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Table 1. Case series

*6 cases, 3 with nonocclusive ischaemic colitis. Non-homogeneous data.
**Study with 60 patients, 20 on HD.
***Study with 12 patients, 9 on HD.
HD: haemodialysis.

12. Ori Y, Chagnac A, Schwartz A, Herman

M, Weinstein T, Zevin D, et al. Non-

occlusive mesenteric ischemia in

chronically dialyzed patients: a disease

with multiple risk factors. Nephron Clin

Pract 2005;101(2):c87-93.

13. Yu CC, Hsu HJ, Wu IW, Lee CC, Tsai CJ,

Chou CC, et al. Factors associated with

mortality from non-occlusive mesenteric

ischemia in dialysis patients. Ren Fail

2009;31(9):802-6.

14. Picazo M, Cuxart M, Sans R, Sardá C,

Expósito E. Mesenteric ischemia in

hemodialysis patients. Nefrologia

2008;28:198-202.

María J. Gutiérrez-Sánchez1, 

Vladimir Petkov-Stoyanov1, 

Juan A. Martín-Navarro1, 

Miguel López-Quiñones-Llamas2

1 Sección de Nefrología. Hospital del Tajo.

Aranjuez, Madrid. (Spain)
2 Servicio de Radiología. Hospital del Tajo.

Aranjuez, Madrid. (Spain)

Correspondence: Juan A. Martín-Navarro

Sección de Nefrología. 

Hospital del Tajo. Avda. Amazonas Central, sn.

28300 Aranjuez, Madrid. (Spain)

juanmartinnav@hotmail.com

Treatment-resistant
Churg-Strauss
syndrome: Progression
after five years using
rituximab
Nefrologia 2013;33(5):737-9
doi:10.3265/Nefrologia.pre2013.May.12101

To the Editor:

Churg-Strauss syndrome (CSS) is a

necrotising vasculitis of medium and

small vessels that affects the respira-

tory tract with asthma and eosinophil-

ia.1 Renal involvement is rare, occur-

ring in the form of pauci-immune

necrotising glomerulonephritis.2

Prognosis without treatment is poor,

but with immunosuppressants, the

survival reaches 80%. In recent years

the use of rituximab has spread to

ANCA positive vasculitis resistant to

6. Diamond SM, Emmett M, Henrich WL.

Bowel infarction as a cause of death in

dialysis patients. JAMA 1986;256:2545-7.

7. Dumazer PH, Dueymes JM, Vernier I,

Thierry FX, Conté JJ. Ischémie

mesentérique non-occlusive chez

l’hemodialysé periodique. Presse Med

1989;18:471-4.

8. Bender JS, Ratner LE, Magnuson TH,

Zenilman ME. Acute abdomen in the

hemodialysis patient population. Surgery

1995;117(5):494.

9. Hung KH, Lee CT, Lam KK, Chuang FR,

Hsiu KT, Chen JB, et al. Ischemic bowel

disease in chronic dialysis patients.

Changgeng Yi Xue Za Zhi 1999;22(1):82.

10. Flobert C, Cellier C, Berger A, Ngo A,

Cuillerier E, Landi B, et al. Right colonic

involvement is associated with severe forms

of ischemic colitis and occurs frequently in

patients with chronic renal failure requiring

hemodialysis. Am J Gastroenterol

2000;95(1):195-8.

11. John AS, Tuerff SD, Kerstein MD. Nonocclusive

mesenteric infarction in hemodialysis patients. J

Am Coll Surg 2000;190(1):84.

1. Bassilios N, Menoyo V, Berger A, Mamzer

MF, Daniel F, Cluzel P, et al. Mesenteric

ischemia in haemodialysis patients: a

case/control study. Nephrol Dial Transplant

2003;18(5):911-7.

2. Quiroga B, Verde E, Abad S, Vega A,

Goicoechea M, Reque J, et al. Detection

of patients at high risk for non-occlusive

mesenteric ischemia in hemodialysis. J

Surg Res 2013;180:51-5.

3. Ergün T, Lakadamyal H. The CT

frequencies of various non-traumatic

acute abdominal emergencies in

hemodialysis, peritoneal dialysis patients

and the general population. Eur J Radiol

2012;81(1):13-20.

4. Vaziri ND, Dure-Smith B, Miller R,

Mirahmadi MK. Pathology of

gastrointestinal tract in chronic

hemodialysis patients: an autopsy study of

78 cases. Am J Gastroenterol

1985;80:608-11.

5. Dahlberg PhJ, Kisken WA, Newcomer KL,

Yutuc WR. Mesenteric ischemia in chronic

dialysis patients. Am J Nephrol

1985;5:327-32.

YearsSeries Cases Age Mean time on
HD (months)

Incidence

0.3/
patiens/year

0.95/
patiens/year

0.87/
patiens/year

2.29/
patiens/year

60 after 1 week,

85 after 1 year

Mortality
(%)



letters to the editor

738 Nefrologia 2013;33(5):732-50

DISCUSSION
CSS is a rare disease included in the

group of positive ANCA vasculitis

characterised by peripheral eosinophil-

ia, asthma, migratory pulmonary infil-

trates, mono-polyneuropathy and

necrotising vasculitis of small and

medium-sized vessels.4 Renal involve-

ment is rare and it is an unfavourable

prognosis factor, and as such, im-

munosuppression should be assessed

carefully.5 Before the use of steroids

and cyclophosphamide, the mortality

rate was 50%, with infections being

the main cause of death.6 In vasculitis,

we observed B lymphocytes involve-

ment in the immune response, multi-

plying the expression of antigen-pre-

conventional treatment, with encour-

aging results.3

CLINICAL OBSERVATION
A 70-year-old male with a history of

bronchial asthma was admitted due to

pulmonary infiltrates, eosinophilia, and

MPO-p-ANCA 1:160. The patient was

diagnosed with CSS and he was started

on 1mg/kg/day prednisone. After 20

days he showed deterioration in renal

function, microhaematuria without pro-

teinuria, high blood pressure and ele-

vated p-ANCA 1:1320. A percutaneous

renal biopsy was performed, and we ob-

served glomeruli without significant

abnormalities and a medium-sized ar-

tery with fibrinoid necrosis and trans-

mural infiltration of neutrophils along

with intense interstitial lymphoplasma-

cytic inflammatory infiltrate with abun-

dant eosinophils (Figure 1). Using di-

rect immunofluorescence (DIF) we

detected IgG, IgM, C3, C4 and C1q

vascular deposits.

In view of the active vasculitis data,

treatment was started with three intra-

venous boluses of 1g of 6-methylpred-

nisolone followed by 1mg/kg/day of

oral prednisone and 2mg/kg/day of

oral cyclophosphamide and began

haemodialysis. After 15 days, we con-

ducted a second renal biopsy, which

displayed new vasculitic lesions (Fig-

ure 2). We carried out plasmapheresis,

with four sessions being performed

due to coagulation abnormalities. Cy-

clophosphamide was suspended due to

thrombocytopoenia and leukopoenia.

After the failure of previous therapeu-

tic procedures, we decided to admin-

ister rituximab with an intravenous

dose of 375mg/m2 per week for four

weeks and a tapering steroid dosage.

In the following three months, renal

function improved, the p-ANCA be-

came negative and eosinophils de-

creased, and dialysis was discontin-

ued. Due to pulmonary involvement,

5mg/day of prednisone was main-

tained, and no further doses of ritux-

imab were administered (Figure 3).

After five years, there was remission

of the disease. No infectious compli-

cations were present.

senting and cytokine-producing cells.7

Rituximab is a chimeric murine mono-

clonal antibody that binds specifically

to the CD20 membrane antigen ex-

pressed by B lymphocytes and its use

results in their sustained depletion. For

some years now, it has been used in

non-lymphoma diseases with B lym-

phocytes abnormalities; it seems safe

in the long term in positive ANCA vas-

culitis8-10 as a treatment for relapses

with or without other immunosuppres-

sants and has been shown to be as ef-

fective as cyclophosphamide and with

far fewer side effects.11,12 The B lym-

phocytes depletion period is not well

established and the doses used are

375mg/m2/week intravenously for four

Figure 1. First renal biopsy (H-E). Figure 2. SSecond renal biopsy (H-E).

Figure 3. Treatment and progression.
RB: renal biopsy; C: cyclophosphamide; P: prednisone; PF: plasmapheresis; 
RTX: rituximab.

P = PREDNISONE

C = CYCLOPHOSPHAMIDE

RTX = RITUXIMAB

PF = PLASMAPHERESIS

BR = RENAL BIOPSY

HAEMODIALYSIS
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weeks, although some authors recom-

mend an additional two doses per

month. Prednisone is started at a dose

of 1mg/kg/day (maximum 80mg daily)

for a month with a progressive de-

crease in the next six months.13

CONCLUSIONS

We present this case due to the excel-

lent response and because rituximab

had no adverse effects in treatment-re-

sistant CSS with renal involvement.

There are increasingly more publica-

tions that indicate rituximab in cases

of treatment-resistant ANCA-associat-

ed vasculitis, but more studies will be

needed in order to find drugs with

safer profiles and with less risk to the

patient.
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Transovarian venous
access in a patient with
exhausted vascular
access for
haemodialysis
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To the Editor:

The availability of a vascular access

is essential for adequate haemodial-

ysis. Vascular access is therefore the

Achilles’ heel of this treatment.

When patients present venous ac-

cess depletion, either for the cre-

ation of an arteriovenous fistula, a

vascular prosthesis or the placement

of a tunnelled catheter, we must re-

sort to a change of dialysis modali-

ty if possible, otherwise unconven-

tional venous access routes must be

considered.1,2

We report the case of a patient with

stage 5D chronic kidney disease

(CKD) with exhausted accesses in

whom we placed a tunnelled catheter

transovarially.

CASE REPORT

Our patient is a 27-year-old female

with CKD secondary to renal hy-

poplasia diagnosed at 2 years of age.

At 9 years of age she had stage 5D

CKD and received a living related

donor kidney transplant; eight years

later, she lost transplant function due

to chronic rejection and had to begin

a tri-weekly haemodialysis treat-

ment. There were multiple complica-

tions due to obstructions and infec-

tions of the vascular access points

for haemodialysis. Ten years later,

she was transferred to our institution

due to exhaustion of vascular access-

es. An angiography of the upper and

lower limbs and vena cava was per-

formed, which showed thrombosis in

both jugular and subclavian veins

and the brachiocephalic artery, as

well as in both femoral and iliac

veins. Without the possibility of a

living related donor transplant, it

was decided to start peritoneal dialy-


