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Martin Rubinger, M.D.

RE: LORETTA CHIOSI

CHIEF COMPLAINT

CKD level IV.

HISTORY OF PRESENT ILLNESS

Ms. Chiosi is an 89-year-old female with a history of hypertensive nephrosclerosis and GFR of 20 mL/min who presents today reporting that she is “fine”.
PAST MEDICAL HISTORY
History of progressive chronic renal insufficiency presumably secondary to hypertensive nephrosclerosis.  The patient is status post removal of a polyp from the neck of the bladder, which eliminated the need for prophylactic antibiotics with an early course of recurrent urinary tract infections.  The patient has a history of zoster affecting the left thoracic area for which she was treated with Valcyte as well as having a history of type 2 diabetes mellitus.

CURRENT MEDICATIONS:

Lasix 40 mg p.o. b.i.d.

Spironolactone 25 mg p.o. b.i.d.

Folic acid 1 mg p.o. q. d.

Allopurinol 100 mg p.o. q. d.

NovoLog by sliding scale.

Lantus insulin approximately 18 units in the morning and 4 units at night.

REVIEW OF SYSTEMS

The patient denies nausea or vomiting.  She reports her appetite is “good”.  She reports there has been resolution of the left flank pain, which was persistent and ultimately proved to be musculoskeletal for which she saw a chiropractor.  The patient denies lower extremity edema.  The patient denies dysuria and only reports nocturia x 1.

PHYSICAL EXAMINATION

Weight 123 lbs, up 5½ lbs since November 2012.  Blood pressure 130/60.  Heart rate of approximately 76 and regular.  Neck shows no neck vein distension.  Lung fields are clear.  Cardiac exam, regular rate and rhythm without gallop or rub.  No murmur is heard.  There is no left flank tenderness at this time.  Her extremities are without edema.

LABORATORY DATA
Laboratory at this time shows – white blood cell count of 4000, hemoglobin and hematocrit of 10.9 and 32.4 with platelet count of 277,000.  Urinalysis showing specific gravity of 1.010, pH 6.5, clear, trace esterase positivity with no cella and culture showing 10,000 to 25,000 colonies of strep Viridans only.  The patient’s BUN and creatinine was 26 and 1.35, which compares to her last values of 7 and 1.55 for a continuation of CKD level IV.  Potassium level of 3.8, CO2 21, calcium of 8.3, phosphorus of 4.3, and intact PTH level of 59.

DISCUSSION AND PLAN

The patient is clinically stable at this time.  She does not show any advancing uremic symptoms, fluid accumulation or elevation in blood pressure.  Similarly, the patient’s hemoglobin and hematocrit appeared to be stable at this time on her current medications for which I will make no changes and suggest that she return to see us in about three months.

ADDENDUM

The patient reflects that her calcium level is little bit on the low side and in view of the fact that she is a female I believe that the potential for osteoporosis may exist.  There is no evidence of secondary hypoparathyroidism, so I would suggest along with her D3 this patient takes 500 mg of elemental calcium per day.

Despite the fact that the patient has a subclinical level of bacteria in her urine and is without dysuric symptoms, she previously has had recurrent urinary tract infections many of which were asymptomatic.  Therefore, we will repeat her urine in approximately two weeks to assure that there is no proliferation of the original 10,000-25,000 colonies of strep Viridans.
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