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Authors reply on  
“Ultrasound guided 
percutaneous nephrostomy“
Sir,
Thanks to Dr. Ganpule for his keen interest[1] in the article 
titled ‘Percutaneous nephrostomy by direct puncture 
technique: An observational study’.[2] 

We have merely described a technique of percutaneous 
nephrostomy (PCN) and our experience. Position of the 
patient, prone or supine, depends upon whether the 
patient is feeling any discomfort or not and the operating 
physician’s preference. 

We started the procedure to save the life of a patient who 
was unable to procure the standard nephrostomy set. 
Pigtail catheters of 6 F to 8.5 F are easy to administer 
with less complications, though with a relatively 
increased chance of blockage as correctly pointed out 
by Dr. Ganpule. The incidences of tubal blockage and 
dislodgement were 13% and 6% respectively. 

We performed lower polar calyx puncture most of the time 
and upper or middle calyx puncture in only few cases. 
The choice of calyx depends upon the accessibility. The 
difference in our choice of calyx is probably due to the 
difference in the patient’s position. 

We have not used bolsters till now. However, it may be tried if 
it helps to reduce the incidence of bowel injury. But we are not 
sure about the use of pre-procedural diuretics. If the PCN  is 
unsuccessful, immediate open nephrostomy may be required. 

Lastly, we think that it is the procedure that matters and 
not the person, whether interventional radiologist or 
urologist. 
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Acute renal failure in 
favism revealing familial 
glucose-6-phosphate 
dehydrogenase deficiency
Sir,
A previously healthy 28-year-old man of North Africa 
origin presented to the emergency department with a 
10- day history of jaundice, vomiting, and abdominal pain, 
which came with chills, without fever. Two days before his 
admission to hospital, the patient had noticed dark colored 
urine and developed oliguria after ingestion of fava beans. 
The patient was not on medication. There was no history 
of urinary infection or hematuria, but he noticed a history 
of intermittent jaundice (six episodes) coinciding with 
the ingestion of fava beans or after inhalation of pollens 
with passing of dark colored urine, once associated with 
reduced urine volume. Physical examination revealed 
a fully conscious patient but ill-appearing jaundice 
without any other clinical abnormality. Investigations 
revealed normocytic normochromic regenerative anemia 
with initial hemoglobin 4 g/dl, reticulocyte count was 
161000/  mm3, total leucocytes count 10000/mm3, 
polymorphs 76%, lymphocytes 13%, and C-reactive 
protein (CRP) was 36  mg/L. Urine was dark brown, 
albumin +++ and Blood ++; no bile salts and pigments 
or red blood cells were seen, but hemoglobinuria was 
confirmed. Blood smear and hemoglobin electrophoresis 
gave normal results, red cell fragility to normal saline was 
impaired. Blood smear study for malaria parasites, flow 
cytometry, Coombs’ test, search for irregular agglutinins 
were negative. Anti-neutrophil cytoplasmic antibody 
(ANCA), anti-nuclear antibodies (ANA), and anti-DNA 
tests showed negative results. Results for chest X-ray and 
the renal ultrasound were normal.
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The importance of G6PD deficiency in favism is due 
to the risk of acute intra-vascular hemolysis, which 
usually begin 24 hours after ingestion of the beans, and 
hemoglobinuria may continue for several days.[1,2] Urine 
output was 150 ml/day 24 hr after admission; blood urea 
at this stage was 372 mg/dL, and serum creatinine 28 
mg/dl. Hemodialysis was started immediately and was 
continued for 14 days. He was given three units of blood 
during the first session of hemodialysis. Jaundice and 
hemoglobinuria also subsided within one week. From 
day 10, he entered into the classical diuretic phase, with 
urine volume gradually rising to 2900 ml/day. Serum 
creatinine came down to 1 mg/dl on the 25th day, with no 
abnormalities in the urinary sediment. The hemoglobin 
improved to 9 g/dl with blood transfusion. 

The development of severe hemolytic anemia shortly 
after ingestion of fava beans raised strong suspicion on 
the presence of a G6PD deficiency. Laboratory testing by 
enzymological method revealed erythrocyte G6PD activity 
of 34 Mu/xEryth (reference value, 118-144 Mu/xEryth). 
Subsequently, the patient’s general and renal condition 
recovered completely. 

Four members of the patient’s family – his mother, one 
brother, and two uncles – reported a history of episodes 
of jaundice after ingestion of fava beans. Only his mother 
and brother were examined, and the brother was found 
to have G6PD deficiency. The erythrocyte G6PD activity 
in the patient was 20 Mu/xEryth, but he experienced no 
alteration in the renal or hematologic function. 

Although the fact that acute renal failure is an uncommon 
complication in G6PD deficiency, its consequences remain 
serious, involving the vital and renal prognosis. Renal 
lesions occur mainly due to acute tubular necrosis and 
tubulointerstitial nephritis. We believe that early diagnosis 
of G6PD deficiency and essentially preventive treatment 
by expulsion of oxidizing products, such as drugs and fava 
beans, can help avoid dramatic complications, particularly 
those of acute kidney failure. 
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Laproscopic salvage of 
omental wrapping of the 
continuous ambulatory 
peritoneal dialysis catheter
Sir,
A 7-year-old child was diagnosed to have end stage renal 
disease (ESRD) and initiated on continuous ambulatory 
peritoneal dialysis (CAPD) by the Swan-neck double 
cuff Tenchkoff catheter. After 6 months, he presented 
with poor inflow and outflow of PD fluid. A provisional 
diagnosis of omental wrapping of the Tenchkoff catheter 
was made. Owing to the poor nutritional status, high 
surgical risk, and the need for immediate functional CAPD 
access it was decided to adopt laproscopic exploration 
to establish the diagnosis. Intraoperatively, omental 
wrapping of the catheter was confirmed and the catheter 
was exteriorized through one of the laproscopic ports and 
the omental tissue was dissected out manually and the 
catheter was retuned back into the peritoneal cavity. The 
catheter was maneuvered into the iliac fossa and secured 
with help of sutures to prevent migration. Immediate 
small-volume exchanges were initiated successfully with 
free in- and out-flows. The patient was discharged over 
next 48 hours after establishing full volume exchanges 
uneventfully.

The incidence of obstruction causing poor flow of 
dialysate has been reported to be 6.0% to 20.5 %.[1] 
Omental wrap is a common cause of catheter obstruction 
with a reported incidence of about 57%-92%.[1-3] In the 
above case the diagnosis of omental wrapping, a well-
established complication of CAPD, was successfully 
managed laproscopically and the catheter was salvaged 
uneventfully with immediate initiation of CAPD 
exchanges. This technique could be especially beneficial 
in subjects with a poor nutritional status, high surgical 
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