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Peritoneal dialysis service development in South Africa. Implementation and sustainability
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Greys Hospital in western KwaZulu-Natal, South Africa serves a population of approximately 5 million and is the only state dialysis facility in the region. More than 50% live in rural environments many of them without sanitation or running water
Due to significant restrictions on haemodialysis availability, acceptance to the chronic renal replacement therapy program is restricted only to those fit for transplantation and until recently excluded those who were HIV positive (~40% of population). In August 2010, only 42 patients were on haemodialysis (<10 per million population) and despite this dialysis was often restricted to twice weekly due to lack of space. Also, as patients live great distances from the dialysis unit and travel on public transport it is often not feasible for them to dialyse more than twice a week.

Historically a handful patients in the region had been offered peritoneal dialysis, however, this was managed through another hospital, a further one days travel on public/ hospital transport. Due to significant logistical problems over the past five years most patients from Greys hospital have therefore remained on haemodialysis.
Objective:  In August 2010 the primary author travelled to Greys hospital from Exeter to develop a peritoneal dialysis service for the region, aiming to improve dialysis adequacy and quality of life for those in rural areas and free up scarce haemodialysis spaces.

Results: In four months 20 new patients were initiated on peritoneal dialysis. 12 were transferred from haemodialysis, liberating these slots to allow service expansion. Of the remaining 8 patients, 5 had presented as crash-landers and started dialysis with a Tenckhoff catheter without the need for haemodialysis. All patients historically on CAPD were repatriated and are now under the care cared of the Greys PD team. 

The dialysis program now consists of 38 patients on PD and 21 on haemodialysis. The PD: haemodialysis ratio is almost 2:1 however, the nursing ratio is 1:4 demonstrating the lower nursing requirement for PD compared to haemodialysis. This has major implications in a country where there is a shortage of skilled nurses and where a large proportion of dialysis costs are staff salaries. 2 peritonitis cases have occurred in the new patients, despite significant issues in their home circumstances. This equates to 1:19 patient months.

An important part of the project was to ensure sustainability, which was achieved through the education and training of a PD specialist nurse, who will continue to manage the patients. She attended a formal PD education workshop as well as weekly clinics. After 3 months she began managing patients in PD clinic under the supervision of the primary author. She has demonstrated competence in fluid and dialysis adequacy assessment and dialysis prescription adjustment. Protocols are in place allowing nurse led treatment of exit site infection, peritonitis and catheter malfunction. Eight doctors were trained to insert Tenckhoff catheters at the bedside for both acute and chronic dialysis.

Conclusion: It has been feasible to set up a fully functional nurse led peritoneal dialysis service in a very short time frame. Very few difficulties were encountered, but were often overcome with some lateral thinking. This should help encourage others embarking on similar ventures to improve dialysis services in developing countries.
