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Update on Peritonitis Treatment
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Pharamacokinetics of Antibiotics in CAPD Patients and Proposed Regimens for the Treatment of CAPD Per-
itonitis

Dose {per 70 kg adult)*

Half-life (H) Maintenance
Normal ESRD CAPD Initial Intermittent mg/2 L Continuous
{mg/2 L bag) bag per dosing interval (mg/2 L bag)
Aminoglycosides
Amikacin 16 39 40 500 150/d 12-15
Gentamicin 2.2 53 32 70140 50/d 8—16
Netilmicin 2.1 42 18 70—140 60/d 8-16
Tobramycin 2.5 58 36 70-140 50/d 8—16
Cephalosporins
First generation
Cefazolin 2.2 28 30 500—-1000 1000/d 250-500
Cefonicid 4.0 68 50 250 ND 50
Cephalothin 0.2 3.7 ND 1000 ND 200
Cephradine 0.9 12 ND 500 ND 250
Cephalexin 0.8 19 9 1000 PO 500/QID PO NA
Second generation
Cefamandole 1.0 10 8.0 1000 1000/d 500
Cefmenoxime 1.3 11.3 6.0 2000 1000/d 100
Cefotiam 1.0 7.0 8.0 1000 1000/d 50
Cefoxitin 0.8 20 15 1000 ND 200
Cefuroxime 1.3 18 15 1000 ND 150-400
Third generation
Ceflxime 3.2 11.5 15 400 PO 400/d PO NA
Cefoperazone 1.8 2.3 2.2 2000 ND 400-1000
Cefotaxime 0.9 2.5 2.4 2000 2000/d 500
Cefsulodin 1.8 11 " 1000 1000/d 50
Ceftazidime 1.8 26 13 1000 500/d 100—250
Ceftizoxime 1.6 28 11 1000 1000/d 250
Ceftriaxone 8.0 15 12 1000 1000/d 250-500
Moxalactam 2.2 20 16 1000 1000/d 350
Penicillins
Azlocillin 09 5.1 ND 500 ND 500
Mezlocillin 1.0 43 ND 3000 IV 3000/BIC IV 500
Piperacillin 1.2 39 ND 400 1V 4000/BID IV 500
Ticarcillin 1.2 15 ND 1000-—-2000 2000/BID 250
Quinolones
Ciprofloxacin 4.0 8.0 10 750 PO 750/BID PO 50
Fleroxacin 13 27 27 800 PO 400/d PO NA
Ofloxacin 7.0 30 25 400 PO 200/d PO NA
Vancomycin and others
Vancomycin 6.9 161 92 1000—2000 1-2000/7 d 3050
Teicoplanin 50 260 260 400 400/BID 40t
Aztreonam 2.0 7.0 741 1000 ND 500
Clindamycin 2.8 2.8 ND 300 ND 300
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Table 1. Continued

Dose (per 70 kg adult)*

Half-life (H) Maintenance
Normal ESRD CAPD Initial Intermittent mg/2. L Continuous
(mg/2 L bag) bag per dosing interval (mg/2 L bag)
Erythromycin 2.1 4.0 ND ND 500/QiD PO 150
Metronidazole 7.9 7.7 11 500 POJIV 500/TID PO/IV ND
Rifampin 4.0 8.0 ND 600 PO 600/d PO NA
Antifungal agents
Amphotericin 300 360 ND NA 20--30/d IV 2-8
Flucytosine 4.2 115 ND 20003000 PO 1000/d PO NA
200 400/d 100—200
Ketoconazole 2.0 1.8 2.4 400 PO 200—-800/d PO NA
Miconazole 24 25 ND 200 ND 100200
Combinations
Ampicillin 1.3 15 9.5 1000—2000 1000/BID 100
Sulbactam 1.0 19 9.7  1000-2000 1000/BID 100
Imipenem 0.9 3.0 3.3 500—1000 500/BID 100—-200
Citistatin 0.8 15 9 500—-1000 500/BID 100200
Sulfamethoxazole 10 13 14 1600 PO 1600/1-2d PO 200—-400
Trimethoprim 14 33 " 34 320 PO 320/1—2d PO 40—-80

* The route of administration is intraperitoneal unless otherwise specified. The pharmacokinetic data and proposed
dosage regimens presented here are based on published literature reviewed through january 1989,

There js no evidence that mixing different antibiotics in dialysis fluid (except for aminoglycosides and penicillins) is
deleterious for the drugs or patients, Do not use the same syringe to mix antibjotics.

t This is in each bag X 7 days, then in 2 bags/day X 7 days and then in 1 bagfday X 7 days.

ESRD=Creatinine clearance < 10 mL/min, patient not on dialysis ; NA=Not applicable ; ND=No data ; IV=Intra-

vennous ; PO=Oral ;
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OVERVIEW OF AREAS COVERED

CLINICAL
DIAGNOSIS
SAMPLING
TECHNIQUES
LABORATORY CULTURE"
TECHNIQUES TECHNIQUES
RELAPSING " EXITSITE
P .
" fﬂfg%m'% PERITONITIS INFECTION
MANAGEMENT MANAGEMENT
LABORATORY & CULTURE TECHNIQUES
CLINICAL DIAGNOSIS

- ABDOMINAL PAIN

- CLOUDY FLUID

- Greater than WBC 100 per mm?

- 50% POLYS.

SAMPLING TEGHNIQUES
- PROMPT EVALUATION - less than 5 hours
LABORATORY CULTURE
TECHNIQUES TECHNIQUES

» CELL COUNT & DIFFERENTIAL

+ GRAM STAIN

g 1.
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1 ON CLINICAL PRESENTATION'
WITH PERITONITIS®

l DO GRAM STAIN AND CULTURE
i |
1 1 |
GRAM POSITIVE NO ORGANISMS SEEN FUNGUS
ORGANISMS OR NOT DONE
OR GRAM NEGATIVE ORGANISMS

1
[ : 1

VANCOMYCIN AMINOGLUCOSIDES | | AMINOGLYCOSIDES [REMOVE CATHETER ]
2gmIP Q 7 DAYS LOAD: 1.5-2 mg/kg IP LOAD: 1.5-2 mg/kg IP I
x 2 DOSES maint; 6-8 mglL P MAINT: 6-8 mg/L iP
— 9 AMPHOTERICIN B
OR AND R AND 1 mg IV TEST DOSE
1 - no reaction:
CEFAZOLIN CEFAZOLIN VANCOMYCIN DAY 1: 10 mg IV
LOAD: 500 mg/L IP LOAD: 500 mg/L IP 2gmIP x 1 DOSE Days 2-9: 30 mg IV
MAINT: 125 mg/L IP MAINT: 125 mg/L IP
) T . POST CATHETER
AND - . REMOVAL
AMINOGLYCOSIDES |
LOAD: 1.5-2.0 mgrkg IP THERAPY DURATION:
MAINT: 4-6mgl. |- 10 DAYS POST
I CATHETER REMOVAL

24 HOURS

STAPH, STREP OR
ENTEROCCOCUS
ON CULTURE

CONTINUE REGIMEN
24 HOURS OF CHOICE

IF NO CLINICAL IMPROVEMENT :
REPEAT CELIL COUNT, GRAM STAIN

AND CULTURES
96 HOURS

CHANGE TO VANCOMYCIN IF USING
CEFAZOLIN AND AMINOGLYCOMIDES
OR ADD : RIFAMPIN 600 mg/day PO
IF USING VANCOMYCIN

| DURATION OF THERAPY | 10 DAYS

* Dosing recommendation based on a 70 kg person.

13 2,
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GRAM NEGATIVE
ORGANISM ON CULTURE*
1 o 1
24 HOURS SINGLE GRAM NEGATIVE | PSEUDOMONAS l MULTIPLE ORGANISMS
(NON-PSEUDOMONAS) (AND/OR ANAEROBES)
GIVE NO MORE DISCONTINUE DISCONTINUE CEFAZOLIN
VANCOMYCIN CEFAZOLIN AND AND CONSIDER
VANCOMYCIN SURGICAL INTERVENTION
CONTINUE: CONTINUE: CONTINUE:
AMINOGLYCOSIDES IP AMINOGLYCOSIDES 1P AMINOGLYCOSIDES IP &
AND/OR START: VANCOMYCIN IP
CEFAZOLIN IP PIPERACILLIN START: METRONIDAZOLE
4 gmv12HRS. IV 500 mg/8 HRS. IV or PO
96 HOURS IF CLINICAL IMPROVEMENT: CONTINUE ABOVE THERAPY
IF NO CLINICAL IMPROVEMENT: REPEAT CELL COUNT, GRAM STAIN AND CULTURES
IF CULTURES PERSISTENTLY POSITIVE: CONSIDER CATHETER REMOVAL AND
CONTINUE TREATMENT WITH ANTIBIOTICS FOR 5-7 DAYS

DURATION OF [14 DAYs |

THERAPY

* Choice of treatment should be guided by antibiotic sensitivity patterns.

l‘CULTURE NEGATIVE |

!

[CONTINUE INITIAL ANTIBIOTIC THERAPY l

- [
I L

. | tIF CLINICAL I NO GLINICAL
96 HOURS IMPROVEMENT: IMPROVEMENT:

- REPEAT CELL GOUNT,
GRAM STAIN & CULTURES
1
. .|
120 CONTINUE GIVE 2nd DOSE IF CULTURE IF CULTURE
HOURS CEFAZOLIN IP OF VANCOMYCIN POSITIVE - NEGATIVE
ON DAY 7
AND 0 L 1
R AND ADJUST THERAPY CONSIDER CATHETER
DECREASE APPROPRIATELY REMOVAL
AMINOGLYCOSIDEY - DISCONTINUE CONTINUE ANTIBOTICS
TO 4-6 mglL AMINOGLYCOSIDES FOR 5.7 DAYS
DURATION OF - {14 QAYS 14 DAYS

THERAPY

a7 3.
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[ 'APPARENTLY" RELAPSING PERTONITIS

l

DEFINITION: CLINICAL PERITONITIS WITHIN FOUR WEEKS OF
TERMINATION OF PREVIOUS ANTIBIOTIC THERAPY

]

DO GRAM GRAM NEGATIVE ORGANISM
STAIN GRAM POSITIVE ORGANISM NO ORGANISM OR NOT DONE
|
| ] | ]
VANCOMYCIN CEFAZOLIN ALMINOGLYCOSIDES AMINOGLYCOSIDES
2gmIP LOAD: 500mg/L IP LOAD: 1.5-2 mg/kg IP LOAD:1.5-2 mgrkg IP
Q7 DAYS MAINT: 125 mgiL. IP MAINT: 6-8 mg/L_ iP MAINT: 6-8 mg/L_ IP
x 2 DOSES o
R AND AND R AND
AMINOGLYCOSIDES CEFAZOLIN VANCOMYCIN
LOAD: 1.0-1.5 mg/kg 1P LOAD: 500mg/L IP 2 gm IP single dose
MAINT: 4-6 mg/L IP MAINT: 125 mgiL IP
L ] L ]
1 T
ON CULTURE SAME GRAM POSITIVE SAME GRAM NEGATIVE MULTIPLE ORGANISMS
RESULTS ORGANISM ORGANISM {AND/OR ANAEROBES)
DISCONTINUE: CEFAZOLIN DISCONTINUE: CEFAZOLIN CONTINUE: AMINOGLYCOSIDES
START/CONTINUE: . OR VANCOMYCIN AND VANCOMYCIN
VANCOMYCIN CONTINUE: AMINOGYLCOSIDES ADD: METRONIDAZOLE
RIFAMPIN 600 mg/day PO START: PIPERACILLIN 500 mg/8 HAR. PO or IV
4 grams/12 hous IV
OR

CONTINUE: VANCOMYCIN IP

START: RIFAMPIN
600 mg/day PO

|

IF CLINICAL IMPROVEMENT:
DECREASE AMINOGLYCOSIDES AFTER
ONE WEEK TO 4-6 mg/L
CONTINUE THERAPY FOR 2-4 WEEKS.

8 1
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IF NO CLINICAL IMPROVEMENT:
REPEAT CELL COUNT.
GRAM STAIN AND CULTURES.
REMOVE CATHETER AND
CONTINUE IV ANTIBIOTICS
FOR 5-7 DAYS.
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IixlT SITE.INFECTION '

DIAGNOSIS :
« PURULENT DRAINAGE
FROM EXIT SITE, AND
» ERYTHEMA AROUND
EXIT SITE
| 0 HOUR ' [ — 1 —
DO GRAM | | GRAM POSITIVE GRAM NEGATIVE
STAIN ORGANISMS | ORGANISMS
1 I
CEPHALEXIN OR CEPHARADINE AMINOGLYCOSIDES
LOAD: 1 GRAM PO LOAD: 1.5-2 mg/g IP
MAINT: 500 mg/8 HR PO MAINT: 6-8 mgA.
1 . 1
OR . QR
VANCOMYCIN CEFTAZIDIME
1 gmvwk IV or IP 250-500 mg/L. IP
i ]
ADJUST ANTIBIOTICS ADJUST ANTIBIOTICS
24 HOURS TO CULTURE TOCULTURE
]
: DECREASE: AMINOGLYCOSIDES
ONE WEEK TO 4-6 mgi.
]
{
2-3 WEEKS IF NO RESPONSE: REMOVE EXTERNAL CUFF AND EXPLORE TUNNEL

I

IF RECURRENT PERITONITIS IS ASSOCIATED WITH CHRONIC OR
PERSISTENT EXIT SITE INFECTION CONSIDER LONG TERM TREATMENT

a3y 5.
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