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Safe  of  plasma exchange  in  acute renal  failure  secondary  to

vasculitis�

Seguridad  de  los  recambios  plasmáticos  terapéuticos  en la  lesión
renal  aguda  secundaria  a vasculitis

Dear Editor,

Therapeutic plasma exchange (TPE) is indicated as  a  coadju-
vant treatment in  cases of severe acute kidney injury (AKI)
secondary to vasculitis.1–7 Its benefit has been demonstrated
both in the acute phase of the diseases and throughout
the first year. It reduces the need of dialysis from 60% to
40%.3,5 Although its benefit has been shown in a range of
diseases, therapeutic apheresis techniques have had lim-
ited application over the years. This could be explained,
among other reasons, by the  technical difficulty of the pro-
cedure, the rapid reoccurrence of some disease, and the
limited number of controlled, randomised studies and meta-
analyses demonstrating its usefulness; by contrast, there are
a number of published articles with outdated views on its
efficacy, safety and cost. Below, we discuss the results of a
descriptive, longitudinal, single-centre study of a  prospective
database of patients with AKI secondary to vasculitis, treated
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with TPE in the Haematology and Haemotherapy Department
of Miguel Servet University Hospital, Zaragoza. The sever-
ity of acute kidney injury is  classified based on the Acute
Kidney Injury Network (AKIN) classification and the Risk,
Injury, Failure, Loss and End Stage Kidney Disease (RIFLE)
criteria.

Thirteen cases were analysed, seven of which were women,
with a  median age of 67.7 years. 92.3% had high comorbidity
(Charlson Index > 4). More than 60% of the cases corresponded
to indications type I or II of the guidelines of the  American
Society for Apheresis.2 All cases required support with dial-
ysis, but this was  only performed as an  urgent procedure
and before starting TPE in four cases (these four patients had
serum creatinine values >6.8 mg/dl). The rest of characteristics
of the series are described in Table 1.

The response rate after one month of TPE completion
was 38.5%. Serum creatinine values below 5.8 mg/dl were
associated with better responses (p = 0.032, RR: 0.16;  95% CI
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Table 1 – General characteristics of the series.

n (%)

Diagnoses

ANCA-associated RPGN relapse n = 4  (30.8)
Granulomatous polyangiitis n = 3  (23.1)
Anti-GBM Ab disease n = 2  (15.4)
Non-ANCA-associated GN relapse n = 2  (15.4)
Henoch-Schönlein purpura nephritis n = 1  (7.7)
Essential cryoglobulinaemia n = 1  (7.7)

Indication according to ASFA guidelines

Indication I

ANCA-associated RPGN with DD (1A) n = 3  (23.1)
Granulomatous polyangiitis with DD (1A) n = 2  (15.4)
Granulomatous polyangiitis with DAH (1C) n = 1  (7.7)
Anti-GBM Ab disease with DAH  (1C) n = 1  (7.7)

Indication II

Severe essential cryoglobulinaemia (2A) n = 1  (7.7)

Indication III

Anti-GBM Ab disease with DD (2B) n = 1  (7.7)
Henoch-Schönlein purpura nephritis (2C) n = 1  (7.7)
ANCA-associated RPGN with DI (2C) n = 1  (7.7)

Off-label

Non-ANCA-associated GN n = 2  (15.4)

Histological findings in  renal biopsy

Presence of  crescents n = 8  (61.5)
Tubular atrophy n = 6  (46.2)
Fibrosis n  = 6  (46.2)
Not available (other centre) n = 2  (15.4)

AKIN classification

AKI I  n = 0

AKI II n = 1  (7.7)
AKI III n = 12  (92.3)

RIFLE classification

Risk n = 0

Injury n = 1  (7.7)
Failure n = 12  (92.3)
Loss n = 0

End stage kidney disease n = 0

Treatment prior to TPE

MTP pulse therapya n = 4

MTP pulse therapya + Cy n = 7

Oral prednisoneb n = 2

Treatment concomitant with TPE

Cy bolusc + MTP n = 7

Cy bolusc + prednisone n = 6

Treatment after TPE

Cy +  prednisone n = 12

Rituximabd n = 1

Ab: antibodies; ANCA: antineutrophil cytoplasmic antibodies; AKIN: Acute Kidney Injury Network; Cy:  cyclophosphamide; DD: dialysis depend-
ence; OL: off-label; GN:  glomerulonephritis; RPGN:  rapidly progressive glomerulonephritis; DAH: diffuse alveolar haemorrhage; DI: dialysis
independence; GBM: glomerular basement membrane; MTP:  methylprednisolone; RIFLE: Risk,  Injury, Failure, Loss and End Stage Kidney Disease;
TPE: therapeutic plasma  exchange.
a Methylprednisolone pulse dose: 1 g/24 h, for 3 days.
b Oral  prednisone dose: 1  mg/kg body  weight/day.
c Cyclophosphamide bolus dose:  500–1000 mg/m2 body surface area.
d Rituximab dose:  three weekly doses of  375 mg/m2 body surface area.
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Table 2 – Characteristics of patients with and without complications.

Characteristics Patients with complications n  (%) Patients without complications n (%)

Total number of patients 2 (15.4) 11 (84.6)
Age (years)a 72.6 (70.5–74.8) 67.5 (51.5–79.9)

Gender

Female 1 (50) 6 (54.5)
Male 1 (50) 5 (45.5)

High comorbidity (CI > 4)  2 (100) 10 (90.9)

Indication according to ASFA guidelines

Type I indication 1 (50) 6 (54.5)
Type II indication 0 1 (9.1)
Type III indication 0 3 (27.3)
Off-label 1 (50) 1 (9.1)

AKIN classification

II  0 1 (9.1)
III 2 (100) 10 (90.9)

RIFLE classification

I  0 1 (9.1)
F 2 (100) 10 (90.9)

Time to  start of TPE (days)a 17  (17–17) 7 (0–28)
Number of sessionsa 12.5 (8–17)  6 (4–11)
Leukocytes prior to TPE (×109/l)a 20.1 (15.2–24.9) 10.3 (4.5–16.5)
Haemoglobin prior to TPE (g/dl)a 10.8 (9–12.7)  9.6 (7.9–13.1)
Platelets prior to TPE (×109/l)a 208.5 (136–281) 211 (101–440)
Serum creatinine prior to TPE (mg/dl)a 5.9 (4.2–7.6) 6.2 (4.4–10.7)
pH prior to  TPEa 7.41 (7.36–7.47) 7.37 (7.31–7.45)
Albumin prior to TPE (mg/dl)a 1.95 (1.9–2) 2.7 (2.1–3.6)

AKIN: Acute Kidney Injury Network; ASFA: American Society for  Apheresis; CI: Charlson Index; HD: haemodialysis; RIFLE: Risk, Injury,  Failure,
Loss and End Stage Kidney Disease; TPE: therapeutic plasma exchange.
a Values  expressed as  median (interquartile range).

[0.02–1.03]), in keeping with a  published bibliography of major
series2–6.

The analysis revealed significant reductions in the  val-
ues for serum creatinine (p = 0.005), with the corresponding
change in  glomerular filtration rate (p = 0.003) and protein-
uria in a single urine sample (p = 0.045). It was also noted a
reduction in the values of platelets (p = 0.022) and fibrinogen
(p =  0.037). However, these latter findings were not associated
with haemorrhagic manifestations.

With regard to the plasma exchange technique, during the
procedure we performed prophylaxis of hypocalcaemia with
intravenous calcium gluconate, with repeated administration
if symptoms appeared. At the end of the  procedure, intra-
venous vitamin K was administered prophylactically with the
aim of preventing dilutional coagulopathy. The devices used
were continuous-flow blood cell separators (Cobe Spectra

®
or

Optia Spectra
®

, Terumo) with adenine citrate dextrose solu-
tion A (ACD-A) as an  anticoagulant. Central venous access
were, Hickman (n = 9), Shaldon (n = 2)  and femoral (n = 2)
catheters.

The median number of days between clinical suspi-
cion and the initiation of TPE was 10 (0–28). Six sessions
(4–17) per patient were carried out, with a  volume of
3371 (2333–4759) ml  exchanged, corresponding to  1–1.5
blood volumes. Replacement was performed with 5%
albumin.

Of a total of 96 sessions, one (1.04%) had low access pres-
sure and four (4.1%) had clinical complications (pruritus in
three and fever in  one), all of them corresponded to two
patients (Table 2). None of these complications was severe
and only one session had to  be suspended due to  the  onset
of fever. The patients who developed the more  complications
(clinical and technical) had a high leucocyte count prior start-
ing TPE (p = 0.04) and underwent more  TPE sessions (p = 0.010)
(see Table 2). A  higher rate of complications was also observed
in TPEs performed before the year 2010 (28.6 vs 0%), without
statistical significance.

It is reasonable to think that a  higher number of ses-
sions would lead to a higher number of adverse associated
events. Even so, the overall rate of complications in our series
was lower than that published in other studies.8–10 The find-
ing of a  higher initial leucocyte count in patients with more
complications may  be related to a  higher starting dose of corti-
costeroids, although this assumption was not confirmed. The
association of a  higher initial leucocyte count with the devel-
opment of complications needs to be  evaluated in a  series with
more  cases.

The fact that our rate of complications was  less than that
published by others leads us to conclude that TPE is  a safe ther-
apeutic strategy in our centre and encourages us to continue
to perform it. We  can postulate that the lack of complications
may be attributed to the prophylaxis that is being used.
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Empathy  assessment  in living kidney donors�

Evaluación  de la  empatía  en  donante  vivo  de riñón

Dear Editor,

Living kidney donation is  an eminently prosocial behaviour.
Empathy which is  the product of cognitive and emotional
factors, is a  multidimensional motivating factor of proso-
cial behaviour.1 The objectives of this study were to assess
empathic tendency in people who  are going to  be  living kidney
donors, and to study the relationship between empathy and
other dispositional variables of the  donor that might charac-
terise their prosocial behaviour, such as  self-esteem, optimism
or perceived social support.

We conducted a  simple retrospective cross-sectional study
from March 2012 to June 2016. A  consecutive sample of 58
living kidney donors were assessed in  the Nephrology depart-
ment of Hospital General Universitari Vall d’Hebron. First,
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riñón. Nefrologia. 2018;38:570–572.

the donors were interviewed to explore the basic reasons for
donating. Following the interview, they were invited to partic-
ipate in the study, and its objectives were explained to them.
Those who chose to  take part signed the  consent form. After
collecting their sociodemographic data, they were assessed
using psychometric tests. The Interpersonal Reactivity Index
(IRI),1,2 used to assess empathy, informs about the capacity
to  understand others and to put oneself in their place based
on one’s observations and the verbal information received.
The test comprises four sub-scales: two cognitive elements,
perspective taking (PT) and fantasy (FS), and two emotional
elements, empathic concern (EC) and personal distress (PD).
The Life Orientation Test-Revised (LOT-R)3 assesses dispo-
sitional optimism, referring to the stable belief in having
a  general expectancy of a  positive future. The Rosenberg
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