

March 24, 2022
Iris, NP
Fax#:  231-972-6003
RE:  Marguerite Harshbarger
DOB:  04/04/1934

Dear Mrs. Iris:

This is a followup for Mrs. Harshbarger previously Mrs. Spencer as she just got married for chronic kidney disease, diabetes, hypertension and peripheral vascular disease.  Last visit in September.  We did a teleconference, recurrent urinary tract infection supposed to follow with urology in Grand Rapids.  There have been problems of urinary retention, does not do any catheterization and no new medications.  She is just adding some cranberry pills to prevent infection.  Denies severe incontinence.  Presently no vomiting or dysphagia.  Weight is stable.  Good appetite.  No diarrhea or bleeding.  No chest pain, palpitation or increase of dyspnea.  No orthopnea or PND.  No oxygen.  There have been problems of high calcium with low PTH, and monoclonal gammopathy of unknown significance.

Medications:  Medication list is reviewed.  On anticoagulation Xarelto, blood pressure Coreg, Norvasc, HCTZ, for urinary urgency and frequency on Myrbetriq, cholesterol treatment, large list of vitamins and supplements, anticoagulation Xarelto, prior Aldactone discontinued.
Physical Examination:  She is alert and oriented x3.  Hard of hearing.  Normal speech.  No respiratory distress.  Weight 165.  Blood pressure 152/83.
Labs:  The most recent chemistries from March 1.07 although baseline is between 1.1 and 1.3, present GFR 49, low sodium 135, high potassium of 5.  Normal acid base.  Low albumin 3.5, calcium in the upper normal.  Normal phosphorus.  Mild anemia 12.2.  Normal white blood cell and platelets.
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Assessment and Plan:
1. CKD stage III.

2. Diabetic nephropathy.

3. Prior elevated calcium with suppressed PTH, calcium pills and vitamin D were discontinued in that opportunity, she is asking me she can restart some of the vitamins because of concerns about osteoporosis.  I probably will go back to the vitamin D.  I will not add any further calcium pills.

4. Atrial fibrillation for what the patient is anticoagulated and takes beta-blockers for rate control.

5. Recurrent urinary tract infection to see urology.  There has been no documented urinary obstruction or urinary retention.

6. Low albumin, which is chronic without evidence of chronic liver disease or nephrotic range proteinuria.

7. Monoclonal gammopathy of unknown significance with negative x-ray for osteolytic lesions.  We will keep an eye to see if any evidence of progression for plasma cell disorder for example multiple myeloma.  All issues discussed with the patient.  Come back in the next six months.  Continue chemistries every three months.
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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