
within 1 or 2 days; this is largely related to the hemolysis of red cells
near the end of their natural life span. The fever and cytokines
released exert a selective pressure against cells with more limited
capacity to maintain the red cell membrane. In most individuals, the
mild anemia is reasonably well tolerated, and symptoms, if present,
are associated with the underlying disease. Occasionally, in patients
with preexisting cardiac disease, moderate anemia (hemoglobin 10–
11 g/dL) may be associated with angina, exercise intolerance, and
shortness of breath. The erythropoietic profile that distinguishes the
anemia of inflammation from the other causes of hypoproliferative
anemias is shown in Table 97-6.

TABLE 97-6 Diagnosis of Hypoproliferative Anemias

■ ANEMIA OF CHRONIC KIDNEY DISEASE (CKD)
Progressive CKD is usually associated with a moderate to severe
hypoproliferative anemia; the level of the anemia correlates with the
stage of CKD. Red cells are typically normocytic and normochromic,
and reticulocytes are decreased. The anemia is primarily due to a
failure of EPO production by the diseased kidney and a reduction in
red cell survival. In certain forms of acute renal failure, the
correlation between the anemia and renal function is weaker.
Patients with the hemolytic-uremic syndrome increase erythropoiesis
in response to the hemolysis, despite renal failure. Polycystic kidney
disease also shows a smaller degree of EPO deficiency for a given
level of renal failure. By contrast, patients with diabetes or myeloma
have more severe EPO deficiency for a given level of renal failure.

Assessment of iron status provides information to distinguish the
anemia of CKD from the other forms of hypoproliferative anemia
(Table 97-6) and to guide management. Patients with the anemia of


