Peritonitis Reporting and Tracking 

Reporting Peritonitis:

All episodes of peritonitis need to be classified as either new or recurring.  CQI interventions to improve peritonitis rates will differ for new and recurring peritonitis.  

Definition of a New Peritonitis Occurrence:

The peritonitis was caused by a NEW ORGANISM and was treated with a full course of antibiotics.  This includes antibiotic therapy that begins in the outpatient clinic and continues if a patient is admitted.

Definition of a Relapsing Peritonitis Occurrence:

· The peritonitis re-occurred within 4 weeks of completion of a course of antibiotics (within the 4 weeks after the last dose of antibiotics is given) AND the peritonitis was caused by the same organism or was culture-negative.  

For example:  Mr. Jones got peritonitis on April 1, he took antibiotics for 21 days until April 21.  His fluid remained clear for 2 weeks, but became cloudy on May 5 and the cultures for both the April 1 and the May 5 peritonitis were Staph epi.  This peritonitis was within the 4 week window following the last dose of antibiotics and the organism was the same.

· Each time the peritonitis re-occurs (using the above definition), each time needs to be counted as a separate relapsing episode.  Multiple relapsing episodes should not be reported as only 1 relapsing occurrence.  This is different than the Baxter POET system which counts the first episode as new and only reports the first in a series of related, relapsing episodes – subsequent, related relapsing episodes of peritonitis are not reported individually. 
For example:  Mr. Jones go peritonitis for the first time on April 1. This is counted as 1 new episode.  Then he develops peritonitis 3 more times within the next 3 months, each time within the 4 week window and each time with either the same organism or culture-negative.  This should be reported as 3 episodes of relapsing peritonitis – not 1.

QI Focus – New Peritonitis:

· The CQI focus is on assessment of new patients for their suitability as a PD candidate, assessment of barriers that may need to be addressed during training (literacy, dexterity, poor vision, stamina, etc.).  

· Emphasis should be placed on thoroughness of PD training and not rushing the patients through home training.   

· Routinely scheduled re-training sessions should include re-instruction on and observation of handwashing, proper exchange technique, peritonitis, blood pressure and fluid control.  This should be done for ALL patients to keep them from getting sloppy and taking short cuts.  

· Additional follow-up and retraining of patients who present with peritonitis.

· Instituting the use of a very small amount of Mupiricin ointment (not cream – as it disintegrates catheters) at the exit site prophylactically to prevent exit site infections that lead to peritonitis.

· Relapsing Peritonitis CQI:

· CQI focus is on proper culturing of patient fluid samples for C& S and appropriate antibiotic therapy.  The recommendation is to inject the cloudy PD fluid into blood culture bottles with the correct procedure and amount of fluid injected determined by each laboratory.  Then the blood culture bottles are sent to the lab.

· Culture negative results that exceed 10% are a cause for investigation of culturing techniques at the patient level, the PD unit level and the laboratory level.  Also, it is essential to get patients to “fess up” to taking antibiotics prior to the culture so that the lab can run an antibiotic screen.  This should be done non-punitively and not in a parental manner, but stressing the importance and benefit to the patient of knowing how to properly treat their infection so that it will not get worse or come back.

· Use of gram stains to determine initial choice of antibiotics.

· Appropriate dosage and time interval for antibiotics.

· Stressing need for antibiotic compliance to prevent scarring of membrane that may prevent them from doing PD.

· Removing catheters from patients who have multiple episodes of relapsing peritonitis is essential.  The catheters get bioslime and because the antibiotics can’t get to the bacteria to kill it, the bacteria on the catheter re-seeds the infection into the peritoneal cavity once the patient has d.c.’d antibiotics.

· Many times, the patient may need to be maintained on HD for a period of time to allow the peritonitis to completely subside (particularly true for fungal).

· Nurses should be aware of which types of peritonitis may require immediate catheter removal.

· Peritonitis that develops during a hospitalization – regardless of the cause – you should be including every episode of peritonitis (whether it is new or relapsing and regardless of setting) in your peritonitis rates.  

· For example, even though the peritonitis may have been caused by a floor nurse’s technique, that patient remains the responsibility of the home training facility.

· Examples of interventions that can be done to prevent/correct patients contracting peritonitis while hospitalized include:  

1. Train a spouse/family member/friend to do the exchanges if the patient is too sick or weak to safely do his/her own exchanges.

2. If a facility’s patients only go to 1 or 2 hospitals, it may be possible to collaborate with the physician and the hospital to agree to admit PD patients to a designated floor.  Then if patients are unable to do their own dialysis or don’t have a significant other to assist them with their dialysis, the nursing staff can safely perform PD.  Interventions that can be carried out include:

· Inservices and open classroom training sessions to train the nurses on a designated floor how to do CAPD exchanges safely or how to trouble-shoot a portable cycler.

· Depending on the facility, some PD units have nurses on call to assist with in-patient PD. (Usually hospital based or hospital affiliated units or units in smaller towns) 

· Make  laminated large-print and picture procedure cards that guide the nurses through a PD exchange.  These cards can be taped to the patients door, wall, tray table, etc.  

· Arrange to have the hospitals where your patients are admitted order the appropriate supplies.  Or, if acceptable to the hospital, the patient can bring their supplies from home (many times this is an infection control no-no).   

· Many PD units have their patients prepare a “just-in-case bag” full of supplies, extra connectors, PD exchange instructions, an extra tubing set, dressing supplies, etc.  The patients are instructed to take these supplies with them if they have to go into the ER or be admitted to the hospital.

3.   If peritonitis is a problem with your hospitalized patients and the hospital or staff are

      resistant to resolving the problem, good sources of collaboration and support within 

      the hospital are the hospital infection control nurse, the nursing supervisor, the safety 

      officer and the quality management team.  The PD nurse should collect data, discuss 

      theproblem with the PD physician and ask for his assistance in resolving this 

      problem, which admittedly is very complicated, particularly when the PD patients 

      live in an urban area and go to many different hospitals.

Counting “Total Number of Patients who received Chronic PD services in your facility during the calendar year”:

· Start with the beginning patient census on the first of January.  Then add every new patient that enters your program through the year.  Do not subtract any patients who leave your program for any reason during the year.  For example:  You started out with 10 patients – you added 1 patient every month (11).  Your total number of patients = 21.
· DO NOT cumulatively add your census numbers or numbers of treatments every month.   For example.  Jan = 30; Feb = 29; March = 31; April = 33, etc. 
Counting the “Total Number of Chronic PD Patient Days for your facility during the calendar year”.

· For each PD patient, calculate and enter total number of days that patient was on any form of PD therapy at your facility between January 1, 200X and December 31, 200X.
· For a new patient, start counting PD days on the first home training day.
· For patients who were on PD on January 1, 200X, start with 365 days per patient and then SUBTRACT:
· Days that patient was not on any form of PD therapy.
· Days between catheter replacement and the first time the new catheter was used for PD exchanges.
· Days that patient received HD and no PD, even if the catheter remained in place.
· Days that the patient was hospitalized, but was not receiving PD exchanges (i.e., new catheter buried and not used, catheter removal, nonfunctioning catheter, a hospitalization during which patient received temporary hemodialysis)
· When counting PD Patient days – DO NOT SUBTRACT:

· Days between intermittent PD treatment days.  For example, a patient received 5 IPD treatments/week for an entire year without interruption would = 365 days on PD therapy.
· Hospitalization days if patient was receiving PD exchanges during the hospitalization.





Method Used to Calculate and Report 


New & Relapsing Peritonitis Rates





1)  Total # PD pt. days 


       	                   30.42 days/months = # PD pt. months





 	2)  # of PD pt. months


	     # of peritonitis episodes = 1 episode/number


						     of pt. months 








Peritonitis rate reported as


1 episode/x # of patient months














Peritonitis Rate Data Collection





Peritonitis occurrences reported as new or relapsing according to International Society for Peritoneal Dialysis definitions: 





   New:  Due to new organism and treated with a full course of 


             antibiotics





   Relapsing:  Re-occurred within 4 weeks of completion of 


            course of antibiotics and caused by same organism or


            culture-negative














