Infrastructure of a PD Program and Quality Management
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Table 1. Organization and Structural Requirements for Successful PD Grogram

1) Adequate CKD education program

2) Provision and support of physician training in principles and practice of CPD

3) Adequate size and organization of CPD centers

4) Development of appropriate support systems

5) Development of appropriate CQI programs to monitor a variety of domains, including adequacy of dialysis,
peritonitis rates, catheter infections and problems, psychosocial status of patients, etc.

I o2 v 2 o) disl sizfe] EEpEAAe A3t xEXIsAHNE nlstES gk
@ CAPD w3t dx} (Z47}e] FA ) M=)
@ Cycler set—up Az} (714 57 ¥E=2)
@ Kt/V &4& Sl FA 7} o437 A3
@ Intermittent PD regimens, eg IPD, CCPD
® =7 (=3 A 25 9 254 A=)
® H4 o= Fo
(@ Transfer set ugk
® EH9H &AL (Peritoneal equilibration test)
© 7S A 594, 714

3
=
0 2% 839 X8 (poor outflow—inflow, =2 ¥4 %)

Audit of PD®} CQI

- S225 —



Fol wkgdsle] A&How H7e FS sl (continuous quality improvement, CQI)3sl=d] E-83== 3}

et 2.

flo

dutHow BHUHEA HgolA Q) audits B8R s Y
5} demographic) A=

— A gate] A BE

@ =¥ A9 s 2 R Vs
—number on CAPD and APD
—immediate catheter non—function or leak
—catheter survival rate

® FAHEE 3 dF
—Kt/V; weekly CCr
—normalized protein nitrogen appearance (nPNA)
—serum albumin

@ AystetA A%

—serum potassium frequency distribution

—serum bicarbonate frequency distribution

—serum albumin frequency distribution
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