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DISPOSITION AND DISCUSSION:
1. This is the clinical case of a 61-year-old white female that we had the opportunity to see in the past remotely when I was covering at the hospital with acute kidney injury. The patient was eventually transferred to the AdventHealth Hospital in Orlando. The patient had a bone marrow biopsy that was on 12/08/2023 that was consistent with extensive plasma cell neoplasm 90% involvement of a hypercellular marrow. It was FISH positive for gain of 1q. She also underwent a kidney biopsy on 12/11/2023 consistent with light chain nephropathy. Since then, the patient has been established at the Moffitt Cancer Center and she has been receiving chemotherapy as well as immune therapy. Currently, the patient is undergoing Dara-RVd treatment plan with daratumumab, Revlimid 5 mg in days #1 and #21, bortezomib 1.3 mg/m2 in days #1, #8 and #15 dexamethasone. The patient has maintained a kidney function. In the latest laboratory workup that was done on 04/09/2024, sodium 135, potassium 4.8, chloride 103, CO2 25, anion gap 7, BUN 29 and creatinine 2.6. Albumin 3.7 and total protein 6. There is no elevation of the calcium. It seems to me that the patient is having some response to the therapy that has been given to this patient because she has maintained the kidney function. Unfortunately, I do not have a urine quantification of the protein or urine quantification of the creatinine in order to assess the proteinuria and we will order that. We do not know whether or not this patient is going to maintain the current kidney function and, for that reason, we have to follow her with regularity.

2. The patient has multiple myeloma that is mentioned before that is a lambda myeloma.

3. The fact that the patient has stage IV CKD in combination with multiple myeloma makes her prone to the anemia. The patient has been treated with iron supplementation and blood transfusions. The administration of Procrit is up to the oncologist.

4. Chronic obstructive pulmonary disease that is related to smoking. Needless to say, the patient was advised to stop that habit which is going to make things difficult to control.

5. Hypothyroidism on replacement therapy.

6. Gastroesophageal reflux disease that is asymptomatic at this moment.

7. History of arterial hypertension that is under control.

8. Whether or not the patient has adrenal compromise in the adrenal gland is unknown.

9. Hyperlipidemia that we have to follow. We are going to reevaluate this patient in six weeks with laboratory workup. We have to keep in mind that this patient has blood work every two weeks and she is going to make the results available to me in order to make decisions if necessary.

Thanks a lot for your kind referral. We will keep you posted of the progress.
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