Acute Perforated Appendicitis in an End-Stage Kidney Disease Patient with Dormant Peritoneal Dialysis Catheter in Place
Himanshu Rao MS33, Catherine Olang MS33, Shubham Bhatia MD?, Patrick Kiarie MS33, Martine A. Louis MD, FACS, SCCM!

"Department of Surgery, Flushing Hospital Medical Center, Flushing, NY

>FLUSHING HOSPITAL 2. New York Institute of Tec;hnqlogy College of streopo’rhic Medicine, Westbury, NY
MEDICAL CENTER 3:St. George's University School of Medicine, St. George's, Grenada

INTRODUCTION ‘Figure 1 \ DISCUSSION

Peritoneal dialysis (PD) is widely used to manage patients
with End-stage renal disease (ESRD). PD is associated with an
Increased incidence of gastrointestinal pathologies (1). A
small number of case reports have documented the

 PD catheter exit site and tunnel infections remain prevalent due to fouch contamination
from gram-positive coccl in skin flora and organisms outside of the abdominal cavity.

« Secondary peritonitis can result from cholecystitis, cystitis, diverficulitis, appendicitis-related
" . | complications, and breaks in continuity of the catheter.

occurrence of emphysematous pyelitis, encapsulating g ‘,?ME‘!! \ - Fibrosis caused by increased mast cells, decreased defensin expression, progressive
peritoneal fibrosis (EPF), sterile peritonitis, and methicillin- K r | o ;"!flfj'. deterioration of the catheter membrane and direct peritoneal injury by matrix
resistant Staphylococcus aureus (MRSA) infections in patients N i » i j;gf'f'ﬂz’fig * metalloproteinases have all been proposed as possible explanations as well.
undergoing PD (2-4). " Mg T q:,{;jjj « Bacterial and fungal testing should be performed on the peritoneal fluid and blood. Once
We present a case of perforated appendicitis, complicated | | L . . - i .4 *M fhe C.(.]Usaﬂve organism is determined, GnﬁbiOﬂC fherapy can be nC‘r.rOW_e.d down from
>l Cathete Wy, ‘ empiric therapy. Delays often due 1o suspicions of “Yendogenous peritonitis’can pose

Oy perifonitis and sepsis In a patient with ESRD on hemodialysis , oy gl o F serious complications. No clear guidelines regarding timing and indications for PD catheter
and an unused PD catheter. , | |

i . W ', removal exist; however, studies agree that prompt assessment and evaluation can prevent
. mortality and morbidity.
CASE PRESENTATION . " E "  Dialysate fluid cloudy drainage and abnormal abdominal imaging indicate the need for
oy - - W e orompt diagnostic laparoscopic or open intervention. However, abdominal CT are not

always diagnostic and clinical correlation is paramount.
« Recurrent infections necessitate the permanent removal of the PD and HD initiation.

A 41 year-old male with PMH of hypertension, type 2 diabetes,
and ESRD on hemodialysis (HD) was admitted with fever, chills, e -
nauseqa, and abdominal pain. These symptoms started during his
HD session 36 hours prior; the patient had been refusing removal

: Figure 2
of his PD catheter. |
His vitals were: BP: 149/83 mmHg, Pulse: 106, Temp: 101.2°F, RR: CONCLUSION

20, SpO2: 97%.
Physical exam was significant for dry mucous membranes,

diffuse severe abdominal fenderness, and purulent drainage
from PD catheter.

Acute appendicitis represents one of many abdominal diseases that can occur in ESRD
patients with a PD catheter. The clinical presentation can vary and at tfimes present without
symptoms, but concerns arise when slow peritoneal dialysis inflow, no outflow, and cloudy
dialysate are present. It can even occur in an unused PD, such as in our patient. The

Labs were significant for leukocyfosis (WBC: 14.0 K/pL), elevated | & .,'} | appendicitis can be associated with sepsis, major cardiac events, and result in mortality.
CRP (26..4 mg/dL), ESR (56.mm/hr), elevated troponin (.] S ng/dl), | . r Early abdominal CT scan, resuscitative measures, initiation of empiric antibiotics and
O”f]d bro!n nq.’rrlurehc.: peptide (175,000 pg/l.). He wWas diagnosed i) | prompt exploratfion for immediate source control via an expedited appendectomy improve
with peritonitis, sepsis, and type 2 myocardial infarction. CT AP ainlst | survival odds.
showed acute appendicitis (Figures 1-2). |
On exploration, he was found to have a gangrenous oD Cathelerlil b | |
perforated appendix with peritonitis; he underwent laparoscopic : o | REFERENCES
Oppendec’ro my and PD catheter removal. | s . - H _: - 1.Lee. YC, Hung SY: Wcmg HH, et al. Different risk of common gqs’rroip’res’rincl disgose between groups undergo.ing hemodialysis or
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Escherichia Coli types 1 and 2, but the PD catheter culture was i FAN ‘
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negative. The patient improved clinically over the next 48 hours
and signed out against medical advice (AMA), He was seen | g ! ey s elatholy e
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