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rently, the patient undergoes regular en-

docrinology check-ups and continues on 

haemodialysis.

 
DISCUSSION
Appearances can be deceiving when it 

comes to diagnosing acromegaly in urae-

mic patients. Our patient did not suffer 

from acromegaly, in spite of the fact that 

his morphological features and irst hor-
mone determinations were compatible 

with this condition.

After reviewing the literature, we found 

two similar cases1,2. In the case of our pa-

tient, we were uncertain until we had the 

MRI results.

Repeated functional tests after several 

months on haemodialysis showed normal 

values.

Hyperprolactinemia, also seen in our pa-

tient, is a common inding in CKD in both 
sexes3.

Acromegaly is a rare condition in Spain, 

with an estimated incidence of 3-4 cases 

per million inhabitants a year and a prev-

alence of 36 cases per million4. OGOT is 

the test that conirms diagnosis. In healthy 
individuals, it leads to suppression, within 

two hours, of serum GH values below 1ng/

mL. Furthermore, it has been reported that 

several disorders, including renal failure, 

can lead to OGOT false positives.

There are not many studies that have as-

sessed renal function in acromegaly. In a 

recent study, a large series of patients was 

analysed, concluding that acromegaly is 

characterised by signiicant changes in 
renal structure and function6. It may be 

assumed that perhaps through a hyperil-
tration mechanism, renal function could 

eventually deteriorate in these individuals.

Often studies of GH secretion in CKD 

have been inconclusive or have produced 

conlicting results, possibly due to the pul-
satile nature of GH, increased retention and 

catabolism in uraemia, variable activity of 

transporter proteins and the effects of stress, 

malnutrition and other unknown factors7. 

There is evidence that uraemia causes a 

state of resistance to growth hormone3,8,9 

and this would explain why acromegaly 

is so rare in renal patients. Some studies 

have shown that dialysis can signiicantly 
reduce GH levels to normal levels9,10, as 

occurred in our patient.

In conclusion, our case illustrates the 

dificulty of interpreting GH/IGF-1 axis 
results in uraemia. We should remind 

doctors of these alterations when as-

sessing probable acromegaly in a patient 

with CKD. A complete hormone study, 

including imaging, and monitoring of 

hormone levels after starting dialysis, 

will help establish the correct diagnosis.
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To the Editor,

Residual renal function (RRF) has 

prognostic value in patients treated 
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with peritoneal dialysis (PD) due to 

its beneicial effect on patient survival 
and technique1,2. One of the objectives 

of treatment is control and prevention 

of factors that can cause a decrease in 

RRF3. Peritonitis episodes may contrib-

ute to deterioration of RRF both due to 

the inlammatory reaction and possi-
ble nephrotoxicity of antibiotics used. 

However, it is a subject not frequently 

addressed and the limited results availa-

ble are controversial4,5.

In the present study we analyse the impact 

on RRF of episodes of peritonitis occur-

ring during the irst 12 months on PD.

 
MATERIAL AND METHOD
From 2007 to 2011, 70 patients began 

PD consecutively in our unit. According 

to our clinical protocol, RRF is meas-

ured routinely in all patients treated with 

dialysis by determining the glomerular 

iltration rate estimated as the arithme-

tic mean of urinary urea and creatinine 

clearances. The irst determination is 
usually done in the irst week of renal 
replacement therapy and is considered 

the baseline glomerular iltration rate. It 
is then repeated every two months until 

diuresis is less than 100ml/day. From 

that moment the patient is considered 

anuric and RRF is zero. The rate of de-

cline in glomerular iltration rate (ml/
min/month) was established as follows: 

the difference between the value of 

baseline glomerular iltration rate and 
last value of glomerular iltration rate 
obtained before considering this had 

disappeared (less than 100ml/day urine 

output), or the value of glomerular il-

tration prior to the end of PD treatment 

(due to transplant, death, recovery of re-

nal function or referral to haemodialysis 

[HD]), or the value of glomerular iltra-

tion rate at the time this study ended (30 

June 2012). This difference was divided 

by the number of months of the period 

analysed.

Nineteen patients had at least one ep-

isode of peritonitis during the irst 
twelve months (11 patients: 1 episode; 

5 patients: 2 episodes; 3 patients: 3 ep-

isodes), and these constitute the study 

group. The remaining 51 patients did 

not experience any episodes of perito-

nitis in the irst year and constitute the 
control group. All received as empiri-

cal treatment, until culture results were 

available, and according to the unit pro-

tocol: vancomycin (2g every 4 days) 

and intraperitoneal tobramycin (150mg 

loading dose + 16mg x exchange).

Results are expressed as mean ± standard 

deviation for normally distributed data. 

The decrease in glomerular iltration 
has a normal distribution and the results 

are expressed as median and 25th and 

75th percentiles (interquartile range). 

Quantitative variables were compared 

with Student’s or Mann-Whitney tests. 

Qualitative variables were compared 

with Fisher’s test.

RESULTS
At baseline there were no differenc-

es between both groups in relation to 

age (52 vs. 54 years), sex, comorbid-

ity (Charlson 4.5 vs. 4.7), origin of 

non-functioning transplant or glomeru-

lar iltration rate (6.28 vs. 6.87ml/min). 
The prevalence of diabetic nephropathy 

was higher in the group of patients with 

peritonitis (21%) compared to the group 

without peritonitis (12%), but the dif-

ference was not statistically signiicant 
(Table 1).

Follow-up time on PD was similar in 

both groups, with no differences in 

mortality. Episodes of peritonitis had 

no effect on the rate of decline of glo-

merular iltration rate, glomerular il-
tration rate after one year of treatment, 

or the rate of anuric patients. However, 

the exit from the PD programme due to 

renal transplant was lower in the study 

group. Five patients were referred to 

HD after suffering 1 episode of perito-

nitis (2 patients), 2 episodes (2 patients) 

and 3 episodes (1 patient). The referral 

to HD was 18% in patients who had 1 

episode of peritonitis (2 of 11) and 38% 

(3 of 8) in those which had more than 1 

episode. The reasons for referral to HD 

were catheter removal in two cases and 

loss of independence in three patients. 

None of the patients referred to HD 

subsequently returned to PD. Obvious-

ly, the referral to HD was higher in the 

group that suffered at least one episode 

of peritonitis with regards to the control 

group (Table 2).

On average, patients with peritonitis re-

ceived two doses of vancomycin of 2g 

each and 5 days of tobramycin.

 
DISCUSSION
Maintenance of RRF on dialysis has an 

important prognostic value. Diabetes 

Table 1. Clinical and laboratory data at the start of treatment with peritoneal dialysis

Study group  
(n = 19)

Control group  
(n=51)

P

Age (years) 52.3 ± 14.9 53.9 ± 14.4 0.679

Males 16 (84 %) 39 (76 %)  0.213

Diabetic nephropathy 4 (21 %) 6 (12 %)  0.175

After renal transplant 2 (11 %) 5 (10 %)  0.335

Charlson index 4.5 ± 2.3 4.7 ± 2.6 0.746

Glomerular filtration rate (ml/min/1.73 m2)* 6.28 ± 3.22 6.87 ± 2.46 0.415
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CONCLUSIONS
In our study we did not observe that 

peritonitis during the irst year of PD 
treatment has a deleterious effect on 

RRF, despite using potentially nephro-

toxic antibiotics, but it decreases the 

likelihood of kidney transplant and con-

tinuation on PD.
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mellitus, obesity, high initial trans-

port, high protein intake and coronary 

disease are risk factors associated 

with rapid loss of residual function5,6. 

In our series, the number of diabetic 

patients in the group with episodes 

of peritonitis was double than among 

those without peritonitis. However, 

only 1 diabetic patient with peritoni-

tis was referred to HD (5.2%), com-

pared to 4 (7.8%) with non-diabetic 

peritonitis. Therefore, the presence of 

diabetes was not signiicant, although 
the small sample size precludes de-

initive conclusions. Aminoglycoside 
nephrotoxicity is well known. None-

theless, aminoglycosides are still used 

as empirical treatment in peritonitis 

due to their bactericidal properties, 

activity against gram-negative bacte-

ria, low price, low allergenic proile 
and low resistance. According to our 

experience, and that of other authors6, 

empirical treatment of peritonitis ep-

isodes with aminoglycosides did not 

affect renal function. On the one hand, 

peritonitis meant less time on PD, since 

26% of patients had to migrate to HD. 

On the other hand, they had less chances 

of receiving a transplant, since patients 

are excluded from the transplant list dur-

ing peritonitis and kept off it for a min-

imum of one month after peritonitis is 

considered cured.

Table 2. Progression data 

Study group  
(n = 19)

Control group  
(n = 51)

P

Months of follow-up in peritoneal dialysis 23.4 ± 18.6 21.7 ± 16 0.703

Descent of glomerular filtration rate (mL/min/month) 0.20 (0.11; 0.39) 0.19 (0.05; 0.36)  0.521

Glomerular filtration rate at 12 months (ml/min/1.73m²) 3.96 ± 3.66 4.11 ± 3.09 0.892

Anuric patients 5 (26 %) 11 (22 %) 0.223

Deaths 3 (16 %) 6 (12 %) 0.268

Referred to hemodialysis 5 (26 %) 4 (8 %) 0.044

Transplants 4 (21 %) 24 (47 %) 0.031


