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Peritoneal dialysis (PD) is a cost effective treatment for end stage renal failure (ESRF) and provides good quality of life and similar patient survival to haemodialysis. Some patients present with ESRF requiring urgent dialysis and, in the UK, these patients are usually started on haemodialysis (HD) via a temporary central venous dialysis line – such patients usually remain on HD. Elsewhere patients requiring acute dialysis are often treated with PD (1,2). We report our experience, since 2007, of using acute PD with percutaneous PD catheter insertion and low volume automated PD in new patients requiring urgent dialysis. These patients were either previously known to the unit in the Low Clearance Clinic (LCC) but had an unexpected deterioration in kidney function or were previously unknown to have kidney disease.
20 patients who required urgent renal replacement therapy were commenced on PD within three days of percutaneous PD catheter insertion. 12 patients were from LCC and 8 were previously unknown to the unit. The PD catheters were inserted under local anaesthetic in all but one case by the medical staff. All patients were then commenced on a stepwise regime of automated peritoneal dialysis as agreed by unit protocol. 
Of the 20 patients, 16 remained on peritoneal dialysis for more than 1 month and 4 failed PD immediately. Of the 16 successful cases, 2 had early PD fluid leakage but recovered after 2 weeks rest and remain on PD. The 4 cases that failed immediately included 2 patients previously known to LCC and 2 acute presentations. One of the acute presentations had failed HD due to access problems and the other had a new presentation of vasculitis and opted for PD. 

The 16 cases that were successful remain on PD or continued until transplantation or death with the exception of 4 patients who changed to HD. Median length of time on PD for the 16 patients was 5.5 months, ranging from 3 to 24 months. 3 were changed to HD within 3 months, 2 due to peritonitis and 1 to non-compliance. All three of these had acute presentations of ESRF and were not previously known to LCC. 2 patients had an early PD fluid leak but recovered after 2 weeks rest. These were both LCC patients.

8 of the 16 successful cases commenced PD on the day of catheter insertion, 6 the day following catheter insertion and 2 were commenced two days following catheter insertion. There was no difference in outcomes between the groups. The two patients who had early leaks but recovered had commenced PD one on day 1 and one on day 2 after PD catheter insertion.

The median age of the successful patients was 49. 10 were known to LCC and 6 were acute presentations. The median age of those that failed was 66. 

Of 12 patients who were known to Low Clearance Clinic, 9 were successfully established on PD, 2 failed immediately and 1 failed within 3 months.  Of the 8 acute presentations, 2 failed immediately, 2 failed within 3 months and 4 remain on PD. 

In summary, acute PD is an effective treatment in selected patients presenting acutely with ESRF.  Use of acute PD can avoid the insertion of temporary haemodialysis lines and may increase the number of patients receiving long term PD with possible financial benefit and improved quality of life.

