
Grenada is a small island republic 
in the Southeastern Caribbean.     
There is one private hemodialysis 
(HD) facility on the island, with 
limited capacity. Treatment of 
acute kidney injury (AKI) has 
required transport from the 
General Hospital to the dialysis 
unit via ambulance. We report the 
first two experiences with acute 
peritoneal dialysis (APD) in the 
Grenada General Hospital.
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A 60-year-old man, with known Chronic Kidney 
Disease 4 (CKD), presented to the Grenada 
General Hospital with altered mental status and 
intractable vomiting over 2 weeks following 
discharge from hospital for urinary infection.  
Labs revealed AKI, severe hyponatremia, 
hyperkalemia, and metabolic acidosis. After 
failing to improve with fluid resuscitation, a dual 
lumen tunneled catheter was placed in the right 
femoral vein, and he was transported for acute 
HD.  The treatment was hampered by repeated 
hypotensive episodes, with systolic pressures 
dropping to 50. No fluid was removed, and he 
received 2 liters of saline boluses. Sepsis was 
suspected, and he was cultured and treated 
empirically. The femoral catheter was removed, 
and a course of peritoneal dialysis (PD) was 
elected. A Tenckhoff catheter was placed in the 
operating room using a limited cutdown and 
modified Seldinger technique. Exchanges were 
started immediately postoperatively in the ICU. 
He was transferred to the male medical ward 
the following day, and exchanges were 
continued on a more or less daily basis by the 
nursing staff, who were trained “on the job.” . 
Exchanges were well tolerated.  He had one 
episode of peritonitis that was treated 
successfully with intraperitoneal antibiotics.  
The patient improved clinically and chemically.  
After a month, the patient pulled out his 
catheter.  Blood chemistries remained stable 
for about 2 weeks after this and it was felt he 
had returned to his baseline renal function, at 
which point he was sent home.

A 42 year old man developed AKI following a 
motor vehicle accident in which he sustained 
thoracic and abdominal trauma requiring surgery.  
As AKI progressed he developed respiratory 
failure and was intubated and moved to the ICU. 
Transport for off-site HD was not feasible. A 
Tenckhoff catheter was placed by Surgery at the 
bedside in the ICU. He received a total of 34 
liters of 1.5% dialysate over 3 days. Good 
metabolic control was achieved by day 3, with 
normalization of electrolytes and decreases in 
BUN and creatinine. Ultrafiltration with 1.5% 
dextrose solution was inadequate, but volume 
status was in flux. He expired on day 3 with a 
dropping Hgb. Autopsy revealed extensive 
retroperitoneal hemorrhage due to a ruptured 
kidney. 

AKI is a life-threatening condition with high 
mortality even with optimal treatment. In the 
USA, treatment of AKI is mostly via intermittent 
HD or various forms of continuous therapy 
(CVVHD, SCD, etc.). APD is a well-established, 
but infrequently used modality. 
Currently we do not have the ability to provide 
inpatient HD treatment.  We introduced APD as 
treatment for AKI in the Grenada General 
Hospital.
In Case 1, the treatment was clearly life-saving, 
and enabled the patient to recover to his 
baseline CKD 4 and return home.
In Case 2, APD was well tolerated, with 
resolution of metabolic acidosis, hypernatremia 
and hyperkalemia. Unfortunately, he succumbed 
to his injuries. 
The Nursing Staff performed admirably, passing 
knowledge from trained to untrained, so that 
treatment could be continued. These initial 
experiences have allowed us to establish APD 
as a viable modality for AKI, and for the urgent 
start of patients with advanced CKD.
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