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Several studies have shown that

changes in renal function not only

depend on age, but that concomitant

cardiovascular disease also con-

tributes to functional changes.4,8

Low GF of the elderly is checked in

our study. However, when the GF

rate is analysed according to the as-

sociated disease, we see how pa-

tients with previous history of is-

chaemic heart disease and heart

failure present a lower GF rate. If

we also consider that cardiovascular

disease is the main cause of mortal-

ity in patients with Chronic Renal

Failure (CRF),9 that many patients

diagnosed with CRF die before hav-

ing replacement therapy10 and that

age cannot be treated, cardiovascu-

lar prevention should be a priority

in the treatment of chronic renal

failure in geriatric patients. 
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Dear Editor,

Different recommendations have

been published regarding the empir-

ical treatment of peritonitis in peri-

toneal dialysis.1 In our centre we

follow the recommendations of the

Spanish Society of Nephrology

published in 2004, which advise

vancomycin, tobramycin and in-

traperitoneal ampicillin as initial

treatment.2 

Table 1. Glomerular filtration based on cardiovascular antecedents studied 

GF (Cockcroft) p GF (MDRD) (ml/min) p 

AHTN (no) (18.7%) 

AHTN (yes) (87.3%) 

IHD (no) (83.3%) 

IHD (yes) (16.7%) 

HF (no) (80.3%) 

HF (yes) (19.7%) 

AF (no) (76.4%) 

AF (yes) (23.6%) 

CVA (no) (72.6%) 

CVA (yes) (27.4%) 

PVD (no) (94.5%) 

PVD (yes) (5.5%) 

DM (no) (62.7%) 

DM (yes) (37.7%) 

44 ± 19

39 ± 13

41 ± 13

29 ± 11

41 ± 14

33 ± 12

39 ± 14

39 ±13

38 ± 13 

44 ± 13 

40 ± 13

35 ± 21 

39 ± 15

40 ± 12

NS

(0.014)

NS

NS

NS

NS

NS

57 ± 18

50 ± 15

53 ± 16

41 ± 13

53 ± 16

42 ± 12

50 ± 15

54 ± 17

51 ± 15

51 ± 19

51 ± 16

44 ± 17

50 ± 16

52 ± 15

NS

(0.022)

(0.028)

NS

NS

NS

NS

AHTN: Arterial hypertension; IHD: Ischaemic Heart Disease; HF: Heart Failure; AF: Auricular Fibrillation; CVA: Cerebral Vascular Disease; PVD: Peri-
pheral Vascular Disease; DM: Diabetes Mellitus; NS: Not significant. Data expressed as averages ± SD.  
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In recent years it has been shown that

oral ciprofloxacin is just as effective

as an intraperitoneal antibiotic in the

treatment of peritonitis.3 

We carried out a retrospective study of

all cases of peritonitis that occurred in

our Unit from January 2006 until June

2008. There were 123 episodes in to-

tal. The germs responsible are out-

lined in table 1. 

The sensitivity of gram-negative germs

to ampicillin was evaluated based on the

progressive increase of their resistance.

In 2006, 58.3% were resistant and in

25% of the cultures, sensitivity to ampi-

cillin was not evaluated. In 2007, 66.6%

were resistant and sensitivity was not

evaluated in 22% of cases. In 2008, the

percentage of resistance reached 77.7%

and it was not evaluated in 11.1%. 

Sensitivity of gram-negative peritoni-

tis to ciprofloxacin was 91% in 2006,

77.7% in 2007 (22.3% not tested) and

100% in 2008. 

In terms of gram-negative peritonitis,

in our centre there is a high percent-

age of cases of oxacillin-resistant

germs and therefore treatment with

vancomycin is required in the majori-

ty of occasions. 

In light of the results, the empirical

antibiotic protocol was changed to

intraperitoneal vancomycin and oral

ciprofloxacin, while maintaining an-

tifungal prophylaxis with oral flu-

conazole, therefore avoiding treat-

ment with aminoglycosides and their

detrimental effect on residual renal

function. 

Peritoneal dialysis units must take into

account the profile of the organisms

responsible for peritonitis in their

area, as well as the resistance pattern,

when deciding the most suitable em-

pirical antibiotic protocol in each

case.
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Table 1

2006 (pac.: 49) 2007 (pac.: 54) 2008 (pac.: 51)

Total peritonitis 46 55 22

Grampositive 23 (50%) 28 (50.9%) 13 (59%)

Coagulase positive 18 (39.1%) 19 (34.54%) 8 (36.3%)

Streptococcus 1 (2.1%) 5 (9.09%) 2(9%)

Sensitive S. Aureus meticilin 1 (2.1%) 1 (4.5%)

Resistant S. Aureus meticilin 1 (2.1%) 2 (3.6%)

Corynebacterium 2 (3.6%) 1(4.5%)

Lactococcus 2 (4.3%)

Micrococcus 1 (4.5%)

Grammnegative 12 (26%) 18 (32.7%) 9 (40.9%)

E. coli 1 (2.1%) 5 (9.09%) 1 (4.5%)

Klebsiella 3 (6.5%) 4 (7.2%) 2 (9%)

Serratia 2 (4.3%) 4 (7.2%) 2 (9%)

Pseudomona 1 (2.1%) 3 (5.4%) 1 (4.5%)

Enterobacter 4 (8.6%) 2 (3.6%) 1 (4.5%)

Pasteurella 1 (2.1%)

Citobacter 1 (4.5%)

Haemophilus 1 (4.5%)

Negativeculture 11 (23.9%) 7 (12.7%)

Fungus 1 (1.81%)

Mycobacterium 1 (1.81%)


