Clin Nephrol 1999;52:253-5.

4. Suwabe T, Ubara Y, Tagami T, Sawa N, Hoshi-
no J, Katori H, et al. Membranous glomeru-
lopathy induced by myeloperoxidase-anti-
neutrophil  cytoplasmic  antibody-related
crescentic glomerulonephritis. Intern Med
2005;44:853-8.

5. Nasr SH, Said SM, Valeri AM, Stokes MB,
Masani NN, D'Agati VD, et al. Membranous
glomerulonephritis with  ANCA-associated
necrotizing and crescentic glomerulonephri-
tis. Clin J Am Soc Nephrol 2009;4:299-308.

6. Watanabe S, Arimura Y, Nomura K,
Kawashima S, Yoshihara K, Kaname S, et al.
A case of MPO-ANCA-associated vasculitis
with membranous nephropathy. Nippon Jin-
20 Gakkai Shi 2011;53:46-52.

7. Marshall S, Dressler R, D'Agati V. Membra-
nous lupus nephritis with antineutrophil cy-
toplasmic antibody-associated segmental
necrotizing and crescentic glomerulonephri-
tis. Am J Kidney Dis 1997;29:119-24.

8. Meisels IS, Stillman IE, Kuhlik AB. Anti-
glomerular basement membrane disease
and dual positivity for antineutrophil cyto-
plasmic antibody in a patient with membra-
nous nephropathy. Am J Kidney Dis
1998;32:646-8.

9. Klassen J, Elwood C, Grossberg AL, Milgrom
F. Montes M, Sepulveda M, et al. Evolution
of membranous nephropathy into anti-
glomerular-basement-membrane glomeru-
lonephritis. N Engl J Med 1974;290:1340-4.

10. Yedidag A, Zikos D, Spargo B, MacEntee P,
Berkelhammer C. Esophageal carcinoma
presenting with nephrotic syndrome: associ-
ation with anti-neutrophil cytoplasmic anti-
body. Am J Gastroenterol 1997;92:326-8.

11. Chen YX, Yu HJ, Ni LY, Zhang W, Xu YW, Ren
H, et al. Propylthiouracil-associated antineu-
trophil cytoplasmic autoantibody-positive
vasculitis: retrospective study of 19 cases. J
Rheumatol 2007;34:2451-6.

Guang-Yu Zhou

Department of Nephrology.

China-Japan Union Hospital of Jilin University.
Changchun, Jilin Province (China).
Correspondence: Guang-Yu Zhou
Department of Nephrology.

China-Japan Union Hospital of Jilin University,
No.126, Xiantai Street, 130033 Changchun.
Jilin Province, China.
guangyu8@yahoo.com.cn

zhougy@jlu.edu.cn

Nefrologia 2012;32(4):535-54

Pleuroperitoneal
communication in
peritoneal dialysis

patient
Nefrologia 2012;32(4):551-2

doi:10.3265/Nefrologia.pre2012.Jun.11489

To the Editor,

Peritoneal dialysis (PD) is an increa-
singly frequent therapeutic option
for advanced chronic kidney disease.
However, this technique is not
exempt from complications, the most
common being peritonitis. Although
you may also observe infections at
the exit site of the peritoneal cathe-
ter, infection of the subcutaneous
tunnel, hernias, abdominal or lumbar
pain, haemoperitoneum, chylotho-
rax, pleuroperitoneal communication
or hydrothorax, among others.

The infusion of fluid in the peritone-
al cavity increases intraabdominal
pressure, which may cause the peri-
toneal fluid to flow into the chest, le-
ading to pleuroperitoneal communi-
cation. Cases of pleuroperitoneal
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communication secondary to perito-
nitis have also been described.'*

We present the case of a 77-year-old
male with chronic kidney disease,
probably secondary to nephroangios-
clerosis, who was on continuous am-
bulatory PD for 15 days. On the 8th
day, the patient had an episode of pe-
ritonitis, caused by Streptococcus
(viridans group) and was treated ac-
cording to protocol with ciprofloxa-
cin and vancomycin. The patient
went to the emergency department
reporting dyspnoea, fever and coug-
hing for 24 hours, along with a defi-
cit of ultrafiltration in recent days.

The examination revealed a general
poor health status accompanied by
tachypnoea and bilateral hypoventi-
lation, more pronounced in the right
pulmonary area.

A chest x-ray showed a moderate
right pleural effusion, which was
mild on the left side.

Treatment was started with empirical
antibiotics for respiratory infection,

Figure 1. Peritoneal scintigraphy with 99mTc-MAA
Anterior and posterior views in supine position showing the tracer passing to the right
hemithorax.
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reducing the febrile syndrome while
the dyspnoea continued.

Therapeutic and diagnostic thoracen-
tesis was performed, with transudate
characteristics. We found greater
glucose in pleural fluid than in plas-
ma. Dyspnoea improved and perito-
neal fluid was cultured, showing ne-
gative results.

Given the suspicion of pleuroperito-
neal communication, an isotopic pe-
ritoneogram with 99mTc-MAA was
performed. The presence of the ra-
diotracer activity at the right hemi-
thorax suggested the existence of
pleuroperitoneal communication in
this hemithorax (Figure).

Having confirmed the diagnosis of
pleuroperitoneal communication, it
was decided to temporarily suspend
PD and the patient was transferred to
haemodialysis.

DISCUSSION

Patients on PD may present techni-
que-related complications, the most
frequent being peritonitis, catheter-
related infections, hernias; and
among the less frequent ones is pleu-
roperitoneal communication.2.3 This
occurs by congenital or acquired
diaphragmatic defects, due to an in-
crease in intra-abdominal pressure
when instilling peritoneal fluid. This
can also be associated, in some ca-
ses, with peritonitis episodes.1 Its in-
cidence rate ranges between 1.6%
and 2%, although it is believed to be
greater in some cohorts. It is more
frequent in women and on the right-
hand side. Our patient is a male who
presented right pleuroperitoneal
communication, and whose diagno-
sis was reached due to the clinical
suspicion in the presence of dyspno-
ea, hypoventilation, and decreased
ultrafiltration.?

Chest x-ray revealed pleural effu-
sion. The thoracentesis showed a li-
quid with characteristics of fluid
transudate, and the concentration of
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glucose in pleural fluid was greater
than in plasma.>?

The isotopic peritoneogram with
99mTc-MAA, showing pleuroperito-
neal communication, was very useful
for confirming the diagnosis.*

Before diagnosis other causes of
dyspnoea should be ruled out, such
as salt retention, heart failure,
hypoproteinaemia, infections or ne-
oplasias.’

Treatment consists of the final or
temporary cessation of PD, with pe-
ritoneal rest and transition to haemo-
dialysis. In some cases where the pa-
tient maintains residual diuresis, you
may continue automated PD (APD)
at low volumes or APD at low volu-
mes with dry day. In some occasions,
it is necessary to perform pleurode-
sis, either chemical (tetracycline),
surgical or with the patient's blood.®

In our case, the decision was perito-
neal rest with temporary transition to
haemodialysis.

In some cases, treatment does not de-
liver good results, giving rise to the
abandonment of the technique (PD)
and the final transition to haemo-
dialysis.
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To the Editor,

Factitious disorders (FD) and malin-
gering (M) include people who, delib-
erately, pretend or produce diseases to
assume the role of sick, portraying
symptoms or signs that may be physi-
cal, psychological or both.! On FD
there is no demonstrable external in-
centive and this practice is more pre-
dominant in women. Malingering pa-
tients look for a secondary gain and it
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