistries, creatinine is rising 2.7 representing a GFR of 18 stage IV, high potassium 5.8, metabolic acidosis 17 with a high chloride 114.  Normal sodium, calcium and albumin.  Elevated alkaline phosphatase.  Other liver function tests are normal.  Glucose in the 150s, prior tacro at 5.8.  She has prior history of coronary artery stent in the past, back in April last year a CT scan of abdomen and pelvis, kidneys without obstruction or stones or urinary retention.
She is going to have an EGD at University of Michigan in few days because of the early satiety.  She is going to keep me posted about those findings.

The last echo is not available.  We are going to repeat chemistries.
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Assessment & Plan:
1. Progressive renal failure stage IV.  No symptoms of uremia, encephalopathy, pericarditis associated to liver transplant and exposure to tacrolimus.  We need to start preparing for potential dialysis.  We will see what the EGD shows in terms of her upper gastrointestinal symptoms, needs to do dialysis class AV fistula.  I do not need to repeat the imaging as there is no evidence of obstruction or urinary retention, previously urine sample has not shown activity, she is not exposed to ACE inhibitors or ARBs or antiinflammatory agents.  Her frequent nausea and poor appetite is not related to uremic encephalopathy.
2. Metabolic acidosis, elevated potassium likely related to exposure to tacrolimus, a component of renal tubular acidosis as well as advanced renal failure.  We discussed about minimizing sources of potassium in the diet.  We are going to repeat chemistries and do one treatment with Lokelma.  We will monitor anemia for potential EPO treatment.  We are going to check goals tacrolimus for liver transplant with University of Michigan.  All issues discussed at length.  This was a prolonged visit.
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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