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Cycler Cassette Rupture with Leclercia 
adecarboxylata Peritoneal  

Dialysis Peritonitis

KEY WORDS: Automated peritoneal dialysis; cassette; 
peritonitis.

Editor:
A 48-year-old woman came for evaluation of abdomi-

nal pain with fever. She was a sausage factory employee, 
and her work involved stuffing raw pork into sausages. 
She had started automated peritoneal dialysis (APD) 2 
years earlier for diabetic nephropathy. At presentation, 
she had diffuse abdominal pain, with turbid dialysate 
for 1 day.

Effluent leukocyte count was 8910/μL with 85% 
neutrophils. Intraperitoneal cefazolin and ceftazidime 
were given. The effluent culture finally grew Leclercia 
adecarboxylata, susceptible to all tested cephalosporins. 
Intraperitoneal ceftazidime was discontinued.

On further questioning, this patient reported intermit-
tent observations of dialysate leakage from her cycler 
within the past 4 months. We discovered a hair-thin 
crack in the lower part of the cassette [Figure 1(A,B)]. 
On testing, the instilled fluid leaked slowly but con-
tinuously from the crack site. After exchange of the 
APD cassette, no further episodes of dialysate leakage 
occurred. Functional testing performed by the manufac-
turer on the cycler was normal, and the bacterial culture 
obtained from the cassette was persistently negative. We 
re-educated the patient about hand hygiene. She was 
discharged after a complete antibiotic course.

Leclercia adecarboxylata, a ubiquitous gram-negative 
rod, reportedly exists in the gut of animals (1–3). 
Infections caused by Leclercia adecarboxylata started 
to be recognized by microbiologists with advances in 
DNA hybridization techniques (2). However, the epi-
demiology of Leclercia adecarboxylata infections is still 
poorly defined because of the rarity of clinical reports 
(3). Most cases have been described in patients with 
post-traumatic wound infections or bacteremia (1,3,4) 
who were relatively immunosuppressed (5). In that sense, 
the immunosuppression conferred by end-stage renal 

disease might render peritoneal dialysis (PD) patients 
susceptible to Leclercia adecarboxylata infections.

Previous reports of PD peritonitis caused by Leclercia 
adecarboxylata did not describe the route of entry (2,6). 
In light of our patient’s job, her workplace and her 
main duty might expose her to cutaneous contamina-
tion with animal feces. We propose that this Leclercia 
adecarboxylata PD peritonitis is likely the result of a break 
in sterile exchange technique, with contamination of 
the dialysate. This is an important clinical finding that 
warrants further attention.

In this patient, we suspect that the peritonitis resulted 
from two components. First, a break in sterility is a con-
cern, as already described. We thought that a review and 
re-education in exchange technique would be helpful in 
preventing a subsequent peritonitis episode. Second, 
the cassette leak might also play a role. Cycler cassette 
rupture is very rare in PD practice, and to the best of 
our knowledge, no such case has been reported in the 
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Figure 1 — (A) Horizontal view of the cassette, lower part. The 
leakage site (hair-thin crack indicated by the arrow) is marked 
with a circle. (B) Vertical view of the cassette.
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literature. Most cases of device problems in PD patients 
involve catheter rupture (7–9), and the cassette is often 
ignored. Such a leak is an under-recognized cause of 
PD peritonitis, and in patients who develop PD perito-
nitis, it is important to seek unidentified mechanical 
factors as well as to provide education about proper 
hand hygiene.
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A Case of Intraperitoneal Fracture of a 
Double-Cuff Tenckhoff Catheter

KEY WORDS: Tenckhoff catheter; fracture.

Editor:
Although peritoneal catheter malfunction is usually 

caused by catheter migration or kinking, malposition 
of the catheter tip, fibrin deposition, omental wrap-
ping, or intraperitoneal adhesions in patients on 
continuous ambulatory peritoneal dialysis (CAPD), 
peritoneal catheter fracture in the abdominal cavity 
should be considered in patients on CAPD with a dialysate 
outflow problem. Here, we present the first case report 
of fracture of a double-cuff Tenckhoff catheter in the  
abdominal cavity.

A 50-year-old man with end-stage renal disease 
secondary to diabetic nephropathy had been on CAPD 
therapy since December 2008. He was admitted to 
hospital on 20 August 2012 with a third episode of an 
outflow problem caused by Tenckhoff catheter migra-
tion with kinking (Figure  1). Unlike the previous two 
episodes of peritoneal catheter migration with kinking 
in June and early August 2012, the new episode did not 
responded to enema and forced flushing of the catheter. 
After admission, the catheter was repositioned in the 
pelvic cavity by laparoscopic management. However, 
a fourth episode of outflow difficulty occurred 1 week 
after discharge.

Abdominal radiography showed that the Tenckhoff 
catheter was broken in two (Figure 2). The broken peri-
toneal catheter was laparoscopically removed and found 
to be fully fractured at the distal edge of the distal cuff 
(Figure 3). Throughout the entire episode, the patient 
denied any history of trauma to his abdomen.

To our knowledge, there is one case report of Tenckhoff 
catheter fracture proximal to the single cuff, and two 
cases of a catheter break near the proximal cuff (1,2). 
Our report is the first case of Tenckhoff catheter fracture 
at the distal edge of the distal cuff.

Before our patient’s first episode of catheter migration 
in June 2012, the catheter was in place and functioning 
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