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Medication error is one of the most common patient safety 
issues, according to the Agency for Healthcare Research and 
Quality.1 Such errors can lead to complications such as 
ineffective treatment, allergic reactions, illness, and death. 
Medication reconciliation, which is defined as “the process of 
comparing a patient’s medication orders to all of the 
medications that the patient has been taking,”2 involves 
improved communication around medication use and dose and 
can help eliminate medication errors. One study of medication 
reconciliation found that the majority of errors (60%) occurred 
at the “interface” of care, when patient care was transferred 
between providers.3 Information about medication use, dose, 
allergies, and so forth is often missing in the transfer. In 
addition, patients bear some responsibility for ensuring that 
physicians are fully informed about what they are taking. 
In the following case study, patient complications arose when a 
patient began peritoneal dialysis (PD) with an undisclosed 
history of nonsteroidal anti-inflammatory drugs (NSAIDs).
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a Indicates PD initiation. Patient use of NSAIDs was ongoing at initiation unknown to the nephrologist. Discover was made shortly after PD 
initiation in July 2012, and NSAID use was halted.

Abbreviations: GFR, glomerular filtration rate; NSAID, nonsteroidal anti-inflammatory drug; PD, peritoneal dialysis
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A 70-year-old female patient initiated PD at a large dialysis 
organization (LDO) in July of 2012. She had been diagnosed 
with end-stage renal disease (ESRD) secondary to 
hypertension. She also had chronic obstructive pulmonary 
disease. Prior to initiating PD, she had a history of NSAID usage 
that was not disclosed to her nephrologist and dialysis staff. This 
was discovered and use discontinued in July 2012. The patient’s 
treatment timeline is shown in Table 1.
At PD initiation, the patient’s glomerular filtration rate (GFR) was 
15.0 cc/min. The initial PD prescription was 2.0 L fill volumes x 4 
with no last fill. Over the first year, the patient continued to work 
but complained of fatigue, nausea, and altered taste in food 
despite a residual Kt/V clearance that averaged more than 
2.0 L/week. Her total mean monthly urine output ranged 
between 3.0-4.2 L/week. 

• There is sufficient evidence in the literature to support the avoidance of 
NSAIDs by people with chronic kidney disease; a literature review by Hörl 
cites hundreds of articles that support the avoidance of NSAIDs by patients 
with impaired renal function, as well as by patients with hypertension.4 

Specifically NSAIDs are associated with:
 – Increased blood pressure among patient with pre-existing hypertension5

 – Increased risk of renal failure among those considered at risk for renal 
  failure6-9

• This was an interesting case study of a hypertensive patient who slowly 
recovered residual kidney function despite showing vague symptoms of 
uremia. By discontinuing NSAID usage and providing low-dose dialysis 
over 26 months to support the kidneys, the patient achieved a GFR of 
31.7 cc/min, which was sufficient to discontinue dialysis. The lack of prior 
disclosure about the NSAID usage may have contributed to the discrepancy 
between kidney filtration adequacy and the patient’s symptomatology.

• As a result of this case study, more time is now spent at the LDO facility in 
educating chronic kidney disease and ESRD patients on the importance of 
notifying the nephrologist of any new prescriptions and/or diagnostic testing 
ordered by another physician. In addition, patients are reminded that they 
need to disclose use of all over-the-counter medications.
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In April 2013, the patient’s residual clearance significantly 
increased to 4.2 L/week. Repeat residual clearance in July 
2013 was down slightly to 3.2 L/week but was still higher than 
at PD initiation; thus, the decision was made to decrease 
dialysis frequency to 3 times/week and monitor. The patient 
tolerated the change but continued to complain of nausea. 
When the patient also complained of shortness of breath, 
dialysis was increased to daily. The shortness of breath was 
related to pneumonia, and the patient was hospitalized. Once 
the pneumonia was resolved, PD was reduced to 3 times per 
week; however, there was no change in the reported nausea. 
Over the next year, the patient’s residual clearance slowly 
increased but symptoms of nausea persisted. Several therapies 
were started to address the nausea, including medications and 
tests, none of which were successful long term. No pathology 

was identified. Residual clearances during this time were 
>4.0 L/week, so dialysis frequency was increased to 
5 times/week and fill volume was decreased to 1.5 L. The 
patient’s nausea improved.  
In April 2014, residual clearance was 4.6 L/week, so treatments 
were reduced to 4 times/week. Clearance measurements 
remained high, and in May dialysis was reduced to every other 
day. In July, clearance was 5.7 L/week with residual clearance  
of 4.9 L/week, so dialysis was held for 1 week before returning 
to every other day. In August, creatinine remained stable at 
1.5 mg/dL; dialysis was held for 2 weeks, then returned to 
3 times/week. After dialysis was held for 2 weeks, patient’s 
symptoms remained stable with creatinine of 1.3 mg/dL so the 
decision was made to stop dialysis. Since discontinuation, her 
nephrologist has identified no need to resume PD treatment.

 GFR Creatinine Kt/V Dialysis/ Symptoms 
 cc/min mg/dL Total week
   Residual     
2012
Jula  15.0 3.0  Daily 
Apr   2.8 4.2 6  Nausea and heartburn  
   3.0  despite ranitidine 
     (300 mg)
Oct   2.7 3.6
   2.4  
Nov   2.8 4.1 Every other day
   3.0 
Dec   2.2   

2013
Apr   2.3 5.5 3
   4.2 
Jul   2.5 4.3
   3.2  
Oct   2.1 5.9 Daily Shortness of breath,
   4.7  nausea, vomiting; 
     hospitalized for  
     pneumonia
Nov   2.1  3 
Dec   2.2   Nausea and vomiting

  GFR Creatinine Kt/V Dialysis/ Symptoms 
 cc/min mg/dL Total week
   Residual 
2014
Jan   2.5 3.7 Daily

   2.7 
Feb  1.5   
Mar   1.4   Nausea and vomiting

     gone
Apr   1.4 5.3 4

   4.6 
May   1.3  Every other day 
Jun   1.4   
Jul 27.0  1.3 5.7 Held for 1 week,

   4.9 then every other 
    day 

Aug   1.5  Held for 2 weeks, 
    then 3/week 

Sep  31.7  1.3  Discontinued


