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♦  Background:  Peritoneal dialysis (PD) is recommended for 
adults with residual kidney function and without significant 
comorbidities. However, peritonitis is a serious and common 
complication that is associated with hospitalization, pain, catheter 
loss, and death. This study aims to describe the beliefs, needs, 
and experiences of PD patients about peritonitis, to inform the 
training, support, and care of these patients. 
♦  Methods:  Qualitative semi-structured interviews were con-
ducted with 29 patients from 3 renal units in Australia who had 
previous or current experience of PD. The interviews were con-
ducted between November 2014 and November 2015. Transcripts 
were analyzed thematically.    
♦  Results:  We identified 4 themes: constant vigilance for preven-
tion (conscious of vulnerability, sharing responsibility with family, 
demanding attention to detail, ambiguity of detecting infection, 
ineradicable inhabitation, jeopardizing PD success); invading harm 
(life-threatening, wreaking internal damage, debilitating pain, losing 
control and dignity); incapacitating lifestyle interference (financial 
strain, isolation and separation, exacerbating burden on family); and 
exasperation with hospitalization (dread of hospital admission, expo-
sure to infection, gruelling follow-up schedule, exposure to harm). 
♦  Conclusions:  Patients perceived that peritonitis could threaten 
their health, treatment modality, and lifestyle, which motivated 
vigilance and attention to hygiene. They felt a loss of control 
due to debilitating symptoms including pain and having to be 
hospitalized, and they were uncertain about how to monitor for 
signs of peritonitis. Providing patients with education about the 
causes and signs of peritonitis and addressing their concerns 
about lifestyle impact, financial impact, hospitalization, and 
peritonitis-related anxieties may improve treatment satisfaction 
and outcomes for patients requiring PD.  
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Although incidence rates of peritonitis have decreased sub-
stantially with technological advances in peritoneal dialysis 

(PD), peritonitis rates in many countries still exceed 0.4 epi-
sodes per patient-year (1,2). Worldwide, peritonitis is the direct 
cause of 4% of deaths in patients on PD and is a “contributing 
factor” in at least 16% of deaths on PD. Furthermore, peritonitis 
is a leading cause of hospitalization and technique failure in PD 
whereby patients must transfer to hemodialysis (3–10).  

To minimize the risk of peritonitis, patients are required to 
perform an exchange following the procedure they have been 
taught, paying attention to aseptic technique and ensuring 
excellent hand hygiene. They also need to clean and care for 
their exit site as taught and assess the exit site regularly for 
any signs of infection. They need to be aware that severe con-
stipation or diarrhea can lead to peritonitis and take steps to 
prevent the occurrence of constipation, and they should also be 
aware that certain medical procedures can lead to peritonitis 
and that they need to be given antibiotics with these proce-
dures (11). All of these demands on the patient can interfere 
with lifestyle and cause anxiety.     

A systematic review of qualitative studies of the perspec-
tives of adults on PD found that PD can offer a sense of control, 
independence, self-efficacy, and freedom, but patients also 
reported impaired self-esteem, physical incapacitation, and 
reduced social functioning (12). However, there were limited 
data specifically about peritonitis, and comparisons between 
automated PD (APD) and continuous ambulatory PD (CAPD) 
were sparse.    

This study aims to describe patients’ beliefs, needs, and 
experiences about peritonitis in PD. An understanding of 
their beliefs and attitudes can inform strategies to help and 
empower patients in preventing peritonitis. Awareness of their 
concerns and needs when receiving treatment for peritonitis 
can inform support structures and  lead to better treatment 
and health outcomes.   

METHODS

We used the Consolidated Criteria for Reporting Qualitative 
Health Research (COREQ) to report this study (13). 
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PARTICIPANTS AND SETTING

Participants were eligible for interview if they were English-
speaking, over 18 years of age, able to give informed voluntary 
consent, and had previous or current experience with PD. 
Purposive sampling was used to include participants with 
a range of ages, gender, experiences of APD and CAPD, and 
peritonitis episodes. Participants were recruited from Princess 
Alexandra Hospital, Brisbane; Westmead Hospital, Sydney; 
and Monash Medical Centre, Melbourne. Ethics approval was 
obtained from all 3 sites. 

DATA COLLECTION

We developed the interview guide after a review of the lit-
erature based on a systematic review of patients’ experiences 
of PD and discussion among the research team (Table S1). Face-
to-face interviews were performed by the primary investigator 
(DC) between November 2014 and November 2015, who is a 
researcher with training in public health and an interest in PD. 
Recruitment ceased once theoretical saturation was observed 
in the concurrent analysis, when little or no new data were 
obtained after 3 consecutive interviews. All interviews were 
recorded digitally and transcribed verbatim.   

DATA ANALYSIS  

The transcripts were imported into HyperRESEARCH (Version 
2.8.3; Research Ware Inc., MA, USA) to facilitate thematic 
analysis. The principles of grounded theory were followed 
(i.e. the development of a theory or explanation grounded in 
the data collected) (14). Each transcript was reviewed line by 
line by DC, and meaningful segments of text were highlighted 
and given an appropriate code according to the concepts that 
had been identified inductively in the data. Similar concepts 
were grouped into themes. The coding was reviewed by AT, who 
also read the interview transcripts. A schema was developed 
to show conceptual relationships between the themes. The 
preliminary concepts were discussed among the study authors 
(investigator triangulation). The primary investigator revised 
the coding structure until it included all concepts about patient 
beliefs and experiences regarding peritonitis.      

   
RESULTS

Twenty-nine patients from 3 Australian states participated 
(88% response rate). Non-participation (n = 4) was due to refus-
al or inability to set a suitable interview time after 3 attempts. 
The average duration of the interview which was conducted 
in person (n = 27) or via Skype (n = 2), was 40 minutes. The 
participant demographic characteristics are shown in Table 1. 

We identif ied 4 major themes: constant vigilance for 
prevention, invading harm, incapacitating lifestyle interfer-
ence, and exasperation with hospitalization. The themes and 
related subthemes are described in the following section with 
illustrative quotations provided in Table 2. A thematic schema 

showing the patterns and relationships among themes is 
provided in Figure 1. 

TABLE 1 
Participant Demographic and Clinical Characteristicsa

		  Characteristic	 n	 %b

Age (years) [SD]
	 30–39 [1.1]	 5	 17
	 40–49 [3.2]	 9	 33
	 50–59 [1.4]	 5	 17
	 60–69 [2.2]	 6	 20
	 70–79 [1.6]	 3	 10
	 80–89	 1	 3
Sex		
	 Male	 18	 62
	 Female	 11	 38
Marital status		
	 Married/living with partner	 17	 59
	 Divorced/separated	 5	 17
	 Single	 5	 17
	 Widowed	 2	 7
Ethnicity		
	 Anglo-Saxon (White)	 15	 52
	 Asian	 11	 38
	 Aboriginal	 1	 3
	 Mediterranean	 1	 3
	 Pacific Islander	 1	 3
Current renal replacement therapy
	 APD	 13	 45
	 CAPD	 7	 24
	 HDc	 7	 24
	 Transplantc	 2	 7
Previous renal replacement therapyd	 	
	 APD	 6	 22
	 CAPD	 17	 63
	 HD	 3	 11
	 Transplant	 1	 4
Time on PD (months)		
	 0–12	 7	 24
	 13–24	 10	 35
	 25–36	 4	 14
	 37–48	 2	 7
	 49–60	 1	 3
	 ≥61	 5	 17
Number of peritonitis episodes		
	 0	 8	 27
	 1 	 13	 45
	 2 	 4	 14
	 >2	 4	 14

SD = standard deviation; APD = automated PD; CAPD = continuous 
ambulatory PD; HD = hemodialysis; PD = peritoneal dialysis; RRT = 
renal replacement therapy.
a	 N=29.
b	  may not total 100 due to rounding. 
c	 Time since on PD=3–31 months; mean=11.8 months.
d	 Not all patients have had a previous RRT and some have had more  

than 1.
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TABLE 2 
Illustrative Quotations

	 Themes	 Quotations

Constant vigilance for prevention
	 Conscious of vulnerability	� I wouldn’t say I’m concerned about it, but it’s in the back of your mind that you’ve got to make
					     sure you’re very careful. (Female, 70s, APD)
				�    Scared me in a sense that, at the back of my mind I was thinking I’m going to get it again. So 

	� that’s what I said, when I do my bags, I’m so careful now just to make sure nothing goes 
wrong. (Male, 40s, CAPD)

				    You were always worried you might get peritonitis because you talk to people who get 3 or 4 or 
					�     5 episodes a year and they appear to do everything right. I did everything as close as I could 

to right. That’s always in the back of your mind. (Male, 60s, HD and CAPD)

	 Sharing responsibility with family	 One thing I missed that’s very important is to have your partner in there. They should be 
					�     educated as much as we are... Yeah because they are part of your life. They are the people who 

look after you away from hospital and they should have the knowledge and understanding of 
your sickness and what should be done. (Male, 40s, CAPD)

				    But also, say for example, if they’ve got a carer looking after them, it doesn’t help either, 
					�     because the carer’s got to be trained properly, or the children, because they just don’t 

understand how important it is. (Male, 50s, Transplant and CAPD)
				    See, my daughter and my grandkids—they had no idea—none whatsoever. I understand that. 
					�     Maybe they should be involved with the training, to recognize something that shouldn’t  

be there. I believe maybe they should come to the dialysis center and speak to them. (Male, 
60s, HD and CAPD) 

	 Demanding attention to detail	 Well as far as doing PD, the hygiene level has to be really—maybe 110%, you really have to 
					�     wash your hands and prepare the dialysis everything should be—we close the house in the 

winter we have to switch off all the heating and everything. (Male, 40s, CAPD)
				    Every day and wash the hands, get it ready. Do this. Do that. Wash the hands again. Disinfect 
					�     the hands. I know I’ve got to do it all and it’s basically what’s keeping me alive. But it’s just 

doing it day after day, just drives you insane. (Male, 50s, APD)
				    It’s not about going home, and just putting 2 chords together, it’s not. It’s hard, you’ve got 
					�     to open up boxes, and you got to clean your area, you got to clean [your bench], you got to 

attach yourself, wash your hands to [unattach] yourself. It is time consuming, it’s just full 
on, absolutely full on. (Female, 40s, HD, CAPD and APD)

	 Ambiguity of detecting infection	 I thought, I’ve eaten something funny maybe, I don’t know. Within a couple of hours I was in 
					�     crippling pain hunched over. I decided to come home from work. I drove past both 

Westmead and Blacktown hospitals to get home. Didn’t think anything of it. I got home 
and I just thought I’d eaten something bad or something I don’t know what it was. (Male,  
30s, HD and APD)

				    I thought it was just a tummy bug from something I ate initially because the pain from what I’d 
					�     learnt about peritonitis wasn’t the pain I had was localized and it could’ve been a lower bowel 

infection which my GP thought it might be as well. (Male, 40s, APD and CAPD)
				    The only thing is that every time my period nearly comes, I get this cloudiness of the bags. I’m 
					�     not really sure if this is from the period or if I’m having peritonitis. I’m getting confused. 

(Female, 40s, APD and CAPD)

	 Ineradicable inhabitation	 I always think that, once you’ve got it you never fully clear the germs out of your system. I’m 
					�     not a doctor but my theory is having spent so much time on dialysis and talking to other 

people, if you get it once you never really completely get rid of it so you’ve always got that 
slight chance of getting it again. (Male, 30s, HD and APD)

				    I don’t know whether I’ve got this right but they said, because she’s had the Tenckhoff catheter 
					�     in for so long when you first put that warm fluid into you because you haven’t had anything 

in for so long, it’s just the peritoneum goes, oh, oh, I can’t handle this and it just, maybe, 
reacts to it and it gives you peritonitis. (Female, 50s, CAPD)

				    But I don’t think I got rid of it for a long time and it was really ugly. (Male, 40s, HD, CAPD  
					     and APD)
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TABLE 2 (cont’d)

	 Themes	 Quotations

	 Jeopardizing PD success	 Any infection within my peritoneal cavity because that could stop me from having this style of 
					�     dialysis. I don’t want to go onto hemodialysis. In conjunction with that I must admit it was 

the same thought I hope I don’t die and I hope I can still do dialysis this way once it’s cleared 
up. (Male, 40s, APD and CAPD)

				    My most, greatest, fear was that I would go off the stomach PD and onto the arm PD, because  
					�     I wouldn’t—I would—don’t want‑didn’t want to go onto the arm PD. (Male, 50s, Transplant 

and CAPD)
				    No, when I first started on PD, because that first day I got it, the nurses came out and we did  
					�     1 bag exchange together and then my next exchange I had peritonitis. I guess that for me 

was a big thing because I really didn’t want to go on hemo. I really wanted to make the PD 
work. (Female, 30s, Transplant, CAPD and APD)

Invading harm	
	 Life-threatening	 I was worried because they had said that people have died from peritonitis. So yeah, I was 
					�     quite scared. I was thinking, well first of all I was in so much pain I just wanted it to go away, 

then when they confirmed I had peritonitis I was thinking, I hope I don’t die. I hope it’s not 
that bad. (Male, 30s, HD and APD)

				    That was my first thought because I know how serious it can be. That was my first thought, I 
					     hope I don’t die from this. (Male, 40s, APD and CAPD)
				    Yeah, I’m scared. Am I going to die? (Female, 40s, APD and CAPD)

	 Wreaking internal damage	 Until you get hit with peritonitis and then everything changes. You’re tender. Everything is too 
					     hard. (Male, 40s, HD, CAPD and APD)
				    Yeah, it is not something to be taken easy. Yeah, it can cause a lot of damage to the internal 
					�     lining of the… Yeah, because doctors told me what happens when the peritonitis takes place. 

So the internal lining is kind of scarred and all that, yeah. (Male, 50s, APD and HD)

	 Debilitating pain	 Like I said I was in hospital, you’re stuck to bed and can’t move around and all those things and 
					     most of all the pain was enormous. (Male, 40s, CAPD and APD)
				    I didn’t know that I was going to cramp over like I was having a baby—done with labor, that’s 
					     [seriously] bad pain. (Female, 40s, HD, CAPD and APD)
				    I just remember pain. Being asleep and being in pain. Painkillers, sleeping tablets, pain. It was 
					     shocking. It was the worst feeling. (Male, 40s, HD, CAPD and APD)

	 Losing control and dignity	 I was constipated which didn’t help matters much too so I was in a pretty bad way in hospital 
					�     there for a while and I lost all … you lose your dignity because you’ve got no control over your 

body. It just does what it wants to do. (Male, 60s, HD and CAPD)
				    Then it would have been only about 8 hours later I needed to go to the toilet and I threw up and 
					�     it wasn’t vomit.  It was—so it has basically come out the other end. (Male, 50s, Transplant 

and CAPD)
				    I’d come home from work because I wasn’t feeling well and I had a bit of pain and then I remember 
					�     doing a bag and just sitting there vomiting while I was doing my bag and waiting for the color 

to see what was coming out, see if it was cloudy or not. (Female, 30s, Transplant, CAPD and 
APD) 

Incapacitating lifestyle interference	
	 Financial strain	 Not great because I had to spend a lot of time at the hospital so obviously I couldn’t go to work 
					     for a full day. I only had part-time days or half days. (Male, 30s, HD and APD)
				    But at the time I was more concerned about how long am I going to be in hospital, is this going 
					�     to get worse, am I going to be able to pay the mortgage, that’s how I felt at the time. (Male, 

40s, APD and CAPD)
				    Didn’t go to work for 5 weeks and what it costs you through loss of income. I had to shut down 
					     my catering business. I lost half a million dollars. (Male, 40s, HD, CAPD and APD)

	 Isolation and separation	 Yeah the pain is really bad and then it keeps me away from my family for at least a couple of weeks 
					�     in the hospital. So yeah it’s a small thing and then you pay a big price. (Male, 40s, CAPD and 

APD)

This single copy is for your personal, non-commercial use only. 
For permission to reprint multiple copies or to order presentation-ready 

copies for distribution, contact Multimed Inc. at marketing@multi-med.com



635

PDI	 NOVEMBER  2016 – VOL. 36, NO. 6	 THE PATIENT PERSPECTIVE ON PERITONITIS

TABLE 2 (cont’d)

	 Themes	 Quotations

	 Isolation and separation (cont’d)	 Well I couldn’t work, or couldn’t see my family for a week. The kids couldn’t come in, because I 
					     was in isolation. (Female, 40s, HD, CAPD and APD)
				    The children, it affected them in that if I was in hospital they’d have to go their father’s. Even 
					�     though we share half care anyway, but while I was in hospital they’d have to stay there more 

often and they’re missing me and stuff like that … (Female, 30s, Transplant, CAPD and APD)

	 Exacerbating burden on family	 Family life, yeah obviously there was a little bit of disruption because obviously I had to—again 
					�     my mum was a saint at the time when she was able to help me. She would help me every 

morning and she’d make sure I was okay before I went to work. Or make sure I was okay after 
I went and saw the doctors. (Male, 30s, HD and APD)

				    My mother came down and stayed with my wife to help out with my little boy a little bit …  
					     (Male, 40s, APD and CAPD)
				    I was actually here by myself because my children were with their father and I ended up ringing 
					�     my mum and saying mum, I think I’ve got peritonitis, you’re going to have to come down and 

take me to the hospital. That’s probably my worst experience of peritonitis. (Female, 30s, 
Transplant, CAPD and APD)

Exasperation with hospitalization	
	 Dread of hospital admission	 I had a very good run the last 3 months or so, 4 months, but before that it was nearly every second 
					�     month I was in hospital. … I’m thinking my God, I’m back to hospital again. (Male, 40s, CAPD 

and APD)
				    It’s just you go in and you know you’re going to end up in emergency. You know you are going to 
					�     have a night with no sleep in there. Then you’ll be spending a few days while they do all the 

stuff they have to do, to make sure that everything is alright. No one likes being in hospital 
and I don’t like it either. (Male, 50s, APD and CAPD)

				    Oh my god, here we go again. (Male, 50s, APD and HD)

	 Exposure to infection	 … somebody told me I could go for a walk while they made my bed round. Then, the one from the PD 
					�     ward came in and she… and what is she doing up? The nurse said, oh, you know. I said, I was 

told I could go for a walk. She said—because I’d just had the operation, and then they used 
it—because I didn’t have time to have—10 days to heal, she said you can get leakage. (Female, 
70s, APD and CAPD)

				    A doctor could’ve even infected me, didn’t even wash his hands, and I saw how he changed me. 
					     (Female, 40s, HD, CAPD and APD)

	 Gruelling follow-up schedule	 Then, I had to go into the clinic every other day I think, and had a blood test and then they’d let 
					�     me know when they got the result back. They’d give me the bag with the antibiotics, and then 

(either they’d ring me or) I’d ring them to say, yes have that bag with the antibiotics in it 
until it cleared up. (Female, 70s, APD and CAPD)

				    I’d have to break my normal routine of a morning where I’d have to get up a little bit earlier. I’d 
					�     have to run around and do all the antibiotics into the bag and do the fresh bag. That took a 

little bit longer than normal but it wasn’t too bad it was just the odd—every 2 or 3 days I’d 
be at the hospital for check-ups and blood tests. (Male, 30s, HD and APD)

				    So it all depends on how—whether they can see anything or what the levels are, I’m not really 
					�     up on that. But I know it was inconvenient because you had to drag in there. Even though it’s 

not that far but you’ve still got to drive in there, park and—yeah. (Female, 50s, CAPD)

	 Receiving inattentive care	 Within the first 7 days I was in hospital after the surgery, they put me on the machine straight 
					�     away and that was painful because they didn’t really monitor it all that well. It’s a hospital, 

it’s new. (Male, 30s, HD and APD)
				    Then I had a session in there where they put me up in the bed and then, because my blood pressure 
					�     was really, really high, they put me on this blood pressure stuff to reduce my blood pressure. 

Then they walked away and they left the machine on, so my blood pressure went down to 
80/20 or something. I was blacking out and I said to the patient next—even though I had 
buzzed and no one had come, I said, help. (Male, 50s, Transplant and CAPD)

APD = automated PD; CAPD = continuous ambulatory PD; HD = hemodialysis; PD = peritoneal dialysis.
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CONSTANT VIGILANCE FOR PREVENTION

Conscious of Vulnerability:  Peritonitis was “always in the 
back of your mind” and represented a threat to participants’ 
health and lives. Participants who had experienced peritonitis 
were fearful of recurrence and felt particularly susceptible dur-
ing a bag exchange or when they made a mistake as “germs 
could get in.” Those who had not had peritonitis were “mindful” 
of the possibility of peritonitis because they had seen other 
patients with peritonitis. For some, they felt “panic” during 
the first few times they did an exchange.  
      
Sharing Responsibility with Family:  Some participants 
stressed family members had to be “educated as much as 
we are” so that their family would not be overwhelmed. 
Participants wanted to be able to depend on them for help. 
Others felt that their family members demonstrated a lack of 
care and consideration “because they just don’t understand 
how important it is.” 

Demanding Attention to Detail:  The cleaning demands of 
doing an exchange were rigorous, such that patients felt it 
“just drives you insane.” They were careful to “follow all of 
the instructions.” Some deliberately did an exchange in a slow 
methodical manner, some timed how long they washed their 
hands for, turned off anything that would move air around the 
room (e.g. fan, heater, air conditioner) and closed the win-
dows and doors before they commenced an exchange. Others 
checked the dates of their dialysate bags, gauze, and any other 
items they used. Participants were careful to not “have short-
cuts” and to avoid becoming “careless or [overly] confident 
with their cleaning” as this could result in peritonitis. One man 
felt under siege and that the attention to detail required was 
overwhelming—“It could be anything … can’t wear a fleecy 
shirt. A bit of fleece gets in there, you’re finished.”  

Ambiguity of Detecting Infection:  Participants had trouble 
identifying the first signs of peritonitis and thought instead 
that they had the flu or that they had gastrointestinal prob-
lems. Some experienced only localized pain which they realized 

later was due to peritonitis. One participant recounted that 
their general practitioner diagnosed a lower bowel infection 
but did not suspect peritonitis. Women noticed that their 
bags became cloudy during ovulation and menstruation, and 
panicked and went to hospital.   
     
Ineradicable Inhabitation:  After experiencing peritonitis, 
some believed that they “never fully clear the germs” and 
would always be prone to peritonitis. Even after antibiotics, 
they believed the cause of the infection remained in their 
system. Others said it had taken “a long time” to get rid of the 
infection. Some participants who had a spontaneous infection, 
believed the peritonitis was caused by “a bug that just kind of 
happens” and that “the peritoneum … reacts to it [the fluid] 
and it gives you peritonitis.”      
   
Jeopardizing PD Success:  Participants wanted to remain on 
PD because it suited their lifestyle and offered more freedom 
and did not require cannulation. Aware that peritonitis could 
cause PD failure, patients were “worried” about being forced 
to go onto hemodialysis. Some hoped that they could “still 
do dialysis this way once [the peritonitis] cleared up.” Some 
had been warned that if they had 3 episodes of peritonitis, the 
decision could be made “to take you off peritoneal dialysis … 
and they will have to put a fistula in.” 

INVADING HARM

Life-Threatening:  Some were worried that they could die 
from peritonitis. Others were fatalistic, saying “If you die, you 
die because of my problem” while some said they felt so sick at 
the time that they thought “I just need to die.”   

Wreaking Internal Damage:  Some participants antici-
pated that peritonitis would cause their “internal lining” to 
be “scarred” and “damaged.” They spoke of being “hit” with 
peritonitis and said that following peritonitis “everything 
changes” and that physically, they were “tender.”    

Debilitating Pain:  Although they had been told that peri-
tonitis could be painful, participants were unprepared for the 
pain which they described as “enormous,” “massive,” “crip-
pling” and like “labour pain.” They became unable to function 
as they were “hunched over” and “couldn’t do anything” and 
could “hardly move” or talk. They described the pain as quickly 
coming on and escalating rapidly to an “unbelievable” level.
  
Losing Control and Dignity:  When going through a peri-
tonitis episode, unpredictable occurrences such as falling 
unconscious in public, being unable to get off the toilet in 
the ward without assistance, and vomiting in public caused 
participants to feel embarrassed. Participants spoke of hav-
ing “no control over your body” and the humiliation of other 
patients in the ward “knowing what’s going on.” For example, 
one participant who was very constipated because of perito-
nitis threw up feces.   

Figure 1 — Thematic schema representing patient perspectives on 
the prevention and treatment of peritonitis in peritoneal dialysis.
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INCAPACITATING LIFESTYLE INTERFERENCE

Financial Strain:  Having peritonitis meant that participants 
were unable to work or could only work part-time. For some, 
their partner had to take time off work. Some could not work for 
more than 1 month, 1 participant shut down his business, and 
others were concerned about being able to pay their mortgage. 
The accumulating cost of frequent hospital appointments to 
receive treatment for peritonitis also caused financial burden.
     
Isolation and Separation:  Being in hospital meant a disrup-
tion to normal family life, and some participants were placed 
in isolation, so they could not interact with their family. 
Participants with young children worried about how others 
such as elderly parents were coping with caring for the children 
and realized their children would be “missing” them. 

Exacerbating Burden on Family:  Participants had to call on 
others such as a parent, spouse, or ex-spouse to help them 
when they experienced a peritonitis episode because they were 
too unwell to perform normal tasks. Family members helped 
in a variety of ways—calling the hospital for advice when the 
episode first started, driving the patient to hospital, bringing 
home-cooked food to the hospital each evening, visiting the 
patient each day, caring for the patient’s children, and helping 
to organize treatment at home for those who did not have to 
be hospitalized.  

EXASPERATION WITH HOSPITALIZATION

Dread of Hospital Admission:  The thought of going to hospi-
tal “depressed” participants and was described as “a big price” 
to pay for making a mistake. Some participants had periods 
when they were in hospital “nearly every second month” and 
once there, they would be there for “a couple of weeks again.” 
They saw the hospital system as an impersonal one and that 
they were never consistently seen by one doctor.    

Exposure to Infection:  Some were concerned about the 
perceived lack of knowledge regarding PD among general 
hospital staff. For example, 1 participant had a Tenckhoff 
catheter inserted on an emergency basis and was told by a 
ward nurse post-operation that she could go for a walk but 
later learned from the PD nurse that this could cause leak-
age. Another participant who was admitted to hospital with 
peritonitis believed “a doctor could’ve even infected me—he 
didn’t even wash his hands.”    

Gruelling Follow-Up Schedule:  Managing treatment for 
peritonitis was confronting for some as they had to inject anti-
biotics into a dialysis bag. Participants had to go to hospital 
every 2 days for about 2 weeks to have a blood test to find out 
if they needed to continue with the antibiotic treatment and 
this “took a lot of time” out of their normal routine and was 
“a little frustrating” and “inconvenient” but was accepted by 
participants as unavoidable.   

Receiving Inattentive Care:  Some felt they received inad-
equate care from hospital staff. Some experienced intense 
pain the first time they were hooked up to the APD machine, 
and blamed staff for a lack of monitoring. Another patient 
was given treatment for high blood pressure but staff left him 
unattended, which led to him blacking out and “even though 
I had buzzed no one had come.”   
  
DISCUSSION

Peritonitis was an ever-present concern for patients on PD 
as it meant they would be in pain, vomiting, possibly embar-
rassed, needing to go to hospital, calling on family or friends 
for help, and unable to go to work. 

Some participants felt that family members should be 
informed about the process and demands involved in doing 
PD so that they could depend on their support in preventing 
and managing peritonitis. Patients found the cleaning routine 
around doing an exchange to be demanding, more so for those 
on CAPD compared with APD because of the need to connect and 
disconnect more often. When peritonitis occurred, patients 
experienced panic, incapacitating pain, and felt embarrassed 
because they lost bodily control and normal function. Those 
who were hospitalized expressed concerns about finances and 
placing extra responsibilities on family members. Participants 
who received out-of-hospital treatment felt burdened by 
frequent visits to the renal unit, the need to inject antibiotics 
into dialysis bags, and the costs associated with travel to and 
from the clinic. Many participants had difficulty identifying 
the symptoms of peritonitis. Changes to the management 
and the provision of additional support to patients could help 
them to cope with the challenges they encounter when they 
have peritonitis.    

The systematic review of qualitative studies on patients’ 
experiences of PD found that some patients regarded PD as 
onerous and a disruptive intrusion. However, there were limited 
data specifically on peritonitis (12). More recent studies on 
patient and family perspectives on PD have shown that patients 
and family members were aware of the threat of peritonitis, 
took measures to prevent infection, were uncertain of how to 
manage a crisis, and some could not recognize the symptoms 
of peritonitis (15). The procedures required to prevent infec-
tion were described as “daunting and time-consuming,” and 
peritonitis was associated with fear and uncertainty (16). 
Patients’ fear of PD-associated peritonitis, placing a burden 
on family members, and lack of confidence in their ability to 
maintain proper PD self-care at home have been shown to be 
barriers to choosing PD as a dialysis modality (17). These were 
identified in our study. However, our study highlights that 
patients want family members to be better educated about 
PD and its requirements, some patients are unclear about the 
causes of peritonitis and do not believe the treatment they 
receive is fully effective, patients were strongly motivated to 
make PD work for them, they were unprepared for the level of 
pain they experienced and loss of bodily control. For those who 
could not work and especially those who were self-employed, 
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they were worried about finances. Patients with young children 
were most concerned about the separation that hospitalization 
brought, and many patients spoke of the added responsibility 
that fell on family members when they had peritonitis. We 
also found that patients dreaded the idea of having to go to 
hospital, felt they were exposed to inferior treatment and 
possible infection when in hospital, and found the outpatient 
treatment schedule to be time-consuming and inconvenient. 

In our study, we achieved theoretical saturation and con-
ducted investigator triangulation to ensure that the analysis 
captured the range and depth of the data collected. However, 
there are some potential limitations. The transferability of 
the findings beyond Australia is uncertain but the similarity 
of our results with studies conducted in the UK suggests broad 
relevance to other settings. We did not interview non-English 
speaking participants to avoid cultural and linguistic misinter-
pretation. In addition, we did not explicitly ask participants if 
they would prefer hemodialysis to PD, so it is possible that our 
sample was biased towards remaining on PD.    

Some participants in this study could not identify the 
symptoms of peritonitis, and some thought the treatment 
they were given for peritonitis did not eradicate the cause. 
The International Society for Peritoneal Dialysis (ISPD) guide-
lines recommend that retraining occur 3 months after initial 
training and routinely after that (at least once/year), after 
hospitalization, after peritonitis or catheter infection, and 
after change in dexterity, vision, or mental acuity (11). More 
frequent retraining for patients could help clear up some of 
the misconceptions they have, reinforce what the symptoms 
of peritonitis are, and check whether the patient is performing 
an exchange as they were taught. A home visit by a PD nurse 
to see how the patient functions in their own environment has 
been recommended but only some of the participants in this 
study had received a home visit (18). The desire expressed for 
family members to be educated about the process of PD and 
the causes of peritonitis could be accommodated by allowing 
family members to attend training with the patient or, if this 
is not practical, to perhaps attend a day specifically designed 
for families of patients on PD. 

Some participants had very mild symptoms when they 
experienced peritonitis because the infection was detected 
early. Others had a very different experience, with the peri-
tonitis episode making a major intrusion into their life. Being 
unable to work for a few weeks and travel costs to and from 
hospital caused financial strain. Parents with young children, 
in particular, had to ask family and friends for help and some 
participants reported being disappointed with the lack of 
family assistance that occurred. We suggest that child care 
associated with the hospital be offered to patients who need 
to attend clinic or be hospitalized because of peritonitis and 
do not have anyone they can immediately call on. It would 
also help patients if access to free or low-cost parking at the 
unit/hospital could be provided during the treatment period.  

We found that many participants reluctantly went to 
hospital when they experienced peritonitis, and the dread 
was intense for those patients who had repeat episodes of 

peritonitis. Various reasons for this response to hospitaliza-
tion have been given, including the reality of the individual’s 
mortality, dealing with an altered level of dependency, grieving 
for losses (self or lifestyle), and fear of recurrent problems (19). 
There was a perceived lack of knowledge about PD displayed 
by general hospital staff, and some patients felt they were 
potentially exposed to infection. We suggest it would be an 
improvement if an experienced PD nurse or physician could 
be on call and visit patients when they are admitted to gen-
eral wards or the intensive care unit (ICU). When undergoing 
treatment out of hospital for peritonitis, some units gave 
participants the antibiotics and instructions on how to inject 
them into the dialysis bag. Participants said they found this 
process confronting and that they were not confident of doing 
it correctly. More practical support for antibiotic pre-admin-
istration is needed. In addition, having to go to the hospital 
or renal unit every 2 days for 2 weeks was time-consuming for 
patients and it would be an improvement if patients who are 
working could attend for tests and bag collection before and 
after normal work hours. Table 3 outlines our suggestions for 
clinical practice.     

TABLE 3 
Suggestions for Clinical Practice

Domain	 Suggested strategies and action

Information, 	 Provide more frequent retraining for patients
  education	 Provide a home visit by a PD nurse (e.g. in the 
  and training		�  first week of dialysis at home, 3 months 

after starting dialysis, following a PD-
related infection)

	 Allow family members/carers to attend 
		  training with the patient
	 Develop educational materials for family 
		  members/carers
	 Educate general hospital staff about the PD 
		�  method and importance of infection 

prevention

Psychological	 Offer referral to psychological services after 
  support		  a peritonitis episode

Technical/clinical	 Provide a PD nurse or nephrologist on call who 
  support		�  can visit patients when they are admitted 

to a general ward or the ICU
	 Have renal unit make up the dialysis bags 
		  with antibiotics for patients to use
	 Make it possible for patients who work to 
		�  attend for tests and dialysis bag collection 

before and after normal work hours

Social support	 Offer patients access to child care associated 
		�  with the hospital during the peritonitis 

treatment period
	 Offer patients access to free or low-cost 
		�  parking at the renal unit/hospital during 

the peritonitis treatment period

PD = peritoneal dialysis; ICU = intensive care unit.
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Our findings have yielded insights into the perspectives of 
adult PD patients about peritonitis. Further research could be 
conducted which explores the effect of giving patient educa-
tion and retraining on an ongoing basis (e.g. every 6 months) 
rather than in response to an event such as hospitalization, 
after peritonitis, or catheter infection.   

CONCLUSIONS

Patients were highly motivated to remain on PD but many 
found the cleaning demands and instructions around doing an 
exchange to be overwhelming. Some participants were unclear 
about the symptoms of peritonitis and others were confused 
about the causes of peritonitis. Peritonitis impacted partici-
pants physically, socially, and financially as it affected their 
ability to work and perform normal tasks. Participants wanted 
to avoid hospitalization, reported suboptimal care when in 
hospital, and, for those who were treated out of hospital for 
peritonitis, found the frequent trips to the renal unit or hospi-
tal to be inconvenient and time-consuming. Understanding the 
experiences and needs of PD patients who have had peritonitis 
can be used to inform strategies for patient-centered health 
care. Understanding the beliefs of patients about peritonitis 
and their knowledge of symptoms can also help inform training 
strategies aimed at educating patients on this topic.       
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