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To the Editor,

In 2007, the Quality Management
Group from the Spanish Society of
Nephrology proposed a system for mo-
nitoring haemodialysis with the objec-
tive of establishing a standardised pro-
tocol for implementation,' in
accordance with the KDOQI guidelines
from previous years.*” In this context,
we registered the data for our unit,
which treats approximately 300 000 in-
habitants, subtracting the 50% that un-
dergo dialysis from the Spanish Red
Cross, approximately 150 000 patients.

We included the information for all pa-
tients on dialysis in our hospital during
2011 in our analysis. This produced a
total of 77 patients; of them, 31 were in-
cluded in the study over the course of
the year, yielding a final prevalence of
47 patients. The mean age was 68.07
years, 69% were male, and the treat-
ment administered was primarily con-
ventional haemodialysis with biocom-
patible filters. The distribution of renal
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diseases was similar to rates in previous
studies, with a higher frequency of
nephroangiosclerosis, diabetic nephro-
pathy, and of an unknown aetiology,
with similar percentages. We analysed
the standard demographic and biologi-
cal indicators related to dialysis treat-
ment, anaemia, iron parameters, renal
osteodystrophy, etc. We would also like
to highlight certain characteristics of
the patients who passed away, given
their homogeneity.

The prevalence during 2011 is summa-
rised in Table 1.

Some 30% of both prevalent and inci-
dent patients were diabetic, and 36%
had a Charlson index >7. Only 3 pa-
tients underwent dialysis treatment
more than 3 days per week, and none
underwent less than 3 sessions per
week. Gross mortality was 11.68%,
with normal hospitalisation rates and
duration of hospital stay. We observed
positive results with permanent cathe-
ters: Kt/V (1.37)° (Table 2) was similar
to rates with fistulas. Furthermore, the-
re was a very low rate of infections (1
bacteraemia in 22 permanent catheters
in place for at least 3 months). Values
for renal osteodystrophy were accepta-
ble, with P<55 in 70%, CaxP<55 in
73%, and parathyroid hormone (PTH)
<300 in 70%. There were no cases of
PTH>800 + CaxP>55, thus no need for
parathyroidectomy. All parameters for
treated water and vaccinations were ful-
filled without exception.® We were sa-
tisfied that 80% of the patients starting
dialysis treatment were referred from
specialists and only 20% from emer-

gency departments (pericarditis, urae-
mic coma, etc., and some patients that
abandoned regular visits). However, we
were unable to reach adequate Hb le-
vels (11-13g/dl) in 90% of patients, as
is suggested by standard guidelines. We
only reached adequate Hb levels in
55% of cases. Furthermore, despite ha-
ving a predialysis unit for patients with
renal failure, a catheter was needed in
the first session in approximately 50%
of patients, not always due to the lack
of an established vascular access, but
rather inadequate performance by the
already created vascular access in el-
derly patients. We also failed to comply
with the recommended fistula:catheter
ratio, resulting in a 3/1 value.

The most interesting results were those
aspects that deviated from guideline ob-
jectives: the only patients that died
were older than 80 years (mean: 85 ye-
ars); except for one case, none respon-
ded to vaccination; and in more than
half of all deaths, the patient left treat-
ment several days or weeks before
dying, rather than prolonging regressi-
ve situations without recourse. Howe-
ver, the mean duration on haemodialy-
sis in these patients that died was 21
months, which should be taken into ac-
count when evaluating patient age upon
inclusion in the programme.

No patients included in the treatment
programme produced unexpected emer-
gencies, although 2 cases occurred in
patients in predialysis (pulmonary oe-
dema) and 4 life-threatening situations
were produced in previously unknown
patients.

Table 1. Prevalence during 2011

Prevalent on 31-12-2011 47 61.0%
Referred to Spanish Red Cross 11 14.3%
Referred to CAPD 3 3.9%
Trasplant recipients 7 9.1%
Deaths 9 11.7%
No. prevalent 77 100%

CAPD: continuous ambulatory peritoneal dialysis.
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Table 2. Vascular access and Kt/V

Vascular access No. Percentage Kt/V
Arteriovenous fistula 52 67.53% 1.37
Catheter 25 32.46% 1.38

To conclude: in our experience, the po-
sitive results in permanent catheters
are due to the total freedom in our unit
for inserting, removing, replacing, and
choosing catheters, for which we owe
eternal thanks to Dr Forascepi; there is
nothing like working closely with the
patient to improve our results. Se-
condly, the few emergencies that were
produced in prevalent dialysis patients
were closely related to the referral of
cardiologically unstable patients to pe-
ritoneal dialysis (essential collabora-
tion from the Hospital Central de As-
turias), and in some cases due to
administering extra scheduled dialysis.
Finally, avoiding unnecessarily pro-
longed treatment in certain patients
with very low life expectancy and poor
quality of life is an obvious goal, and
we are focused on avoiding unneces-
sary suffering and ethical issues, etc.,
for heavily burdened families. In our
opinion, senile patients with an accep-
table quality of life should be included
in this treatment programme. We need
to improve many aspects of the treat-
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To the Editor,

We present the case of a 75 year-old
male with hypertension and chronic ob-
structive pulmonary disease who was
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ment that we provide, but always with
the patient’s needs in mind.
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diagnosed with chronic delusional dis-
order and mixed personality disorder,
along with partial epilepsy due to a left
parietal haematoma from several years
prior. The patient was under treatment
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ine, sertraline, clobazam, and bron-
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respiratory infection and functional de-
terioration consisting of apathy, drowsi-
ness, and periods of aggressive behav-
iour. A physical examination revealed
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that the patient had no fever, although
he did suffer from disorientation and
slurred speech, and would drift off to
sleep, but with no apparent focal loss of
motor function. The patient also had
shallow  tachypnoea, widespread
rhonchi, and crackles in the left base,
with radiological images indicative of
superinfection of the abnormally
widened bronchial tubes. We performed
a laboratory analysis, revealing mildly
elevated chlorine (114mEq/1), with nor-
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