

April 16, 2026
RE:  Christina Lewis
DOB:  

Mrs. Christina Lewis is a 68-year-old lady, recently discharged from the hospital, with subacute chronic renal failure and uremic symptoms, starting dialysis, clinically improved, catheter placed on the left side as the patient has a med port on the right, background of diabetes and hypertension, has nephrotic syndrome, edema and low albumin.  In the hospital, treated for E. coli urosepsis with positive blood and urine cultures, on antibiotics improving.  She has chronic hemolytic anemia, follows with Dr. Sahay, transfusion dependent, has failed to respond to steroids and Rituxan.  She has pericardial effusion without tamponade, which is not new.  She has also pleural effusion.  I think thoracentesis was done, but no infection.  Has low ejection fraction on the echocardiogram, supposed to see primary care next week.  She states to be feeling better, appetite improving.  Denies vomiting or dysphagia.  Denies blood or melena.  Some increase in the urine output.  Edema is stable.  No ulcer or cellulitis.  Some dyspnea, but no chest pain, palpitations or syncope.
Medications:  Discharge medications reviewed, completing antibiotics with Vantin, takes metoprolol, Zofran, magnesium, insulin, folic acid, vitamin D, Protonix, prior Tradjenta and Lasix discontinued.
She does not look in respiratory distress.  There is pallor of the skin.  Normal speech.  Non-focal.

Physical Examination:  Present weight has increased from discharge 62 up to 63.6. Blood pressure pre-dialysis in the 130s-150s; occasionally, drops intra-dialysis at the time she goes home 120s-140s.  She needs to be more careful with the fluid.  I see recent weight gain of 5 liters.
Labs:  Her creatinine 3.3 actually worse comparing to the hospital, Kt/V at 1.47, hemoglobin at 7.7, ferritin 1900 and iron saturation 58 from multiple blood transfusions as well as acute phase reactants, A1c 5.7, potassium 5.1, bicarbonate 26, low albumin at 3, phosphorus at 5.4, corrected calcium normal, PTH not elevated 55.

She received 3 units of blood in the hospital.  There was no blood in the urine.  Ejection fraction was 43%.  I did serology.  Negative antinuclear antibody.  Complement C3 was running low and complement C4 normal.  ANCA negative.  Cryoglobulins negative.  Rheumatoid factor not elevated.  Protein to creatinine ratio close to 7.  There was 2+ of protein and 1-2+ of blood in the urine aAlthough there was a lot of bacteria.  The pleural fluid, no growth, it was a transudate.  Low protein and albumin.
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CT scan of chest, abdomen and pelvis.  Liver and spleen enlarged, which is being a chronic finding.  Dr. Sahay interpreting that as chronic hemolysis.  Gallbladder stones without obstruction or acute gallbladder inflammation.  No adenopathy.  Chronic L1 compression fracture.  She has chronic low haptoglobin.  Prior positive Coombs testing; the most recent, however, appears negative.
Assessment and Plan:  Progressive renal failure, concern for primary glomerulopathy, diabetes and blood pressure has been apparently fair to well controlled.  At this moment, however, she is not in good condition for any renal biopsy.  She has chronic hemolysis, very low hemoglobin and high risk of renal biopsy, symptomatic.  We are going to increase the Aranesp maximal dose tolerated.  She needs to follow up by with Dr. Sahay, primary care.  She also needs to follow up with cardiology given the low ejection fraction, global hypokinesia, might need stress testing. With her chronic hemolysis, there might be limited invasive procedure that can be done safely; probably, with also concern for anticoagulation if needed.  All issues were discussed at length.  Encourage her to explore AV fistula; still acute on chronic, but has been progressive for the last 5-6 months, might be actually permanent.
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/gg
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