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Peritoneal Dialysis Discontinuation: to the root of the problem
Paola Piarulli, MD'%; Valerio Vizzardi, MD'"; Federico Alberici, MD, PhD'; Hilary Riva, MD?; Marta Aramini®; Luca Regusci, MD*; Pietro Cippa, MD, PhD?3; Antonio Bellasi, MD, PhD25
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and Public Health, University of Brescia and ASST Spedali Civill, Brescla, italy; Servizio di Nefrologla,

le Regionale di Mendrisio, Ente Ospedaliero C le, Switzerland; *Servizio di Chirurgia, Ospedale

Ospedale Regionale di Lugano, Ente Ospedaliero Cantonale, Switzerland; 'Servizia di Nefrologia, Osped.
Regionale di Mendrisio, Ente Ospedaliero Cantonale, Switzerland; *Universita della Svizzera Italiana (USI),

Lugano Switzerland

Background: As the global burden of chronic kidney disease (CKD) \ Risk factors as well as
continues to increase, the use of peritoneal dialysis (PD) is often
advocated as the preferred initial dialysis mode. Observational studies
indicate a survival advantage for PD over HD for the initial 2-3 years of
dialysis. PD is associated with a better graft survival after kidney

causes of PD discontinuation in early (within 6 months from PD inception) vs late PD discontinuation

CAUSES OF PD DROP-OUT

SWITCH TO HD DUE TO PERITONITIS, UFF,
INSUFFICIENT PURIFICATION,

SWITCH TO HD DUE TO CATHETER AND
MECHANICAL COMPUCATION;

“mortality” or “outcome”), All studies considered for this review
article included at least 100 patients (the number of patients ranges PROM:
from 158 to 219,787). In addition to the identified records, we

included the Netherlands Cooperative Study on the Adequacy of
Dialysis (NECOSAD)

Figure legend: UFF

transplantation and a reduced cost burden compared to HD. PERITONITIS DEATH; TRANSPLANTATION
Regardless, several medical and non-medical reasons may limit access
to PD and less than 20% of patients with End Stage Kidney Disease RELATIVE INGIDENCE OF PD
\_(ESKD) are treated with PD worldwide [l
CUMULATIVE INODENCE OF PD
DISCONTINUATION
ﬁthodﬂ In this narrative review article, we sought to ',.|mr'1nr|zr~\ PO € MONTHS 12 MONTHE 24 MONTHS 36 MONTHS
recent medical literature on risk factors for PD discontinuation INCEPTION 10-15% 20-25% 25-30% 10-40%
distinguishing the early and the late phase after PD initiation. We e
reviewed the medical literature on risk factors for early vs late PD PRE-DIALYSIS LATE DROP-OUT
discontinuation to provide the reader with a state-of -art summary of Wﬂnwm PD DROP-OUT
aspects to consider when counselling and following-up ESKD patients
s OLDERAGE OLDER AGE OLDERAGE
For this narrative review article, we searched Medline for original
studies published between 01.01.2012 and 01.03.2022. We used the COMORBIDITIES COMORBIDITIES COMORBIDITIES + MALNUTRITION
following searsh terms Ich‘he Title: (‘perilqneal dialysis”) and OBESITY CALISE OF BSKD CALSE OF ESD
(“technique failure” or “failure” or “early failure” or “dropout” or
LATE REFERRAL CENTER SIZE CENTER SIZE

TECHNIQUE TRANING NEED FOR /RURNOUT OF CARE GIVER

LATE REFERRAL

sltrafiltratioNJailure; PROMs: Patigfit Reported Qutcome

Journal of NEPHROLOGY %8

official journal of the Italian Society of Nephrology

Conclusion provides the readers with a critical appraisal of
current literature and a call for a consensus on the definition of clinically
relevant outcome in the PD setting to further advance the knowledge and
address the need of subjects on maintenance PD treatment y
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Typical PD Regimens Required to Achieve Adequate Solute Clearances

Peritoneal Solute Transport Characteristics—D/P Creatinine at 4 Hours

Patient Body Slow Slow Average Fast Average Fast
Surface Area (m?) (<0.5) (0.5 to <0.65) (0.65-0.82) (>0.83)
<17 CAPD/APD CAPD/APD+ APD+ APD’
10-12.5 liters 10-12.5 liters 10-12.5 liters 10-12.5 liters
1.7-2.0 CAPD+/APD APD+ APD+ APD+
12.5-15 liters 12.5-15 liters 12.5-15 liters 12.5-15 liters
>2.0 CAPD+, HD APD+ APD+ APD+
15-20 liters 15-20 liters 15-20 liters

Adapted From Comprehensive Clinical Nephrology- John Feehally, Jurgen Floege, Richard J. Johnson,
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ISPD recommendations for the evaluation of peritoneal membrane dysfunction in adults: Classification, measurement,

INTERNATIONAL interpretation and rationale for intervention
ISPD | SOCIETY FOR _ . o B -
d PER'TON EAL DlALYSIS Johann Morelle &, Joanna Stachowska-Pietka &, 1...], and Simon Davies & @ View all authors and affiliations

Volume 41, Issue 4 https://doi.org/10.1177/0896860820982218

Identification of fast peritoneal solute transfer rate (PSTR): It is recommended that
the PSTR is determined from a 4-h peritoneal equilibration test (PET), using either
2.5%/2.27% or 4.25%/3.86% dextrose/glucose concentration and creatinine as the

index solute. (practice point)

This should be done early in the course dialysis treatment [ SV CRYEEIGE [ B Vi
M(GRADE 1A) and subsequently when clinically indicated. (practice point)
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Auguste Bourne L. et al.AJKD, 2023

Direct outcomes Potential Clinical Implications

Improved quality of life
Fewer connections Reduced peritonitis risk

Reduced financial cost

f Redliced dialysate Use Reduced environmental waste

RKF preservation

Reduced glucose exposure ) )
Peritoneal membrane preservation

Reduced systemic complications of glucose

ADVANTAGES

INCREMENTAL PERITONEAL DIALYSIS
DISADVANTAGES

L’P Reduced small solute clearance
;} Reduced ultrafiltration
;’ Risk of therapeutic inertia

Poorer patient survival

Increased risk of fluid overload

1N30Mm3&)bmo>

6530mmM356905
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Type of PD

Initial Prescription*

* Start with 2-3 exchanges

* Use exclusively 1.5% or combinations of 1.5%/2.5%
* Volumes ~1200-1500 mL/exchange

* Day dry initially

Automated PD

Manual PD
@

* Start with 2-3 exchanges
* Use exclusively 1.5% or combinations of 1.5%/2.5%
* Volumes ~1200-1500 mL/exchange

Auguste Bourne L. et al

Assessment

R =
R

Revising Prescription

If volume overloaded or signs of underdialysis based on labs and clinical
assessment, then alter initial prescription by following these steps:

1.

2.

%

If suboptimal solute clearance

i
ii.

fii.
iv.

V.

If volume overloaded

i
ii.

iii.
iv.

Increase volume by 20-30%

Volumes > 2000 mL may have little added benefit

Increase exchanges if volume maxed

Limit APD exchanges to no more than 5

If APD exchanges maximized , consider day dwell with Icodextrin

Maximize diuretics

Ensure salt and fluid restriction

Use icodextrin

Adjust duration of dextrose-dwell to maximize UF according to
membrane characteristics

Consider more hypertonic solutions (2.5% or 4.25%) as last step
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Canada-USA
(CANUSA) 1996

1997

NKF-KDOQI)
guidelines 1997
“minimum weekly Kt/V
should be at least 2”

Kidney360

a Good Thing?

0 iawiar o

The concept of peritoneal dialysis (PD) was first dis-
covered in 1877 when Georg Wegner placed fluids of
varying tonicities in rabbits’ intraperitoneal cavity,
discovering that the tonicity of the fluid administered
effected the volume of fluid present in that space (1).
In 1923, this was first applied in humans by Heinrich

NKF-KDOQI - 2006
“Kt/V should be >1.7
per week”, importance
of RKF

Peritoneal Dialysis Adequacy: Too Much of

illquist,'? Stephanie Floyd,"? and Ankur D. Shah

ps:/ /doi.org/10.34067 /KID.0000922022

nightly intermittent PD patients 2.2. These targets
resulted in a population of patients who were clini-
cally thriving but required an increase in delivered
dialysis to be determined “adequate.” This increased
dose of dialysis came at the cost of time, affecting
quality of life (5). It is also recognized that increased

ISPD — 2020 move from
«Kt/V centric» to «goal
directed»

Kt/V-centric approach
Yes? Or NO?
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(1.7)

Total Kt/V,,., = Peritoneal Kt/V,,., + Renal Kt/V
Total CrCl = Peritoneal CrCl+ Renal CrCl (45¢m)
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REVIEW ARTICLE

@wan song for Kt/Vea

Raymond Vanholder g% Wim Van Biesen, Norbert Lameire

How to prove
| that the dialysis
)\ s adequate?
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Non-Cardiovascular

Kim, Yong-Lim et al. Sem in Nep, 2017
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Fig. 1. Kaplan-Meier curve for the probability of patient sur-  Fig. 2. Kaplan-Meier curve for the probability of overall survival
vival. considering transfer to hemodialysis and death both as events.

Wei Chen, et al. Blood Purification,2007
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Effect of FO on time to technique failure

0.4

0.3 -

0.2

0.1

P robability of technique failure

0.0 ¢

Vrtovsnik F et al. CKJ, 2021

18

P robability of change to HD

How does volume status evolve over time in incident PD i
patients? C‘JAS N

Cohort Volume status at Change in volume overload over time
baseline (pre-PD) ey ﬁ“ ahin alatn @
135 Study centers Baseline Year 1 Year 2 Year 3
28 Countries

1l 1.2 14L 14L

+/-23L +-1.8L +/-1.8L

Competing risk model on time to death, HR (956 CI)
L]

ﬁn . @
Age Diabetes CV disease

1.06 1.49 1.86

(1.04-1.07) (1.04-2.15) (1.29-2.69)

1054 Incident
PD patients
3-5 years follow up

O Bioimpedence
spectroscopy

Q Q Baseline and Q3mo

X n er, Ja
Evolution Over Time of Hydration Status and PD Related Practice Patterns in ai
Incident Peritoneal Dialysis Patient Cohort. CJASN doi: 10.2215/CJN.11590918
Visual Abstract by Michelle Rheault, MD

Van Biesen W et al CJASN, 2019
Effect of FO on time to change to HD

0.4

0.3 -
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0.0 -4
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1.5% dextrose 140 muH 330+ 187mn
2.5% dextrose 240 MmuH 650Mmn
4.25% dextrose 247 muH 1028 + 258mn

7.5 Icodextrin 10 MmuH 351 + 250mn
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Sanchez JE et al. CKJ, 2023
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(The Peritoneal Dialysis Outcomes and Practice Patterns Study)

Is icodextrin use associated with increased

ultrafiltration & superior patient outcomes?
Methods and Cohort Patients on icodextrin had...

' coronary artery disease

' diabetes

Data from international
prospective cohort

PD@PPS
2014-2021

Adult patients on
maintenance PD
n=5617

., residual kidney function

‘v ultrafiltration capacity

35% used icodextrin . A
longer dialysis vintage

Used in only 17% of PD

patients in the US

Conclusions There are large national and center differences in icodextrin
prescription, with the US using significantly less. Icodextrin was associated with

faster peritoneal
solute transfer rates

hypertonic glucose avoidance but equivalent ultrafiltration, which may impact
any potential survival advantage or impact on HDT.

Kidney360

Equivalent ultrafiltration achieved
with or w/o icodextrin
(median UF mL/day)

750 (IQR 300-1345)
vs 765 (IQR 251-1345)

Equivalent UF achieved for a significant reduction in dialysis
glucose exposure

No association with mortality or
permanent transfer to hemodialysis

A

HR 1.20
(0.92-1.57)

HR 1.03
(0.72-1.48)

Simon J. Davies, Junhui Zhao, Keith P. McCullough, et al. International
Icodextrin use and association with peritoneal membrane function, fluid
removal, patient and technique survival. Kidney360. DOI:
10.34067/KID.0006922021

Visual Abstract by Dominique Tomacruz, MD
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interstitial matrix:

Capillary Lumen Peritoneal Cavity ibroblasts/ collagen, hyaluronan
interstitial cells proteogtycans peritoneum
Ultra-small pores ‘ » [ Osmotic Gradient | » H0 . .
(AQP: <0.3 nm ) — (Free)
_ [ Osmotic Gradient ] H,0
» [ Colloid gradient === (Coupled to solute
with icodextrin ] transfer)
Small pores H,0 reabsorption
(4-5 nm) = — [No Osmotic Gradient]_ (Coupled to solute
[ Starlings Forces ] transfer)
[ Diffusion Gradient ] S=======F Small solutes Perltoneal
L Cavity
Large pores S :
Mesothelium

(25-30nm) ey [Hydrostatic Gradient] see———p- Proteins, macro-molecules

T Endothelial barrier Blood Capillary parenchymal w‘
! " . § cells
(t lymphatics) S [Hydrostatic Gradient] e H,0, solutes and macro-molecules submesothelial

connective tissue

Morelle J, et al. PDI, 2021
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Low Ultrafiltration (UF) Capacity
Net UF at 4 hours <400 ml using 3.86%/4.25%
of <100 ml using a 2.27%/2.5%
glucose/dextrose solution

r

Rule out mechanical problems/leaks

A4

Fast Peritoneal Solute Transfer Rate
Local inflammation

e Inherent fast transfer rate
variability present at baseline

e Aquired membrane injury
Long-term PD/Peritonitis

A 4

Low osmotic conductance to glucose
Reduced free water transport

e |ntrinsic low UF

variability present at baseline

e Aquired membrane injury

Progressive fibrosis/vasculopathy

Peritoneal membrane Muscularis propria

Mesothelial cell

Basement membrane

e L
AN N ’ i

<:;b(.‘\' Water and W (18 X

‘ / solutes: { b\ LG

Y Na, K, urea, / \ . )] S /

| ; creatinine b X6
:Z(" Peritoneal
3

Glucose - capillaries

s

OSMOTIC GLUCOSE |
GRADIENT DIFFUSION &, @
Adipocyte. < AN
—— Fibroblast | 1y | :
| tUF rate }UF rate NN
PR — 1\ e Noeeapi

Morelle J, et al. PDI, 2021
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Membrane test

Classic

Modified PET? (SPA)
PET

Membrane
characteristic

Solute transfer Yes Yes

Ultrafiltration
. Yes Yes
capacity

Sodium dip (free
water transport)

Yes

Osmotic
conductance

Net fluid
reabsorption

Yes (at
1h)

Yes

Double mini-PET

1.36% and 3.86%

2x1h

Yes (at 1 h)

Yes (at 1 h)

Yes (Also calculates
the proportion of UF
via AQP and small

pores)

Yes

Personal dialysis
capacity test
(PDC)

Multiple

24h

Yes (expresses this
as diffusion
distance (Ag/Ax))

Yes (Calculates the
UF capacity for
glucose, LpS)

Yes (This is possible
because it includes
a long exchange)

Morelle J, et al. PDI, 2021
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First Author, Year of
Publication (Reference)

@cause mortalD

Brimble, 200638

Lambie, 20131

Mehrotra, 201532

Technique failure

Brimble, 200638
Mehrotra, 201539

Hospitalization

Mehrotra, 201532

Type of Study or Cohort

Meta-analysis, 19 studies, incl.
CANUSA, Stoke study, EAPOS, and
ANZDATA registry

Incident cohort
Prevalent cohort

764 US centers

Meta-analysis, six studies

764 US centers

764 US centers

No. of
Patients

6648

499
307
10,142

5104
10,142

10,142

Adj. Relative Risk (95% CI)
per 0.1 Higher D/Pcreat at

4-h

115 (1.07 to 1.23)

112 (0.98 to 1.23)
1.18 (1.00 to 1.41)
1.07 (1.02 to 113)

118 (0.96 to 1.46)
1.01 (0.98 to 1.05)

1.05 (1.03 to 1.06)

Morelle J, et al. CJASN :1-10, 2023.
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Dietary Sodium and Water
Intake:
= <2g sodium per day

= Fluid restriction
oMmdo3memmannmao e -
daily peritoneal UF and

onfm3demaob bomhgbo a3nbdins rentual Lt wkirie

Optimization of CAPD and APD Salt and Water

Removal:
+ Exchange duration

» Exchange volume

+  Number of exchanges

+ Dextrose solution strength

+ Use of glucose-based polymer solutions

+ Peritoneal membrane characteristics

dofmdgbydn

Methods To Evaluate Fluid
Volume Status:

= Physical exam

« BIA Som—
* Lung water Ultrasound
= IVC Ultrasound

Kidney Sodium and Water Removal:
+  Maintain residual kidney function
«  Optimize kidney salt and water removal
« Diuretics
+ High dose loop (i.e. furosemide up to
250 mg per day)
= BNP/ NT-pro BNP + High dose loop plus distal acting (i.e.

30 M740080L m3&0daBa300 metolazone)
60@0@ m ba m bn Mo b b 606)3 b 0 COI'S:::L g:g:eﬂui‘d Compartment Disorders/Shifts:
303amg3000L/Aobs33mgdsMs Lobdomy - Carciac ystuncion

+ Hypoalbuminemia

©>MHdmbonor d4nMmbsanmdols
M73Man>mmad>dn!
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Dietary salt and fluid restriction

+

Initiate or increase diuretics If residual kidney function present (=100 mL day)

+

Optimize peritoneal sodium and water remowval

+

Eliminate or shorten
anges with net
fluid reabsorption

+

1 1o two daytime
dextrose exchan,
or one icodextri
exchange {(minimum
dwell ime of

4

Nine hour APD therapy should be = 4 cycles in
low or low average transporters and = 5 cycles In
high or high average transporters

DEX

+

‘©One 10-hour i in

exchange and one
glucose exchange

i, = ]-_;;;;:;; Lo\ [om\ [om\ [om\ [omm\
ours: == |
ico | DoEXx ] / o \/ — \/ e \/ S \
DEX || 1Ico |

4

Acutely
o

an
intermittontly

Increase dextrose (DEX) concentration

DEX-dextrose-based
PD solution

Day exchange(s) | | Overnight APD exchanges |

Dietary salt and fluid restriction

+

Initiate or increase diuretics if residual kidney function present (>100 mL day)

+

Optimize peritoneal sodium and water removwval

+

Eliminate or shorten
ges with net
fluid reabsorption

+

+

Nine hour APD therapy should be = 4 cycles in
low or low average transporters and = 5 cycles in
high or high average transporters

1 to two daytime
dextrose exchanges
e

oxchange (mi um
dwell time of 10 hours)

+

©One 10-hour i in

DEX
/;\/;\IDEX\/DEX\/DEX\ Al:::s*y
[[=I=] intermitently
/ DEX \/ DEX \/ DEX \/ DEX \
co |[oex_]

exchange and one
glucose ange

+

DEX-dextrose-based
PD solution

Trinh E. et al. CJASN, 2018

Increase dextrose (DEX) concentration

Day exchange(s) | " Overnight APD exchanges |
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There is no evidence that increasing weekly Kt/V >1.7-1.8
provides survival advantage (grade 1B).

There is evidence that a weekly Kt/V <1.7 is associated
with increased morbidity (practice point).

Residual renal function (RRF) has been consistently
demonstrated to be associated with mortality in people
doing peritoneal dialysis (PD) and therefore should be
maintained (practice point).

Guidelines

2005 Guidelines on targets for solute and fluid removal in adults
being treated with chronic peritoneal dialysis: 2019 Update of the
literature and revision of recommendations

Neil Boudville'” and Thyago Proenca de Moraes a

PERITONEAL
DIALYSIS =

Koy B0 reaevove st oa 10 pruscsting vgn-meelry 4%
R0 B Nod pra Riv i BBy RS L
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Intention to treat

c c
a8 100 n S
£0 €0

c 80| (=
2 5 Q2 5
T = T =
o © o®
w O 60| w C
° o o o
O — o —
o ® 40| O ®
S 3 £3
g'g 20| E'Q
gi_ -e- CAPD ga_
o._g 0 - APD o.g

= S

0 3 6 12 18 24 30 36
Time on dialysis (months)

100

80

60

40

20

Stay on treatment

0

3 6 12 18 24 30 36
Time on dialysis (months)

Netherlands Cooperative Study on the Adequacy of Dialysis (NECOSAD) cohort

Michels, Wieneke Marleen et al. CJASN, 2011
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6) COCh rane Trusted evidence. " p—
— B Informed decisions. el ——
1 lera ry Better health.

Cochrane Database of Systematic Reviews | Review - Intervention

Biocompatible dialysis fluids for peritoneal dialysis

Htay Htay, David W Johnson, Kathryn J Wiggins, Sunil V Badve, Jonathan C Craig,
Giovanni FM Strippoli, 2% Yeoungjee Cho Authors' declarations of interest

Version published: 26 October 2018 Version history
https://doi.org/10.1002/14651858.CD007554.pub3 &

byoBMmommmo pH o 3O M0 gemn3mBol egagmooznals 6odogdols
d79333m0 30 bLESM]ON 367 7.F. doMmNO3Lxd N bLBSM)ON

98 30330Mm00L domama bamalboo, dogmad smoliv3dsmalin, byeml
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6) COCh rane Trusted evidence. . w—
— E Informed decisions. RN (Taetan =
1 LI bra ry Better health.

Cochrane Database of Systematic Reviews Review - Intervention

Angiotensin-converting enzyme inhibitors and angiotensin receptor blockers
for preserving residual kidney function in peritoneal dialysis patients

% Ling Zhang, Xiaoxi Zeng, Ping Fu, Hong Mei Wu  Authors' declarations of interest

Version published: 23 June 2014 Version history
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O 2501
0.35
0-100 100-1,000 >1,000 0 Y
Urine (mi/day) <0.391 0.391-0.409 0.41-0.468 >0.468
ECW/TBW quartiles

Davenport A. et al. Blood Purif. 2011

Fan S, et al. Int J Artif Organs, 2012
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ISPD recommendations for the evaluation of peritoneal membrane dysfunction in adults: Classification, measurement,
|SP D INTERNATIONAL interpretation and rationale for intervention
SOCIETY FOR , ; B : o
PER'TONEAL DlALYSIS Johann Morelle &, Joanna Stachowska-Pietka %%, 1..1, and Simon Davies “&' ] @ View all authors and affiliations

Volume 41, Issue 4 https://doi.org/10.1177/0896860820982218

Guideline 5:

Additional membrane function tests: measures of peritoneal protein

loss, intraperitoneal pressure and more complex tests that estimate
osmotic conductance and ‘lymphatic’ reabsorption are m

recommended for routine clinical practice

but remain valuable research methods. (practice point)
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Pericatheter Leak Associated With Earlier Peritoneal Dialysis 1} [ S N
Initiation Does Not Influence Long Term Outcomes ~pnEnE

Q) Sinale-centrs rauospective ’ Ealriv start PD 7
cohort study PD start at <14 days after A
catheter insertion, N = 130

“ Sydney, Australia
2019 -
2010-2022 CHL

33Mm0Bmbynmmo ccosemaBol scomgmnmo <
14 oM (9-)59360[5 %33030@3 bo .-.:7.?. s -

dialysis (PD) related peritonitis

399mbo3omB) o i

65% with laparoscopically
inserted catheters Permanent transfer to
hemodialysis dueto 19% p=08
PO complication

Conventional start PD
PD start at >14 days after
catheter insertion, N = 167

p=01

Getal, 2024 © : Early PDis i increased leaks
. when compared to i tart PD, with an oth similar

Corina Teodasiu, MD complication profile and comparable long term outcomes.

X @CTeodosiu

Time to Transfer to Haemodialysis

Time to Peritoneal Dialysis (PD)- related Peritonitis
Censored for transplant or death

Censored for transfer to haemodialysis, transplant or death

1.00 1.00
0.75 0.75
e
° e a
£ a
- 3
2 o
= 050 £ 0.50
s ®
5 €
o o
0.25 0.25
p=047 ~= Group=Conventional p=0.51 == Group=Conventional
== Group=Early Start — Group=Early Start
0.00 0.00
0 10 20 30 40 50 0 10 20 30 40 50
Months Months
Al Risk Al Risk
Group=Conventional 167 129 84 54 19 0 Group=Conventional 167 149 95 64 23 0
Group=Early Stat 130 104 7 31 " 0 Group=Early Start 130 114 79 34 10 0
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ISPD peritonitis guideline recommendations: 2022 update on prevention and treatment

INTERNATIONAL

ISPD lgggllrEle‘l EEEDlALYSlS Philip Kam-Tao Li “* [, Kai Ming Chow &, 1...1, and David W Johnson & ] View all authors and affiliations
»

Volume 42, Issue 2 https://doi.org/10.1177/08968608221080586 View correction (2) / letter v

. o . . PERITONEAL #=
We recommend daily topical application of s et DIALYSIS
antibiotic cream or ointment (mupirocin or

ISPD Catheter-related Infection

gentamicin) to the catheter exit site to prevent Recommendations: 2023 Update
catheter-related infection (1C)

Kai Ming Chow'®, Philip Kam-Tao Li'?®, Yeoungjee Cho**®,
Ali Abu-Alfa®®, Sunita Bavanandan’, Edwina A Brown®®,

Brett Cullis’®, Dawn Edwards'®, Isabelle Ethier''"'?,

Helen Hurst'?®, Yasuhiko Ito'?, Thyago Proenga de Moraes'5 @,
Johann Morelle'®, Naomi Runnegar”, Anjali Saxena'®'?,

Simon Wai-Yin S0%°, Na Tian?' and David W Johnson**®

To prevent fungal peritonitis, we recommend
that anti-fungal prophylaxis be co-prescribed

whenever PD patients receive an antibiotic
course, regardless of the indication for that
antibiotic course (1B).
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Volume 34 Number 12 December 2009

ndt

ONone

@ Other

[ Exit site Medihoney
MW Exit site aminoglycos
[ Exit site palysparin
B Intranasal mupirocin

[0 Exit site mupirocin

Patterns Study)

Regional variation in the treatment and prevention
of peritoneal dialysis-related infections in the
Peritoneal Dialysis Outcomes and Practice Patterns
Study @

Neil Boudville 2, David W Johnson, Junhui Zhao, Brian A Bieber, Ronald L Pisoni,

Beth Piraino, Judith Bernardini, Sharon J Nessim, Yasuhiko Ito, Graham Woodrow ...

Show more

Nephrology Dialysis Transplantation, Volume 34, Issue 12, December 2019, Pages 2118-
2126, https://doi.org/10.1093/ndt/gfy204
Published: 23 July 2018 Article history v
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B All antibiotic courses

B Antibiotic courses for
peritonitis treatment

0 Prolonged or broad
spectrum antibiotic use

O Never
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We recommend an audit of catheter insertion outcomes on at
least an annual basis as part of multidisciplinary meeting of
the PD team, including attendance of access operators when
feasible (1B)

We suggest that incidences of pericatheter leaks within 30
days of catheter insertion be recorded separately for early PD
starts (< 14 days) and late starts (= 14 days) (not graded)

ISPD GUIDELINES/RECOMMENDATIONS

CREATING AND MAINTAINING OPTIMAL PERITONEAL DIALYSIS ACCESS IN
THE ADULT PATIENT: 2019 UPDATE

We suggest clinical goals specific for the PD
access procedure include (2C):
- Catheter patency at 12 months of > 95% for
advanced laparoscopic placement and > 80%
for all other catheter insertion methods
Exit-site/tunnel infection within 30 days of
catheter insertion: < 5%
Peritonitis within 30 days of catheter
insertion: < 5%
Visceral injury (bowel, bladder, solid organ):
<1%
Significant hemorrhage requiring
transfusion or surgical intervention: < 1%
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ISPD Position Statement on Assisted A= PERITONEAL
Peritoneal Dialysis »<J4 DIALYSIS

Justification for Assisted PD Models of Assisted PD Training & Communication

During PD Initiation Existing Models Vary Considerably Assistants trained by PD nurse or
Safety and reassurance (g\ nurse educator using a standardized
Shortor IRTANDN Key Reporting Outcomes :-P/ curriculum
ort or Long-term Assistance Geographic scope - .
During periods of patient/caregiver Funding mechanism(s) = Ade.quate number of assistants
illness/burnout or permanent/temporary Duration & location of assistance available
barriers to selfcare Type of assistants

What specific tasks are performed Robust communication systems

Quality Control Funding for Assisted PD Impact on PD Use

Monitor outcomes similarto Healthicars systeTiE SHOIIN fund assisted PD Associated with higher incident PD
Ron-asstated BB population j to increase equitable access to home dialysis & reduced rates of transfer to HD

Report outcomes stratified Should support short-term & long-term |
by use of assistance assisted PD @ Report prior to program start
Historical PD incidence
Reported outcomes should account for New programs should have an analysis =, Provalont PD Use tals @/
difference in case mix of patients requiring plan to measure direct and indirect cost Time on PD
assistance (e.g. elderly, high co-morbidity) benefits.

Conclusions eariers to seit-care PD are common in the elderly & younger patients with physical or cognitive disabilities; assisted PD O|IV§!‘ M, Abra G, Bec'hade. C, Brow.n E, et a"-' lSF.’D
Position Statement on Assisted Peritoneal Dialysis.

increases equity by providing greater access to home dialysis. Models of assisted PD vary greatly. PD programs should apply the same quality metrics as . . i
in the general PD population, but analyses should be stratified & adjusted for case-mix differences. Government healthcare programs or private insurers Perit Dial lnt* 2024. DOI:10.1177/08968608241246447
should adequately fund assisted PD for sustainable, long-term support. Assisted PD is associated with increased PD incidence & reduced transfer to . W "

hemodialysis. The increased costs of delivering assisted PD has generally been less than in-center HD or providing PD in long-term care. Visual Abstract by Jade Teakell, MD @Jmteake"
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International Society for Peritoneal Dialysis practice recommendations: Prescribing high-quality goal-

directed peritoneal dialysis

Edwina A Brown
Thyago Moraes 1, jeff Perl, Rukshana Shroff, Isa

Volume 40, Issue 3 https://doi.org/10.1177/0896860819895364

', Angela Yee-Mc

| Prescribing Peritoneal Dialysis For High Quality Care

avies, Javier de Arteaga, Jie Dong, Fred Finkelstein, Marjorie Foo, Helen Hurst, David W Johnson, Mark Johnson, Adrian Liew,

nd affiliations

Potential Elements To Consider

Potential Interventions in the context of
available resources

Functional Status and Cognition

Social (i.e. travel, employment , carer stress)

Patient Reported Outcomes (i.e. QOL, symptoms)

Residual Kidney Function

Volume Status / Blood pressure/ Cardiac
Geometry

Anemia

Y

Initial and longitudinal PD prescription Interventions

PD modality (APD vs. CAPD)
PD exchange volume/frequency and length
Treatment time and days per week
Solution type(s)

- highflow/ultra-low GDP,

- neutral/acid pH,

icodextrin,
« amino acid
. bicarbonate/lactate buffer,

g /sodium col ]
Cycler type and use of remote patient monitoring
Connectology
Tidal vs complete exchange

Bone Mineral Disorder Parameters

Fy
v

Electrolytes (i.e. acid-base, urate, sodium,
potassium )

Nutrition — Protein Energy Wasting

Metabolic Parameters: (i.e. Body composition /
Body Mass Index, lipids, glycaemic control)

Markers of systemic peritoneal Inflammation

Peritoneal membrane function

Small Solute Clearance

|
|
|
|
|
|
|
|
1
|
|
|

Clearance of other uremic toxins (i.e. middle
molecules protein bound)

|
|
|
|
|
|
|
|
I
)
1
|

D

Consider Non-dialytic interventions Other Factors
Address comorbid disease/intercurrent iliness

Anemia management (lron, ESA, novel agents)
Nutritional management

Other lifestyle factors (physical activity, exercise)
Mood disorder , Anxiety disorders treatment
Non-dialytic management of bone mineral parameters
Adresss care partner burnout, familial issues
Non-dialytic acid base / Electrolyte correction

Bowel function (especially constipation)

Sexual function,

Non-dialytic management of other ESKD
complications/symptoms (restless legs, pruritus, sleep
disorders, muscle cramps, fatigue, gout, dysgeusia)
Treatment adherence

Monitor of encapsulating peritoneal sclerosis risk/diagnosis

Brown EA, et al. Peritoneal Dialysis International. 2020;40(3):244-253

Evaluation

v

Shared Decision Making to Evaluate Interventions in
context of Priorities and Establish or Revaluate Goals of
Care

|
v

Potential Goals of Care:

- Improve survival

- Extend time on PD therapy

- Increase quality of life

- Increase in Life Participation Activities
- Symptom-specific improvement

- Reduce hospitalizations

. Prolong residual kidney function

v

Goals of Care Achieved l

- Tk

No I [ Yes

= Consider alternative renal
replacement therapy
- Consider non-dialytic

conservative care

management, comprehensive
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