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Asepsis and automated
peritoneal dialysis
Nefrología 2008; 28 (3) 358

To the editor: Asepsis is essential in

automated peritoneal dialysis to pre-

vent infectious complications.

Patients undergoing automated peri-

toneal dialysis (APD) usually have a

lower risk of peritonitis as compared to

those subject to CAPD.1-4 However,

drainage fluid is stored in an open con-

tainer at room temperature. This contai-

ner is washed daily with diluted sodium

hypochlorite (bleach).

OBJECTIVES
To determine the contamination status

of the drainage fluid collected in the

container.

To assess whether this fluid storage

method involves an infection risk for

patients.

To ascertain whether the usual met-

hod for disinfecting containers is effec-

tive.

MATERIALS AND METHODS
Samples were taken from patients on

APD at our unit for Gram staining and

microbiological cultures in standard

and blood culture media. A manually

drained sample was collected in all

cases to be used as control.

In addition, serial samples were

taken from a patient subgroup to see the

type of flora and whether this was sen-

sitive to routine disinfection.

The drainage container was disinfec-

ted with diluted bleach.

RESULTS
Nine cases of patients on APD, whose

containers were cleaned daily, were stu-

died. 

The fluid in the container was conta-

minated by a germ in 5 cases (55.5%),

by 2 germs in 2 cases (22.2%), and by

more than 2 germs in another 2 cases

(22.2%).

Ten different germs were identified

out of the total 15 germs found. Of

these, 60% were Gram-negative and

40% Gram-positive organisms. 

The container fluid had Gram-nega-

tive germs in 5 cases, Gram-positive

germs in 3 cases, and both types of

germs in one case.

Most common germs included Serra-

tia marcescens, Pseudomonas putida,

Streptococcus agalactiae, Enterobacter

cloacae, and Staphylococcus epidermi-

dis, all of them identified twice, while all

other organisms only occurred once. 

Enterobacteriaceae accounted for more

than 40% of germs, while the remaining

organisms were mainly environmental

germs proliferating at room temperature.

Serial samples were taken in 4 cases.

When samples were taken after 24

hours, recurrence of some germ was

seen in 50% of cases. 

The control culture was negative in

all cases.

CONCLUSIONS
All fluids in the containers were conta-

minated.

Forty percent of contaminants were

enterobacteriaceae.

It is questionable that bleach remo-

ves contaminating germs.

Neither the container nor contamina-

ted drainage fluid caused infection in

patients.

The container is a safe but not com-

pletely aseptic model.

1. Oo TN, Roberts TL, Collins AJ. A compari-
son of peritonitis rates from the United
States Renal Data System Database:
CAPD versus continuous cycling peritone-
al dialysis patients. Am J Kidney Dis 2005;
45 (2): 372-80.

2. Huang JW, Hung KY, Yen CJ, Yen CJ, Wu
KD, Tsai TJ. Comparison of infectious com-
plications in peritoneal dialysis patients
using either a twin-bag system or automa-
ted peritoneal dialysis. Nephrol Dial Trans-
plant 2001; 16 (3): 604-7.

3. Rodríguez-Carmona A, Pérez Fontán M,
García Falcón T, Fernández Rivera C, Valdés
F. A comparative analysis on the incidence
of peritonitis and exit-site infection in
CAPD and automated peritoneal dialysis.
Perit Dial Int 1999; 19 (3): 253-8.

4. Korbet SM, Vonesh EF, Firanek CA. Perito-
nitis in an urban peritoneal dialysis pro-
gram: An analysis of infecting pathogens.
Am J Kidney Dis 1995; 26 (1): 47-53.

r

A. Sastre López, M.ª R. Bernabéu
Lafuente and J. M. Gascó Company
Servicio de Nefrología. Hospital Son Llátzer.
Palma de Mallorca 
Correspondence: Aránzazu Sastre López.
aranchasastre@hotmail.com. Hospital Huca.
Avda. Fernández Ladreda, 30. 24005 León.

Beçet’s disease in
a patient on
haemodialysis
Nefrología 2008; 28 (3) 358-359

To the editor: Behçet’s disease is a

rare inflammatory disorder of an
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unknown origin defined by the pre-

sence of relapsing oral ulcers and at

least two of the following: genital ul-

cers, eye or skin lesions, and a positi-

ve pathergy test.1 Vascular involve-

ment as venous or arterial thrombosis

and aneurysms (vascular Behçet’s di-

sease) may be predominant and cause

morbidity and mortality.2 Renal in-

volvement has been reported in one

third of cases. In a series of 159 pa-

tients, it was secondary to amyloido-

sis in 69, to glomerulonephritis in 51,

from a vascular cause in 35, and to

interstitial nephritis in 4 patients.3

Glucocorticoids are the drugs most

commonly used in patients with mo-

derate to severe involvement,4,5 but

there is evidence of the value of cy-

closporin,6,7 azathioprine,8 cyclop-

hosphamide5 and, in recent years, in-

fliximab.9

We report the case of a 47-year old

male patient who first attended the

nephrology outpatient clinic in 2000.

He had been diagnosed Behçet’s dise-

ase based on clinical criteria, inclu-

ding the presence of oral and genital

ulcers and recurrent uveitis. He had

experienced an episode of deep vein

thrombosis. The patient was a HCV

carrier with no viral replication data

and normal liver function tests. He

had chronic renal failure with plasma

creatinine levels of 2.3 mg/dL and a

creatinine clearance of 37 mL/min,

normal urinary sediment and negative

proteinuria. This was related to a

nephritis-uveitis syndrome associated

to Behçet’s disease. Patient was trea-

ted with steroids first and then with

cyclosporin, adjusting dose to main-

tain trough levels of 50-100 ng/mL.

Kidney function gradually impaired,

and in May 2007 haemodialysis had to

be started. Because of the absence of

signs secondary to Behçet’s disease in

the last years, cyclosporin was discon-

tinued. In the following months, the

patient experienced skin lesions con-

sistent with seborrhoeic eczema in the

scalp and face, and a decreased visual

acuity probably related to a new epi-

sode of uveitis. An angio-CT scan of

the lower limbs requested before in-

clusion in the waiting list for kidney

transplant showed in the distal part of

the superficial femoral artery an

aneurysmal dilation up to the popliteal

artery (fig. 1).

After haemodialysis start and dis-

continuation of immunosuppressive

therapy, the patient developed eye,

skin, and vascular manifestations that

required surgery and led us to recon-

sider resumption of immunosuppres-

sive treatment. Cyclosporin was used

as immunosuppressant because neph-

rotoxicity was not a concern at this

time and avoidance of steroids, that

could promote HCV replication, was

desirable. Behçet’s disease is therefo-

re a multisystemic condition requi-

ring a multidisciplinary team for its

management. Though treatment dura-

tion is not clearly defined because of

the possibility of recurrence invol-

ving a high morbidity, an indefinite

therapy consisting of an induction pe-

riod with more aggressive drugs and a

maintenance period switching to

drugs with less side effects should be

considered.

Pre-transplant evaluation is another

aspect to be defined because vascular

signs, as occurred in the case reported,

may be a casual finding and affect vir-

tually any vascular territory. A vascular

systemic evaluation should be made

even in asymptomatic patients.
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