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Successful management 
of acute kidney injury in 
severe acute pancreatitis 
with intra-abdominal 
hypertension using 
peritoneal dialysis
Sir,

This letter is written to emphasize the edge of 
acute peritoneal dialysis (APD) over hemodialysis 
in the management of acute kidney injury (AKI) in 
severe acute pancreatitis (SAP) with intra-abdominal 
hypertension (IAH) through a case we encountered 
recently.

The 35-year-old chronic alcoholic male, presented 
with acute abdominal pain and repeated episodes of 
nonbilious vomiting, following an alcohol binge. He was 
diagnosed to have hemorrhagic SAP by clinical features, 
lab investigations and imaging. He developed severe AKI 
with anuria within 48 h of admission and was initiated on 
hemodialysis. Hypotension was not recorded throughout 
the course of illness. He developed tense ascites by the end 
of 1st week and was deteriorating with persistent systemic 
infl ammatory response syndrome, and anuria despite 
hemodialysis and paracentesis. His intra-abdominal 

pressure (IAP) was recorded to be 26 mmHg.

He was shifted to APD using rigid catheter mainly 
to decompress the abdomen gradually using tidal 
exchanges as well as based on the fact that peritoneal 
dialysis helps in the removal of bioactive substances 
presumed to be responsible for systemic infl ammation 
associated with acute pancreatitis.[1] IAH is known 
to reduce the blood supply to the abdominal organs, 
including the kidneys and is a common cause of AKI.[2] 
Exact incidence of IAH is not clearly known as IAP is 
not measured routinely. IAP >15 mmHg is associated 
with higher mortality.[3] Endotoxins and reactive 
oxygen species also play an important role in the 
pathophysiology of alkaline phosphatase and AKI.[4]

Percutaneous drainage is the preferred initial therapy 
in the presence of ascites or pseudocyst. Decompressive 
laparotomy is the most effective way of relieving IAP. In 
stable patients with infected necrosis, surgical, radiologic, 
and/or endoscopic drainage should be delayed, 
preferably for 4 weeks, to allow the development of 
a wall around the necrosis.[5] We suggest APD as the 
preferred modality of renal replacement therapy in 
patients with SAP with AKI and IAH.
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