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Cr 42 mg/dL (former Cr was 1.4
mg/dL), microhematuria and proteinu-
ria of 500 mg/dL. Two weeks ago he
had acute pharingotonsillitis and gout,
and treatment with NSAIDS and col-
chicine was prescribed. He had a his-
tory of high blood pressure, coronary
heart disease and prostatic hyperplasia.
On physical exam he was eupneic, had
no fever and appeared in good health
status. Blood pressure was high, basal
crackles were heard in lungs and pitting
edemas were evident in both legs. La-
boratory findings disclosed glomerular
filtration worsening, hyperuricemia,
hypoalbuminemia, and mild anemia
and leukocytosis. ESR, rheumatoid fac-
tor and ASLO values were elevated.
The level of C3 was decreased and
other immunological parameters were
normal. Lipid levels and proteinogram
were normal. The Bence Jones selecti-
ve proteinuria was negative as well as
the urine culture. Abdominal ultrasound
showed normal looking kidneys, and
the echocardiography was also unre-
markable. The X-ray film showed pul-
monary vascular redistribution. The
analysis of pharyngeal exudate disclo-
sed beta-hemolytic Streptococcus.

We initiated treatment with furose-
mide and antihypertensive drugs and
negative balances were achieved. ACE
inhibitors and NSAIDS were disconti-
nued. The clinical evolution was favo-
rable, blood pressure was controlled,
but renal function did not change.
When we received the results of the im-
munological study we suspect a diag-
nosis of PSGN and initiated treatment
with oral amoxycillina clavulanate for
2 weeks. Renal function further worse-
ned and a renal biopsy was performed
on the 20th day of in-hospital stay.

The pathological study revealed diffu-
se proliferative mesangial and capillary
glomerulonephritis (11%  glomerular
sclerosis, 22% epithelial crescents, diffu-
se increase of mesangial and endothelial
cellularity, and chronic inflammatory in-
filtrate in the interstittum. Immunofluo-
rescence showed basal membrane and
mesangial granular depositions of C3,
IgG, IgA, C4, Clq. (fig. 1)

Prednisone (1 mg/kg/day) was initia-
ted, penicillin G sodium was intrave-
nously administered during fourteen
days and hemodialysis was required.
When the patient was discharged he
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Figure 1. Widespread extra-capillary hyperce-
llularity (epithelial crescent) and glomerular
mesangial proliferation. PAS x 40 approx.

had lost 6 kg of weight, pharyngeal
swab exam was negative, C3 fraction
had increased and renal function had
improved (Cr 3.1 mg/dL). Steroid treat-
ment was maintained for 17 months
and the blood pressure was controlled
with 4 drugs. The complement value
was normal after two months and the
ASLO levels were normal after 6
months. The patient has currently nor-
mal blood pressure, good health status
and his renal function is stable (Cr. 1.8
mg/dL).

There are few reported cases of
PSGN in the elderly, perhaps because
the incidence of the disease is very low
in this age. For this reason the evolu-
tion is not uniformly described, alt-
hough it is generally accepted that renal
biopsy should be performed early, as
the clinical picture can be mistaken
with other conditions and also because
the outcome can be poor. It is indicated
to initiate immunosuppressive therapy
either with prednisone or with other
agents. The decision of the agent and
the duration of the therapy should be
individualized.
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Hemoperitoneum and
endocarditis
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Summary

The incidence of hemoperitoneum varies
from 6% to 57% in premenopausal
women. Bloody peritoneal dialysate may
be the result of the peritoneal dialysis
procedure or may be due to factors unre-
lated to renal disease. The Libman-Sacks
endocarditis was described for the first
time in 1924, is characterized for verru-
cous lesions in the surfaces valves and
has been intimately associated with the
presence of antiphospholipid antibodies.
We send a case of a patient in program
of Dialysis peritoneal that presented an
Libman-Sacks endocarditis and hemope-
ritoneum.

Key words: Antiphospholipid syndrome.
Endocarditis. Peritoneal dialysis. Hemope-
ritoneum.

Resumen

La incidencia de hemoperitoneo en
dialisis varia del 6% hasta el 57% en
mujeres premenopausicas. El sangrado
peritoneal puede ser el resultado de
un proceso relacionado con la didlisis o
no estar relacionado con la enferme-
dad renal. La endocarditis de Libman-
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Sacks se describio por primera vez en
1924, se caracteriza por lesiones de
tipo verrugoso implantadas en las su-
perficies valvulares y esta intimamente
ligada a la presencia de anticuerpos
antifosfolipido. Enviamos el caso de
una paciente en programa de Dialisis
peritoneal que presenté una endocar-
ditis de Libman-Sacks, y cursé con he-
moperitoneo.

Palabras clave: Sindrome antifosfolipido.
Endocarditis. Dialisis peritoneal. Hemope-
ritoneo.

To the editor: The incidence of he-
moperitoneum in patients in dialysis
varies from 6% to 57% in postmeno-
pausal women.! The appearance of
blood in the peritoneum can be related
either with renal disease and dialysis or
not.

Libman-Sacks endocarditis was first
described in 1924. It is characterized by
vegetating lesions implanted on valvu-
lar surfaces and is closely related to the
presence of anti-phospholipid antibo-
dies.>* We report a patient in peritoneal
dialysis, who developed Libman-Sacks
endocarditis and hemoperitoneum.

The patient is a 51 year-old woman
with CRF secondary to IgA mesangial
nephropathy, who initiated renal repla-
cement therapy by peritoneal dialysis in
May of 2006. She had a history of natu-
ral interruption of a pregnancy on the
sixth month in 1981 and thrombosis in
arteriovenous fistula in 1988.

In August of 2006 she was admitted
because of a clinical picture compatible
with stroke (facial palsy and dysarth-
ria). During the in-hospital stay an en-
docarditis on native aortic valve was
detected y heart ultrasound. Doppler
echocardiography is considered electi-
ve for the diagnosis of endocarditis.
The frequency of valvular involvement
is 18-50%.* The frequency of valvular
disease detection is even higher on
transesophageal echocardiography.® In
the reported case thoracic echocardio-
graphy showed an enlarged vegetation
emerging from the left coronary veil
that caused mild aortic regurgitation
(fig. 1).

The patient had no fever. On physical
exam no cardiac murmurs were heard.
Blood cultures, viral serologies, and
ANA and anti- DNA antibodies were
negative.Lupus anticoagulant was posi-
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Figure 1.

tive in two occasions. Cranial magnetic
resonance imaging disclosed images
compatible with cerebral infarctions in
the frontal and left occipital lobes, and
in the right cerebellar hemisphere, pro-
bably due to embolization from endo-
cardial vegetation. The electrocardio-
gram showed also subendocardial
ischemia probably related to microem-
boli. Libman-Sacks endocarditis is
usually asymptomatic, although the ve-
getations fragments can produce distant
emboli® as in this patient. She additio-
nally presented an isolated episode of
mild hemoperitoneum in the same con-
text as the embolisms with unremarka-
ble ultrasound findings. The commo-
nest causes of hemoperitoneum are: of
gynecological origin, after transplanta-
tion, with catheter replacement or rela-
ted to an increase in physical activity.
Mild bleeding can also appear in pan-
creatitis, peritoneal sclerosis and after
performing a colonoscopy.

Broad-spectrum antibiotic therapy
was administered with no improvement
in echocardiographic images. Anticoa-
gulant treatment with warfarine was
initiated. The hemoperitoneum was not
a contraindication as it was very small.

The approach to the patient with val-
vular disease includes prophylaxis of
endocarditis, anti-platelet or anticoagu-
lant therapy, and surgical valvular re-
placement in selected cases with severe
valvular impairment. The role of ste-
roids in the evolution of the valvular di-
sease is not yet completely known.’

We witnessed the vegetation disap-
pearance with anticoagulant therapy on
echocardiographic control.

In this case, the natural pregnancy in-
terruption, the history of thrombosis,
the positive lupus anticoagulant and the

letters to the editor

excellent evolution with anticoagulant
therapy would confirm thise infrequent
diagnosis.
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Late-onset hemothorax
after left jugular vein
catheterization for
hemodialysis
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To the editor: Temporary or perma-
nent central venous catheterization is
commonly performed in in hemodialy-
sis patients when an internal vascular
access is not available. Internal jugular
vein catheterization is nowadays the
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