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Chemical pleurodesis with povidone-iodine for the
management of pleuroperitoneal leak in peritoneal dialysis:
a case report夽
Pleurodesis química con povidona yodada para el manejo de la fuga
peritoneo-pleural en diálisis peritoneal: a propósito de un caso

Dear Editor,
The incidence of pleuroperitoneal leak in peritoneal dialysis (PD) is 1.6%, and it occurs in up to 20% of patients who
have been using the technique for over a year.1,2 The presence of a communication (congenital or acquired) between
the peritoneum and the pleura, associated with an increase in
intra-abdominal pressure, can lead to a secondary hydrothorax with dyspnoea and ultrafiltration failure. The first line of
treatment consists of peritoneal rest, but chemical pleurodesis can be used in cases of recurrence and depending on the
patient’s need or desire to remain on PD. We present the case
of a 77-year-old woman with a history of hypertension, type
2 diabetes mellitus, obesity and chronic kidney disease secondary to diabetic nephropathy, on continuous ambulatory
PD (CAPD) programme, with three daily exchanges per day of
2,000 ml each.
One year after starting on PD, the patient had an episode
involving problems with peritoneal drainage and right pleural
effusion. Cancer and inflammatory or infectious causes were
ruled out by diagnostic thoracentesis, but her pleural fluid was
found to have high glucose levels. A likely pleuroperitoneal
leak was diagnosed, which resolved spontaneously with peritoneal rest, and the patient remained on PD.
One month later, the patient consulted once again with
similar problems, and chest X-ray showed a right pleural effusion (Fig. 1A). Peritoneal scintigraphy showed uptake of the
radiotracer in the right hemithorax (Fig. 2), confirming the
suspected pleuroperitoneal communication. Given the high
risk of recurrence, the patient was offered the option of being
transferred to haemodialysis, but she wanted to continue on
the PD programme, elective admission was arranged to stop
the leak by chemical pleurodesis.

Once in the hospital, a chest tube was inserted and 60 ml
of 10% povidone-iodine diluted in 60 ml of 0.9% saline was
administered into the patient’s pleural cavity. Twenty-four
hours after the procedure, she developed a low-grade fever,
pleuritic chest pain, increased leucocyte count (to 40,000/l),
neutrophilia (80-90%) and increased C-reactive protein and
procalcitonin (to 2.59 ng/ml) in the context of a secondary
chemical pleurisy. Consequently, despite the negative results
of blood and pleural fluid cultures, the chest tube was removed
and the patient was started on treatment with levofloxacin.
Over the next few days, the patient began haemodialysis and
it was observed a gradual decrease in inflammatory markers
and remission of low-grade fever.
Eleven days after the procedure, due to persistence of
the right pleural effusion, a second chest tube was inserted,
and the same procedure was repeated, as before. This time,
the patient did not develop any significant inflammation.
However, she did have a self-limiting episode with an atrioventricular junctional rhythm of 50 bpm, without any electrolyte
imbalance detected, which remitted spontaneously. She also
developed symptoms of pneumatosis intestinalis, which were
effectively treated with empirical antibiotic therapy.
Four weeks after admission, having verified resolution of
the pleural effusion (Fig. 1B), the chest tube was removed and
the patient was discharged from hospital, restarting a CAPD
regimen, initially with low volumes per exchange, but later
progressing to three exchanges of 2,000 ml in 24 h with glucose and icodextrin. After one year of follow-up, the patient
remains on CAPD with no recurrences of the pleuroperitoneal
leak, no thyroid dysfunction and no evidence of pleural effusion.
A high success rate has been described with the use of talc
as a chemical agent in the pleurodesis of malignant pleural
effusion. However, there is growing concern about its safety,3
and there is no robust evidence to recommend its use over
other strategies.4 Other methods include the use of povidoneiodine, tetracyclines, bleomycin and instillation of autologous
blood.5
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Figure 1 – A) Posterior-anterior chest X-ray showing a right pleural effusion. B) Post-chemical pleurodesis posterior-anterior
chest X-ray showing resolution of the pleural effusion.

iodine instillation were self-limiting. It is possible that this
patient’s many comorbidities contributed to her developing
these complications.
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Figure 2 – Peritoneal scintigraphy with infusion of
99m Tc-DTPA into the pleural fluid. After 18 h in situ (late
phase), it shows a pattern of diffuse increased uptake of the
radiotracer in the right hemithorax.

Povidone-iodine is a low-cost option, with few side effects
and 90% efficacy, which induces a powerful inflammatory
response with pleural sclerosis.6–9 However, there is still limited evidence on the management of this complication in
PD.5 Gulcan et al.10 are the only authors to report the use of
povidone-iodine in PD for chemical pleurodesis in a 67-yearold man, achieving resolution of the hydrothorax three days
after the procedure and restarting his CAPD regimen without
incident.
In conclusion, pleurodesis with povidone-iodine is a useful technique for the treatment of pleuroperitoneal leak in
patients on PD, which limits recurrences and helps patients
to continue using PD. In our case, the inflammatory reaction
and other adverse effects seen after intrapleural povidone-
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2013-2514/© 2020 Sociedad Española de Nefrologı́a. Published
by Elsevier España, S.L.U. This is an open access article
under the CC BY-NC-ND license (http://creativecommons.org/
licenses/by-nc-nd/4.0/).

SARS-CoV-2 infection on the kidney transplant waiting list:
Can a patient be transplanted after COVID-19?
Infección por SARS-CoV-2 en lista de espera de trasplante renal: ¿se
puede trasplantar un paciente con antecedente de COVID-19?

Dear Editor,
The SARS-CoV-2 pandemic has had a very negative impact
on kidney transplant (KT) programmes in our area.1 The high
mortality rate among KT patients, particularly in the initial
post-KT period, led to the suspension of activity in many centres during the first months of the pandemic. As transplant
programmes have resumed, new issues have arisen. One of
these is access to KT in patients with a history of SARS-CoV2 infection. So far there are only two published cases,2,3 and
none has been reported here in Spain. We present the case of
a patient with a history of COVID-19 who subsequently had a
KT.
This is a 70-year-old male, blood group A positive, with
chronic kidney disease due to chronic tubulointerstitial
nephritis, on regular haemodialysis. He was selected as a
potential KT recipient on 09/07/2020. When he arrived at the
hospital, he had a SARS-CoV-2 PCR protocol performed on
nasopharyngeal exudate, obtaining a positive result with low
viral load. The patient was asymptomatic and reported no contact with confirmed cases of COVID-19. Blood tests showed no
abnormalities and no infiltrates were seen on chest X-ray. In
view of the patient’s positive PCR result, the KT was ruled out
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and, in the absence of severity data, he was discharged for
isolation at home.
The PCR was repeated 24 hours later, coming back negative. However, SARS-CoV-2 serology showed positive for IgG
and negative for IgM. At that point, he was removed from the
KT waiting list (WL) and a weekly PCR follow-up protocol was
started. In order to reinstate the patient on the WL, it was
decided to confirm negative PCR in 3 consecutive samples.
IgG became negative after two weeks (30/07/2020), while
PCR results continued to be positive (Table 1). On 04/09/2020,
he was put back on the WL, and on 13/09/2020, he was selected
again as a possible KT recipient from a cadaveric donor. However, the PCR performed pre-KT was positive again, so he was
ruled out and once again removed from the WL. The patient
was finally reinstated on the WL on 09/10/2020 and received
a KT from a cadaveric donor on 30/10/2020. He had a negative PCR on admission and in the subsequent repeat tests
carried out routinely every 48 hours and then weekly during
the post-KT period. At present he is doing well, with no SARSCoV-2-related complications.
This is the first documented case in which positive PCR
for SARS-CoV-2 was identified on admission of a patient as
a potential KT recipient. Our patient was completely asymptomatic, which made it difficult to establish the time line of
the infection. However, the viral load was low, there were no
infiltrates on the chest X-ray and the serology was consistent

