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shown to have low sensitivity and

only provide imprecise detection of

alterations.3

2 The catheter should be inserted un-

der open or laparoscopic surgery in

order to obtain visual information

about the abdominal cavity.

3, The new catheter should be inserted

a minimum of 3-4 weeks after the

complete recovery from the infec-

tion.

4. In the case of early catheter

dysfunction, a peritoneography can

be useful in the chance of compart-

mentalisation of the peritoneum.

We carried out a retrospective study

during the last five years on patients in

our unit that required CR because of

peritonitis and that later decided to

reinitiate PD.

CR was required in 11 patients from our

study population following cases of

peritonitis in the last five years.

We performed abdominal CT scans for

each prior to inserting the second

catheter.

Only one patient was denied reinitiation

of PD when the CT scan revealed an ab-
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To the Editor, 

Peritonitis is the primary cause of mor-

bidity, mortality, and technique failure

in peritoneal dialysis (PD).

Several studies have shown that

catheter removal (CR) is necessary in

as many as 16%-18% of cases.1 The

most common causes of peritoneal CR

due to peritonitis are: fungal peritonitis,

enteric peritonitis, and cases associated

with other clinical circumstances (si-

multaneous infection of the subcuta-

neous tunnel, cases refractory to treat-

ment, and recurring infections).

Following CR, a high percentage of pa-

tients decide to stay with the same

method of depuration treatment. These

patients tend to have a low technique

survival due to adherence and ultrafil-

tration failure.2

If patients decide to reinitiate PD, it is

important to keep in mind:

1. There is no reliable, objective me-

thod that can indicate the existence

of peritoneal damage before inser-

ting a catheter: ultrasound, compu-

ted tomography (CT), and magnetic

resonance (MRI) have all been

dominal image indicative of a small ab-

scess two months after the removal of

the first catheter.

The second catheter was inserted in all

cases under general surgery conditions;

mild adherence was observed in two

cases, which were remedied.

The mean age of patients in our study

was 62.8 years (range: 30-77).

Mean albumin levels were 3.5mg/dl

(2.8-4.2); mean D/P creatinine at 240

minutes: 0.75 (0.69-0.8); mean D/P cre-

atinine 240 minutes before removal:

0.78 (0.63-0.9); mean total number of

cases of peritonitis per patient: 2.6 (1-

5), and the mean time until the appear-

ance of the first case of peritonitis was

18 months (1-47).

The micro-organisms responsible for

the cases of peritonitis, the existence of

associated pathologies, the time until

reinsertion of the second catheter, and

patient evolution (resolution or lack

thereof of the infectious problem before

the CR) are summarised in Table 1.

In our study sample, almost all patients

whose catheters were removed during

Table 1. Causative micro-organisms and patient evolution following removal of

the peritoneal dialysis catheter 

Data for Germen Pathology Time Evolution

Micro-  responsable associated until 

peritoneal reinsertion

organism (months)

No E.coli No 5 Good, continuous PD 

Serratia No 2 Good, continuous PD 

Negative culture No 0 Kidney transplant 

Yes Pseudomonas No 3 HD

Reduced UF 

Pseudomonas No 2 HD 

Insufficient dialysis 

E. coli Diverticulitis 2 HD

Compartmentalisation 

Candida No 3 Recurrence 

Candida No 4 Good  

Kidney transplant 

Corynebacterium No 48 Recovery of renal function 

Burkolderia cepacia Colecistitis 2 HD 

Compartmentalisation 
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To the Editor, 

Acute salicylate intoxication is one of

the most common causes of intoxica-

tion from antipyretics. In fact, in recent

years, the incidence of this condition

has decreased due to a greater use of

other drugs, such as paracetamol and

non-steroid anti-inflammatory drugs.

Here we present the case report of a 60-

year old woman with a background of

depression that sought emergency treat-

ment for mild cognitive impairment and

consumption of multiple acetylsalicylic

acid tablets. A physical examination re-

vealed sustained arterial hypotension

with a systolic blood pressure (SBP) of

80-90mm Hg and diastolic blood pres-

sure (DBP) of 50-60mm Hg. Laborato-

the infection had poor evolution of the

dialysis technique, primarily due to ad-

herences or problems with ultrafiltra-

tion, similar to the results from other

studies.4

Although imaging tests prior to the sec-

ond catheter insertion have low sensi-

tivity, we believe that they are neces-

sary, since an abdominal pathology

secondary to the first case of peritonitis

may be present, with no clinical symp-

toms, as occurred in our case of a pa-

tient with an abdominal abscess.

In the case of early dysfunction of the

peritoneal catheter, a peritoneography

is necessary for evaluating the presence

of compartmentalisation (Figure 1).

In conclusion, a return to PD following

CR due to peritonitis should be evalu-

ated on an individual basis, paying spe-

cial attention to those patients that had

peritonitis refractory to treatment, with

associated abdominal pathologies, and

a high D/P creatinine level before the

removal of the first catheter. The impact

that the possible loss of residual diure-

sis would have on the evolution of the

patient should also be taken into ac-

count.
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ry tests revealed urea: 81mg/dl, serum

creatinine: 1.84mg/dl, pH: 7.39, HCO
3

:

13.9mmol/l, and lactate: 1mmol/l.

Serum salicylate levels were positive

with concentrations of 65.68mg/dl. We

performed a gastric lavage and started

abundant hydration treatment and urine

alkalization, as well as admitting the

patient into the intensive care unit

(ICU), where her low blood pressure

values and oliguria continued, and her

level of cognitive impairment in-

creased.

Given the poor clinical evolution, with

increased nitrogen retention values and

altered haemodynamics, we decided to

provide conventional haemodialysis for

four hours, with positive balances

(+2500ml) and high-flux polysulfone.

The acid-base alterations were correct-

ed following treatment, and drug con-

centrations decreased to 31.99mg/dl

(51% reduction), with improved cogni-

tive state and normalised blood pres-

sure. The patient was discharged with

no organ damage.

Therapeutic levels of salicylic acid

range between 10mg/dl and 30mg/dl,

and higher levels can produce moder-

ate-severe intoxications, causing neuro-

logical deficits, coma, convulsions, pul-

monary oedema, sustained

hypotension, acute renal failure, and se-

vere electrolyte imbalances,1 although

patient death is rare.2

Done normograms, which are widely

used in several different types of intox-

ications, should not be used in acute

salicylate intoxications because of the

poor correlation between serum con-

centrations and the clinical and/or labo-

ratory alterations produced. Any patient

with high salicylate levels should be

started on general support measures. A

gastric lavage should also be applied in

order to reduce the absorption of the

toxin and the urine should be alkalised

for increased excretion, at the same

time as correcting the hydration state

and controlling the hydroelectrolytic

imbalances. The indications for starting

haemodialysis for removing the sali-

cylic acid vary according to author, but
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Figure 1. Image of a pseudocavity in the

peritoneography.


