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Author’s reply
Sir,
I thank Dr. Shah for the interest in my article.[1] Indeed, 
prevention is key to reducing the infection‑associated 
morbidity and mortality and improving outcomes in organ 
transplant recipients. The role of clinically inapparent 
infections is being increasingly recognized in several 
post‑transplant complications, new onset diabetes 
after transplant (NODAT) being one.[2] Hepatitis C and 
cytomegalovirus infections have been implicated. The 
prevalence of hepatitis C is high in several dialysis units 
in India. Most units are content using serological methods 
for testing. It is not infrequent that patients acquire the 
infection while on hemodialysis and get transplanted during 
the window period of infection. This is borne out by the fact 
that cases are discovered to have evidence of infection for 
the first time in post‑transplant period, whereas sensitive 
methods show that they were present before transplant. We 
have shown this for hepatitis B,[3] and the same is likely to be 
true also for hepatitis C. According to the KDIGO Guidelines 
for Management of Kidney Transplant Recipients, nucleic 
acid testing (NAT) should be used for screening in high –
prevalence areas.[4] It is therefore essential to do this before 
transplant in all cases so that those who have not yet had 
time to mount the antibody response. It would be a good 
practice to look for hepatitis C at the time of detection of 
NODAT, especially if NAT was not done before transplant, 
if the patient is on a low‑risk immunosuppressive regime 
or if the incidence is unusually high.

For CMV, the KDIGO guidelines recommend routine 
prophylaxis except in D‑/R‑ transplants, especially 
when T‑cell depleting therapies are used.[4] In high‑risk 

populations, chemoprophylaxis reduces the incidence of 
CMV disease by 60%.[5] However, this recommendation 
is not followed in most Indian centers. This imposes a 
burden on the transplant professionals to follow a regime 
of periodic screening using sensitive techniques (NAT). 
This is even more important when “desensitization 
protocols” are used as Dr. Shah notes. If this is done, 
special screening at the time of NODAT diagnosis is 
unlikely to be required. Furthermore, the linkage between 
CMV and NODAT is less strong compared to HCV.

A pre‑emptive treatment approach for CMV is followed by 
several centers the world over. As noted above, this requires 
screening protocols using sensitive techniques.[6] Some centers 
screen as frequently as every week early after transplantation. 
The cost of NAT is constantly coming down, which brings into 
question the rationale of using antigenemia assays. It should 
be noted that some trials have shown routing oral ganciclovir 
prophylaxis to be superior to CMV surveillance monitoring 
and preemptive ganciclovir therapy.[7]

As has been shown by experience with diagnosis and 
management of tuberculosis in transplant recipients, 
approach to infections would vary depending upon 
the local prevalence, pathogen behavior (for example 
resistance patterns) and treatment practice. It is therefore 
important for Indian centers using different protocols 
to collect data in a rigorous fashion and publish their 
findings in peer‑reviewed journals like the Indian Journal 
of Nephrology.
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Percutaneous PD catheter 
insertion after past 
abdominal surgeries
Sir,
The preferred method of initiating renal replacement 
therapy in developing countries is probably the 
percutaneous peritoneal dialysis (PD) catheter insertion 
technique.[1] However, this is seldom practiced in those 
with a history of previous abdominal surgery,[2] where 
laparoscopy is preferred, as adhesiolysis can be done 
if needed.[2] From Christian Medical College, Vellore, 
we report our experience of successful percutaneous 
PD catheter insertion in 12 patients who had previous 
abdominal surgeries.

In our series, three patients had undergone laparoscopic 
cholecystectomy, one patient had a past intra‑abdominal 
abscess in the right lower quadrant of the abdomen 
for which laparotomy and surgical drainage had been 
performed, one patient had undergone appendicectomy, 
one had undergone a lower segment Cesarean section, 
two had undergone right iliac fossa renal transplantation, 
with failed grafts, and four patients had undergone 
tubectomy surgeries, including two who also had 
previous cholecystectomy surgeries. In each of these 
patients, an abdominal examination revealed only scars 
of the previous surgeries and there was no abnormality 
on ultrasonography, except increased echogenicity of 
the kidneys. One patient had a right femoro‑femoral 
arteriovenous graft constructed due to thrombosis in all 
vessels. There was a very large perigraft collection, which 
occupied the entire right iliac fossa. In this patient, a left 
PD catheter was inserted percutaneously, as the graft 
could not be used.

Preoperatively intravenous vancomycin and intramuscular 
pentazocin were given. The skin was infiltrated with 
2% lignocaine 2 cm below the umbilicus and a midline 
incision, about 1 cm long, was made in each of these 
patients. Subcutaneous tissue dissection was performed 
till the level of the linea alba. After the peritoneal 
cavity was filled with two liters of saline, the Seldinger 
technique was used to insert a swan‑neck, double‑cuffed 
Tenckhoff catheter directed toward the pelvis. Two 
more liters of heparinized PD fluid was instilled and 
drained after which the distal end of the catheter was 
exteriorized via a subcutaneous tunnel. PD fluid flushing 
and small volume exchanges were initiated the day after 
surgery with no break‑in period.[3] The volumes were 
gradually increased to regular two‑liter exchanges. No 
obstruction to the flow of fluid or inability to tolerate 
larger volumes or peri‑catheter leaks were observed. We 
had previously reported our first case of a 49‑year‑old 
lady, with past laparoscopic cholecystectomy and 
tubectomy, in whom successful percutaneous catheter 
insertion was done.[4] Subsequently the other patients 
described earlier in the article were also initiated with 
success.

These cases illustrate that in those patients who have 
had uneventful elective ‘clean’ abdominal surgeries, with 
minimal or no peritoneal excursion, the future risk of 
peritoneal adhesion formation is reduced. In this select 
group of patients, percutaneous PD catheter insertion can 
still be attempted, if successful, percutaneous PD catheter 
placement decreases the period of hospitalization and 
the costs of the procedure.[5] In case of the obstruction 
to fluid inflow or drain, or intolerance to larger volumes 
of fluid, laparotomy with adhesiolysis and catheter 
placement under vision will become mandatory. If there is 
any ambiguity regarding the presence of intra‑peritoneal 
adhesions on clinical examination or ultrasonography, 
we would suggest proceeding with laparoscopy or 
laparotomy for catheter insertion.

Insertion of PD catheters percutaneously is therefore not 
absolutely contraindicated in patients with a history of 
past abdominal surgeries if the likelihood of peritoneal 
adhesions is extremely low and can be attempted as the 
preferred procedure.
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