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Letters to Editor

Iron status in ESRD patients
Sir,
I read the recent report on iron status in ESRD patients 
with a great interest.[1] Jairam et al. concluded that “our 
ESRD patients showed marked inflammatory activation, 
which was more pronounced in patients who had 
received IV iron.”[1] I agree that the study on the ESRD 
patients is very interesting. I would like to add some 
more possible clinical explanations to the observation. 
Recently, Finkelstein et al. studied the correlation between 
hemoglobin, vitamin C, and peritoneal dialysis.[2] Indeed, 
the relationship between vitamin C and iron status is 
confirmed, and vitamin C[3] is also proposed for a possible 
relationship with hepcidin.[4]
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Percutaneous nephrostomy 
under ultrasound guidance
Sir,
We read the article “Percutaneous nephrostomy by 
direct puncture technique: An observational study” by 
Karim et al. with great interest.[1] Percutaneous renal 
access can be achieved under fluoroscopic control or 
using an ultrasonography (US)-guided puncture. At our 
institution, we also do percutaneous nephrostomy under 
ultrasound guidance. The shortcomings and side effects 
of extensive radiation during therapeutic procedures 
are well known. The choice of method for the type of 
access depends on training and personal preference. 
The advantages of US-guided puncture are avoidance 
of radiation, avoiding adjacent and visceral injury and, 
most importantly, intrarenal vascular injury. US offers 
the shortest and straight access to the collecting system 
with minimal morbidity. We believe that the US-guided 
puncture has a significant reduction in complications. 
The available ultrasound probes come with a puncture 
attachment and, on US scanning, the puncture pathway 
is represented by an electronic dotted line on the scanner 
screen, which facilitates the exact placement of the 
needle. US-guided access is optimal with a needle guide, 
because the electronic dotted line helps in assessing the 
depth and plane of the puncture needle. This helps in 
reaching the desired calix in the most accurate way.[2] Also 
in certain situations like patients with cardiorespiratory 
compromise, doing a percutaneous nephrostomy in the 
lateral decubitus or supine position might be a good 
option as minimizes the hemodynamic and respiratory 
risks.[3,4] Although a pigtail catheter gives better patient 
tolerability, it is not ideal in situations where blood, 
mucus, pus, or stone is expected to pass because of its 
small caliber. Malecot tubes provide large-bore drainage 
after percutaneous renal surgery, and are useful if repeat 
nephroscopy is planned.[5,6] We also feel that the choice 
of the puncture of calyx will depend on the position of 
the stone as the same tract can be utilized to remove the 
stone on a later date.
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Chronic kidney disease, 
immunosuppression and 
tuberculin test sensitivity
Sir,
I read with interest the recent report on “Tuberculin 
skin test for the diagnosis of latent tuberculosis during 
renal replacement therapy in an endemic area: A single 
center study” by Agarwal et al.,[1] and have the following 
comments to offer.

Host resistance to infection is primarily mediated 
by cellular immunity which is deficient in patients 
with chronic kidney disease (CKD). The occurrence 
of infections including tuberculosis (TB) is therefore 
high in such patients. In addition, various studies have 
reported the incidence of TB in patients with CKD and on 
maintenance hemodialysis to be 6–16 times that of general  
populations.[1,2] Impaired cellular immunity suppresses 
the mitogenic response of lymphocytes. Protein 
malnutrition, zinc and pyridoxine deficiency, and defects 

in leukocyte function following exposure to dialysis 
membranes increase the susceptibility of dialysis patients 
to TB.[2] Reaction size limits for determining a positive 
tuberculin test result vary with the individual's risk of 
infection. Those with highest risk of having infection 
progress to disease – either having diseases associated 
with immunosuppression or on immunosuppressive 
therapy	–	a	reactive	area	≥	5	mm	is	classified	as	positive	
result.[3] The authors have considered induration of 
10 mm or more as positive for the diagnosis of latent 
TB (LTB) in their study. I feel that if the cut-off for 
tuberculin positivity was taken as 5 mm, the number of 
cases diagnosed as LTB would have definitely increased.
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