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SAFE AND COST-EFFECTIVE PERITONEAL DIALYSIS ACCESS BY SKILLED
NEPHROLOGISTS IN DEVELOPING COUNTRIES

arious techniques have been described for catheter inser-

tion—open surgical, i.e. mini-laparotomy, laparoscopic,
peritoneoscopy, fluoroscopy-assisted percutaneous, and blind
percutaneous techniques. In this issue of Peritoneal Dialysis
International, George and colleagues have described their
experience ofinserting blind, bedside percutaneous Tenckhoff
peritoneal dialysis (PD) cathetersin a large cohort of patients.
Their institute, Christian Medical College, has been at the
forefront of nephrology in India for over 5 decades, and were
the earliest to start hemodialysis and renal transplantation
in the country.

In a country where more than half of the patients with
chronickidney disease stage 5 (CKD G5) present to the hospital
with eGFR<15mL/min/1.73m?at theirinitial visit (1), planning
for renal replacement therapy (RRT) becomes an immediate
requirement without the luxury of abundant time. As the
population of India largely lives in villages, PD ought to be
theinitial RRT modality of choice (2). There are many reasons
forinadequate PD penetrationin India, including absence of a
“PDfirst” policy, it being perceived as a more expensive modal-
ity (though costs have been shown to be similar) (3), lesser
remuneration for treating patients with CKD on PD compared
to that for hemodialysis, etc. (4). However, perhaps one of the
mostimportantand least talked aboutis expertisein catheter
placement. When the onus toinsert cathetersis onthe treating
nephrologist and each nephrologistis competent, PD penetra-
tion is almost guaranteed to increase.

Percutaneous PD catheterinsertion was described in 1984
(5), butits practice has not become routinein most parts of the
world though, encouragingly, its use has recently increased.
This article describes how, with only a 0.5-cm blind, midline
incision, PD catheterinsertion can be done using the Seldinger
technique, a procedure that can be mastered with reasonable
ease. Non-requirement of expensive operating time, sur-
geon, anesthetist, and a shorter hospital stay are all factors
(6) that make this procedure economically more appealing.
Additionally, the fact that a separate operation suite and
fluoroscopy are not required may encourage other centers in
developing countries to emulate the practice. Other reports
have also shown that percutaneous PD catheter insertion
has similar outcomes compared to open surgical placement
(7,8).The rate of mechanical complications is lower than that
reported elsewhere from India (9) and other countries (7,8). In
their large cohort of 245 patients, the lowincidences of visceral
injury (2 patients), bleeding from the exit site (1 patient), and
rectus sheath hematoma (1 patient) are testimony to the safety
of this procedure. This article aims at setting new standards for
PD practice. The International Society for Peritoneal Dialysis

(ISPD) has set audit standards (Table 1) to be maintained with
respect to PD catheter insertions (10). The authors report
complication rates far less than those considered acceptable
for a unitand could perhaps replace those in the ISPD guide-
lineif successfully replicated by other centers that perform PD
catheter insertions with the same technique. The percutane-
ous technique has previously been described as the preferred
option in patients infected with blood-borne viral pathogens
like hepatitis Band Cand humanimmunodeficiency virus (11).

The ISPD has hitherto recommended a break-in period of
2 weeks from catheter insertion to initiation of PD (10). The
authors have successfully described an “ultra-short’ 2- to 3-day
break-in period. This perhaps will influence the suggested
break-in period in future PD access guidelines. Most patients
who have not benefited from predialysis CKD education and
planning are likely to start on hemodialysis. These constitute
‘dialysis-crash start’ patients and require an uncuffed tempo-
rary central venous dialysis catheter in their internal jugular
veins. These patients are at a higher risk for mortality and
hospitalization compared to their ‘planned-start’ counterparts
(12) as they are likely to have more comorbidities and a worse
biochemical profile (13). In developed countries, this cohort
is elderly as well (14). Many of these ‘dialysis crash-start’
patients are unlikely to then switch to PD. The safety of starting
PD without a break-in period was first described in a cohort
of 51 patients (15). In this series, the results were excellent,
with very lowincidence of peri-catheter leak, catheter malfunc-
tion, and infections. No patient had injury to viscera or severe
bleeding. The incision size was larger and was paramedian in
location. Also, the deep cuff was secured in the anterior rectus
sheath using purse-string sutures.

The ultra-short” break-in period described by the authors is
ideally suited for these patients and will perhaps obviate some
oftheattendant risks of an unplanned start. All“dialysis crash-
start’ patients barring those presenting with frank pulmonary
edema, pericarditis, uremic colitis, severe hyperkalemia, or
similar medical emergency should be offered PD as the initial
RRT modality (2).

TABLE 1
Audit Standards for Catheter-Related Complications (10)

e Bowel perforation: <1%

* Significant hemorrhage: <1%

e Exit-site infection within 2 weeks of catheter insertion: <5%

e Peritonitis within 2 weeks of catheter insertion: <5%

 Functional catheter problem requiring manipulation or replacement
or leading to technique failure: <20%
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The authors have offered the blind percutaneous technique
to patients who had undergone past abdominal surgeries that
were less likely to have left behind any peritoneal adhesions.
They have described this experience previously (16,17).
Blind percutaneous PD catheter insertion in these patients,
of course, is controversial and can by no means be applied
universally. It will ultimately depend on the confidence of the
individual who is attempting the procedure. The usual dictum
as per the ISPD recommendation is to plan either a surgical
or laparoscopic procedure for these patients (11,18), and any
deviation from this routine must be done only after careful
consideration of the clinical condition.

Insummary, this article by George et al. describes how, ina
developing nation, high standards of patient care can be met
and surpassed. They have shown their technique to be safe,
economic, and universal. Their PD catheterinsertion technique
and standards are worthy of emulation.
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