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Epuration extra-rénale en soins critiques?

* Des bénéfices attendus
* Thérapeutiques (K+, acidose, toxines urémiques, toxiques)

* Préventif (surcharge hydrosodée et ses complications)

* Des risques pouvant (parfois) étre anticipés / prévenus
. Instabilité hémodynamique
* Lésions rénales secondaires

* Ischémie myocardique...

. Allergie a la membrane
. PK/PD (antibiotiques...)
d Cathéter
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EER et IRA : spécificités

Une récupération est possible dans les heures suivants la prise en charge

* Urgence métabolique ou volémique?

* Heures ? Jours?

¢ Amélioration attendue?

* Heures? Jours?

* Risques liés a I'EER?

* Faibles? Elevés?

EER et IRA : spécificités

Une récupération est possible dans les heures suivants la prise en charge

* Urgence métabolique ou volémique?

* Heures ? Jours?

* Amélioration attendue?
. - . o

. Heures? Jours? » Un traitement médical est-il possible?
. liés 3 PEER? » Une épuration peut elle étre rapidement

Risques liés a I'EER? disponible si I'EER est retardée?
* Faibles? Elevés?
» Une chirurgie / un examen sont-ils
prévus dans les prochaines heures?
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Pourquoi débuter une épuration extra-rénale?

Indications d’EER immédiate

Table 1 Traditional triggers to initiate dialysis in patients
with acute kidney injury

* Indications thérapeutiques

Indications Triggers to initiate dialysis

Clinical Refractory pulmonary edema
Oligoanuria
Pericarditis
Uremic encephalopathy
Laboratory Relractory hyperkalemia
BUN 2100 mg/dL (urea 230 mmol/L)
Refractory metabolic acidosis (pH < 7.2)
Refractory electrolyte abnormalities
Tumor lysis syndrome (hyperuricemia
and hyperphosphatemia)
Metabolic coma (urea cycle defects,
hyperammonemia)
Some specific cases of severe
poisoning/drug over dosage

Davenport et al. Hemodial Int 2015
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Indications d’EER immédiate

* Indications thérapeutiques

Données fixes vs. Dynamiques?

Table 1 Traditional triggers to initiate dialysis in patients
with acute kidney injury

Indications

Clinical

Laboratory

Triggers to initiate dialysis
@ Refractory pulmonary edema
@ Oligoanuria
Pericarditis
Uremic encephalopathy
@ Refractory hyperkalemia
© BUN 2100 mg/dL (urea 230 mmol/L)
© Refractory metabolic acidosis (pH < 7.2)
Refractory electrolyte abnormalities
© Tumor lysis syndrome (hyperuricemia
and hyperphosphatemia)
Metabolic coma (urea cycle defects,
hyperammonemia)
® Some specific cases of severe
poisoning/drug over dosage

Davenport et al. Hemodial Int 2015

Peut on moduler ces indications?

Sodium bicarbonate therapy for patients with severe
metabolic acidaemia in the intensive care unit (BICAR-1CU):
a multicentre, open-label, randomised controlled, phase 3 trial

Survie (sous groupe AKI KDIGO 2-3)

pa0-0283
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Traitement médical de I'acidose métabolique sévere:

Incidence cumulée EER

Bicarbonate group
— Control growp
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meilleure survie et moindre recours a 'EER

Jaber et al. Lancet 2018
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EER et IRA : spécificités

* Indications « préventives »

1. Prévention surcharge hydrosodée

9
Balance des fluides et survie

Research Open Access

A positive fluid balance is associated with a worse outcome in

patients with acute renal failure
! L
‘ Jf * Association IRA - surcharge hydrosodée
i1 4 T—# , ,
: + ~—+"+’ * * Association surcharge hydrosodée - mortalité
E L s 5
2° x“# —1

+_ +\H“*{ » Lute ARF
AEarly ARF
. S u No ARF
2 3 i
Mean daily fluid balance among 60-day survivors and non-survivors with acute renal failure (ARF), stratified by time of onset
Mean fiuid balance, L/24 hours Survivors Mon-survivors P value
ARF 0156+ 1.06 0.88 £1.50 <0.001
Early ARF (occurring within 2 days of ICU admission) 0.14 £ 1.06 1.19+1.48 <0.001
Late ARF (occurring more than 2 days after ICU admission) 0.11 £1.03 0.39 +1.40 0.06
Payen et al. Crit Care, 2008
10
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Balance des fluides et durée de ventilation mécanique

RESEARCH ARTICLE

Cumulative fluid balance predicts mortality
and increases time on mechanical ventilation
in ARDS patients: An observational cohort
study

» Une balance positive est associée a une durée de ventilation
mécanique et une mortalité plus importante
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P-value
< LEWE]
000
2000

Van Mourik et al. PLoS One, 2019
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Ultrafiltration trop élevée : quels risques?

100 —

Death from
organ
oedema

50 —

Mortality (%)

Zone of safe UF,

Death from
organ
ischaemia

175

UF,; rate (ml/kg/h)

* Limiter les apports quotidiens...

5.2

Murugan et al. Nature Rev Nephrol 2021
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Ultrafiltration trop élevée : quels risques?

.. =4 Cerebral blood flow
, = TWhite matter changes
/| * Dementia
* Depression
* Cognitive decline
* Loss of executive function

TUltrafiltration rate

SKicaeytaiee  [Rlodiey beheamia « Myocardial ischaemia « Heart

* Dialysis * Loss of residual . f » Cardiac stunning failure
dependence kidney function S ?1_&_ * Regional wall * Death
H & mation abnormality
. .(,' » Cardiac arrhythmias
: e
* Gut ischaemia
* Endotoxin translocation
= Systemic inflammation

* Sepsis

Murugan et al. Nature Rev Nephrol 2021

13
Ultrafiltration et EER: quels risques en situation critique?
Kidney replacement therapy ----------------- .
! ! i
* Sepsis Solute Net * Cytokine release i ité illi &
B e it o Glaanston e Complament acintion » Estimer les capacités de reflllmg / Folerance HD ]
l * Biocompatibility reactions e Tonus vasomoteur, inotropisme, activité
T s el chronotrope
e * Shear injury to red cells * Hypoalbuminémie, dyskaliémie
1 * Oxidative stress .
L Vascular refill « Other mechanisms * Sepsis en cours
; » Sédation / vasoplégiques
Hypovolaemia :

l : > Caractere délétere d’une UF « forcée »
intrackaigtic E * Viser une balance hydrique quotidienne
hypotension : nulle (3 négative) dés la stabilisation

l : hémodynamique obtenue

\. LMicrocirculatory flow : * Sadapter aux apports quotidien et au

l ' évolutions hémodynamiques

¥
Organ ischaemia ———> 0L
Murugan et al. Nature Rev Nephrol 2021
14
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EER et IRA : spécificités

* Indications « préventives »

1. Prévention surcharge hydrosodée
a. Réduction durée de ventilation mécanique
b. Réduction mortalité

2. Réduction du besoin d’ultrafiltration de haut volume
a. Réduction des hypotensions per-dialytiques

3. Prévention hypertension artérielle sévere
a. Réduction risque vasculaire

» Savoir anticiper les problématiques

15

Quand débuter une épuration extra-rénale?

16
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EER précoce vs. tardive: de multiples définitions et endpoints

Author
Retrospective
do Mascimento?
Shiao!t

Oh'7

Leite'®

Wa'?

Elahi®”

Ji”!

Piccinini**
Liu™
Bagshaw™!
Payen®’

Iyem™

Chou®®

Shum*’
Jun*”
Prospective
Lim

Year

2012
2009
2012
2013
2012
2004
2011
2006
2006
2009
2008
2009

2010
2011

2013
2014

2015

RRT

PD and HD
CRRT and HD
CRRT

HD and PIRRT
CRRT

CRRT

CRRI

CRRT

HD and CRRI
HD and CRET
HD and CCRT

CERT

CRRT
CRRT
and PIRRT
CRRT
CRRT

CRRT

INO5.

86
98
210
150

147
370

120
439

140

Early

BUN <75

QR

<2 days

F<24h"

R

UQ <100 mL/h

UO < 100 ml/h for <12 h
Sepsis <12 h in ICU
BUN <76

Cr <309

<48 h in ICU

U0 <0.5 ml/kg/h
and 50% T

urea and

creatining

BUN <66

QR

R
<7 1h°

R/

Later

BUN =75

VF

<2 days®

F>24h"

I/E

Urea 230

UO <100 mL/h for 12 h
Sepsis traditional

BUN =76

Cr >309

=48 h 1CU

>48 h UO 0.5 ml/kgh
and 50% T

urea and

creatining

BUN >100

F

F
>46 h'

Traditional

Mortality

69%*
75%*
86%*
5. 78%*
's. B5%*
5. 23%*
. 38%*
61%*
5. B0%*
53% wvs. T1%*
45% vs. 65%*

5% vs. 7%

39% vs
43% vs

529 vs. 68%
71% vs. T0%

48% vs. 48%
36% vs. 40%

50% ws. 34%

Davenport A. Hemodial Int 2015
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EER précoce vs. tardive
“ ORIGINAL ARTICLE ”
Initiation Strategies for Renal-Replacement
Therapy in the Intensive Care Unit
Précoce 1.0+
* AKlstade 3
0.9
Tardif wp 087
« Oligo-anurie > 72h E 0.7
¢ Urée > 40 mmol/L =
*  K>6ou>5malgré ttt - 0.6+ Early strategy
¢ pH<7.15 malgré ttt g 0.5 =y
Delayed strat
. OAP _% 9 elayed strategy
=]
g 03
. g5 P=0.79
0.1
0.0 I 1 ) I I I | ) 1
0 7 14 21 28 35 42 49 56 60

Days

Gaudry et al. NEJM 2016

18
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EER précoce vs. tardive

“ ORIGINAL ARTICLE

M

Initiation Strategies for Renal-Replacement
Therapy in the Intensive Care Unit

1.04
. 0.9
g x 08
s 07
Eg )
EF 06
E— E 0.54 Delayed strategy
L
58 %Y
g E;_ 0.35
§_ e g, P<0.001
o
0.14
L Early strategy
00 I T I 1 I | I 1 I I I 1
0o 1 2 3 4 5 6 8 12 16 20 24 28
Days Gaudry et al. NEJIM 2016
19
EER tardive vs. tres tardive
Comparison of two delayed strategies for renal replacement
therapy initiation for severe acute kidney injury (AKIKI 2):
a multicentre, open-label, randomised, controlled trial
Univariable analysis Multivariable analysis
Hazard ratio (95% Cl) p value Hazard ratio (95% Cl) pvalue
More-delayed strategy 134 (0.96-1-89) 013 1-65 (1.09-2.50) 0018
Simplified Acute Physiology 103 (1.02-1-05) <0.0001 1.03 (1-01-1.05) 0-0005
Score Il
Mechanical ventilation 2:90 (1-47-5.70) <0.0001 3-44 (1:52-7-81) 0-0020
Catecholamine infusion 169 (1.17-2-44) 0-0080 113 (0-69-1-84) 0-64
Sepsis status o 0-064 - 019
Sepsis 078 (0-47-1:30) 056 (0-28-112)
Septic shock 1:44 (0-98-212) 0-91 (0:51-1:64)
Time between ICU admission  0-69 (0-36-1-31) 0-24 0-70 (0-31-1.59) 039
and acute kidney injury
ICU=intensive care unit.
Gaudry et al. Lancet 2021
20
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eGFR basal et délai d’introduction EER

Impact of renal-replacement therapy mg ° Survie identique \ o
strategies on outcomes for patients with chronic * Dépendance dialyse a J90 : bras accéléré et DFG bas
kidney disease: a secondary analysis of the > En particulier observée si CKD 3-4

STARRT-AKI trial

Adjusted

Adjusted
Overall Population

Accelerated Arm

=

Multivariable Odds Ratio (95% C1) T
. AL - A f
Multivariable Odds Ratio (95% CI) Q.
o«

Adjusted
Standard Arm

e
e

]
m

=
s

101

-3
@ @

Y
B

]

Multivariable Odds Ratio (95% Cl) =
b

1.1]l1

S | l |

I p— A _: ; |7 ST G _L - l_ it 8 Rt i pt—— e — -

18 28 38 48 58 68 78 83 98 108 18 28 38 43 58 68 78 88 92 108 18 28 38 48 53 68 78 BB 98 10°
Pre-hospital eGFR, mL/min/1.73 m2 Pre-hospital eGFR, mL/min/1.73 m2 Pre-hospital eGFR, mL/min/1.73 m2

Gaudry et al. Lancet 2021

EER introduction précoce vs. tardive

* Résultats études AKIKI, IDEAL-ICU et STAART-AKI concordants

* Lintroduction d’une EER en réanimation doit étre basée sur
* Des critéres de mauvaise tolérance
* K>6 mmol/L, pH < 7.2 ou HCO3 < 12 mmol/L
* OAP
* La persistance d’une IRA sévere
* Oligo-anurie >72 h
e Urée > 40 mmol/L

» Une dialyse « retardée » (spontanément ou grace a un traitement médical) permet aussi
de débuter une EER dans des conditions hémodynamiques plus favorables.

Gaudry et al. NEIM 2016, Barbar et al. NEIM 2018, STAART-AKI. NEJM 2020

11
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Un transfert en clinique a mettre en pratique... de maniére raisonnée

* Situations a risque de troubles métaboliques trés rapides
* Rhabdomyolyse et syndrome de lyse tumorale
* EER probablement plus rapide

* Besoin d’ultrafiltration / décongestion et non d’épuration (UF)
* Syndrome cardio-rénal
* Post-opératoire de chirurgie cardiaque
e UFisolée / EER plus rapide

* Hémodialysés chronique
* EER plus rapide (pas d'amélioration attendue)

* Cirrhotique
* Elévation plus lente de la créatininémie

Zarbock et al. JAMA 2016
(ELAIN study)

23

Un transfert en clinique a mettre en pratique... de maniére raisonnée

Watchful waiting

Monitoring of organ | g———
+ Hemodynamic & fluid dysfunction and AKI

optimization trajectories
* Avoidance of nephrotoxins
* Adjustment of drug doses
= Nutrition

Life-threatening complication of VS @
AKI that can be modified by RRT?

__Additional tools |

Life-threatening complication -
of AKI that can be modified |—'&
by RRT? -
+ Persistent AKI for 72 hours with | ..~
no signs of renal recovery
* Progressive fluid overioad

Initiate RRT
(if consistent with
goals of care)

= Furosemide stress
test
= Biomarkers

Initiate RRT
(if consistent with
goals of carg)

Consider RRT
(if consistent with
goals of care)

24
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Quelle technique utiliser?

25
. y 4 ’ ’ V4 y 4
Modalités d’EER — IRA: I'éternel débat
RRT modality
Treatment duration {h} -6 6-18 24 24
Frequency 3 times per week plus additional 3 times per week plus additional  Daily Daily
treatrments as indicated treatrments as indicated
Made of solute transport Diffusion/convection/both Diffusion/convection/both Diffusion/canvection/both Diffusion
Blood Mlow (ml/min) 200-350 100-300 100-250 MNAA
Dialysate flow (ml/min) 300-800 100-300 0-50 MN/A
Filter size [mz) 172 04-17 06-1.5 N/A
\rea clearance (ml/min) 150-180 a0-140 20-45 15-35
Meed for anticoagulation Can be readily delivered without  Can be readily delivered without  Generally required No
anticoagulation anticoagulation
Wald et al. ICM 2022
Supériorité théorique en faveur des techniques continues
* Chez un patient instable sur le plan hémodynamique, I’'UF horaire plus faible et la réduction plus lente de I'urée
(osmole) pourrait favoriser la tolérance HD
» Mais un patient instable doit il bénéficier d’UF...?
» Enl'absence d’UF, une EER est elle nécessaire en urgence?
26
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Modalités d’EER — IRA: I’éternel débat

Continuous venovenous haemodiafiltration versus
intermittent haemodialysis for acute renal failure in patients
with multiple-organ dysfunction syndrome: a multicentre

randomised trial
10
N = o
= OWHDF
1 Intermittent Continuous venovenous  pvalue
i - I Jialysis (n=184) | filtration (n=175)
L] Hypotension* 721(39%) 61(35%) 047
z 06 T Bleeding eventt 13 (7%) 12 (7%) 0.89
Tg‘ "'—". A Thrombocytopenia 22 (12%) 31(18%) 012
3 04 e Hypoglycaemia 12 (7%) 7 (4%) 042
Hypophosphataemia 13 (7%) 14 (8%) 071
024 Hypothermia 10 (54%) 31 (17%) 00005
Arthythmia 18 (10%) 9 i5%) 015
0 - - . - . Catheter infection 2(1%) 3(2%) 0.85
0 10 20 30 40 50 60
Tirme (days)
MNumbers at risk
IHD 184 85 68 58
CVVHDF 175 83 62 57
Vinsonneau et al. Lancet 2006
27

Modalités d’EER — IRA: I'é

ternel débat

Continuous renal replacement therapy
versus intermittent hemodialysis in intensive
care patients: impact on mortality and renal

@. —_—

Global population (N=1360)
Chronic heart disease [N=238)
No chronic heari disease (N=1125)

1.00 (0.77-1.29), p=0.97
1.16 (0.60-2.25), p=0.56
0.94 (0.71-1.25), p=0.69

recove
ry Chronic kidney disaase (N=204) b 1.79 (0.77-4.18), p=0.18
Na Ghronic kidney disaase (N=1156) —i— 0.97 [0.75-1.25), p=0.80
Liver cirrhosis (N=138] ' 0.86 (0.37-2.02), p=0.73
Noliver cirthosis (N=1221) - 3 1.09 (0.81-1.44), p=0.56
Diabetes (N=327) + 0.73 (0.41-1.29), p=0.28
s Nao Diabstes (M=1033) ] 1.01 (0.76-1.34}, p=0.96
- <54 years of age (N=356) — 0.50 (0.46-1.38), p=0.41
=54 years of age (N=1004) 1,00 (0.74-1.35}, p=0.00
E <4 Hyperension (N=348) ' 1.15 (0.66-2.03), p=0.62
3 Na Hypertension (N=1012) v 0.04 (0.70-1 26), p=0.69
§ 2 Cardiolegical SOFA =3 (N-850) 0.99 (0.75-1.30| .93
% e’ Cardiological SOFA <3 (N=510) ——— 2.24 (1.24-4.04), p=0.01
K] IMV at RRT beginning (N=230) 0,00 (0.75-1.30), p=0.03
2 | Mo IMV 2t RRT beginning (N=430) ! 0,94 (0.45-1.99), p=0.588
5 Earty insullicient epuration {N=170)* 0.82 (0.34-2 52}, p=0.87
Eariy satisfying (N=1180)" ' 0.59 (0.68-1.16), p=0.38
E e . . . Daily mean weight gan =2«g (N=209)" —_— 0.54 (0.28-0 89}, p=0.05

o 50 100
o {days)
s 10 20
s Fewarr of GRRT I favor of 1HD Truche et al. ICM 2022
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Quand privilégier une technique continue?

Comparison

Comparing Renal Replacement Therapy
Modalities in Critically lll Patients With Acute
Kidney Injury: A Systematic Review and
Network Meta-Analysis

Direct Estimate

(95% C1); Certainty
of Evidence

Indirect Estimate
(95% CI); Certainty
of Evidence

Network Estimate
(95% Cl); Certainty
of Evidence®

Plain Text Summary

CRRT vs IHD

CRRT vs PD

CRRT vs SLED

IHD vs PD

IHD vs SLED

PD vs SLED

1.04 (0.93-1.18);
moderate®; 9 studies

1.08 (0.76-1.49);
low*t; 3 studies

1.12 (0.85-1.47);
moderate®; b studies

NA

NA

0.88 (0.71-1.10);
moderate®; 2 studies

NA

1.28 (0.90-1.82);
maoderate®

0.94 (0.63-1.41);
low?®

1.12 (0.85-1.46);
low*"

1.02 (0.79-1.31);
moderate®

1.05 (0.68-1.62);
low*®

1.04 (0.93-1.18);
low*=

1.16 (0.92-1.49);
low*e

1.06 (0.85-1.33);
low*s

1.12 (0.85-1.486);
very low""

1.02 (0.79-1.31);
low**

0.91 (0.75-1.11);
low™=

There may be no important
differance

CRRT may increase mortality
compared with PD

CRRT may increase mortality
compared with SLED

Whether there is an impor-
tant difference or not is
very uncertain

There may be no important
difference

PD may reduce mortality
compared with SLED

Mortalité similaire

Ye et al. Crit Care Explo 2021

29
L] . . V' 4 . . ’
Faut-il privilégier une technique d’EER?
Comparing Renal Replacement Therapy
Modalities in Critically 1l Patients With Acute
Kidney Injury: A Systematic Review and
Network Meta-Analysis
Direct Estimate Indirect Estimate Network Estimate
(95% CI); Certainty (95% CI); Certainty  (95% CI); Certainty Plain
of Evidence of Evidence of Evidence® Text Summary
CRRT vs IHD 1.15 (0.91-1.44); NA 1.15 (0.91-1.45); CRRT may increase RRR
moderate”; 7 studies low®® compared with IHD
CRRT vs PD 0.97 (0.80-1.55); 0.71 (0.38-1.35); 0.87 (0.60-1.27); CRRT may reduce RRR
moderate*; 2 studies moderate® lowe compared with PD
CRRT vs 0.84 (0.60-1.186); 1.13 (0.55-2.34); 0.88 (0.65-1.19); CRRT may reduce RRR
SLED moderate®; 4 studies moderate® low*e compared with SLED
IHD vs PD NA 0.76 (0.49-1.18);  0.76 (0.49-1.18); |HD may reduce RRR
moderate® lowe compared with PD
IHD vs SLED NA 0.77 (0.53-1.12);  0.77 (0.563-1.12); |HD may reduce RRR
moderate® lowe< compared with SLED
PD vs SLED 1.18 (0.68-2.04); 0.87 (0.49-1.54); 1.02 (0.68-1.51); There may be no impor-
moderate?; 2 studies moderate® low®® tant difference
Récupération rénale similaire Ye et al. Crit Care Explo 2021
30
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Quand privilégier une technique particuliere?

.E-. Which modality should be used? !E-!

CKRT IHD

— = Dy owsechoss
= Acute brain injury . | = Dialyzable toxin
« Risk of ICH* B8 e Lfe thrsatening

Recommended hyperkalemia

*  Apports quotidiens majeurs *  Mobilisations / réhabilitation
*  PFC, nutrition * Kiné, chirurgies

* Troubles de la coagulation? —
. + Hemadynamic instability ?
e Citrate

* Fluid overload ‘

« Cost effectiveness ‘
+ Kidney recovery

* Mortality Debated

B Indications = Populafionscondiion ® Oufcomes  “intracranial hyperension

Chaibi et al. cJASN 2023

31
Approche pragmatique
 Si CVVHD/F utilisée en 1% ligne
* Savoir stopper I'’épuration / I'ultrafiltration pour mieux estimer la reprise de fonction
* Adapter les doses de traitements (antibiotiques...)
* Si HDI uniquement disponible: s’adapter aux besoins / risques propres du patient
* Séances longues si nécessaire (voir SLEDD)
* Alternance avec UF isolée
* Séances quotidiennes si nécessaire
» Alternance des techniques si les cibles thérapeutiques ne sont pas atteintes
32
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Quand privilégier une technique particuliere?

Débat biaisé
* Fonction de la disponibilité des techniques (colts, boucle d’eau, expertise, surveillance...)

Unité disposant des 2 techniques
» Utilisation combinée selon I'évolution du patient: relais CVWH(D)F > HDI
* Expertise néphrologique/ expérience

HDI
* Mono-défaillance rénale = standard en unité de Néphrologie

33

Quelle dose de dialyse?

34
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Intensive vs. less-intensive therapy (mixed techniques)

CVVH 35 mL/kg/h
ou HD/SLEDD 6/sem

Vs.

CVVH 25 mL/kg/h
ou HD/SLEDD 3/sem

Cumulative Probability of Death from Any Cause

Intensity of Renal Support in Critically Ill Patients

0.8-

0.6

with Acute Kidney Injury

The VA/NIH Acute Renal Failure Trial Network®

Less-intensive therapy

T T T T T T T
10 15 20 25 30 35 40 43 50 53

Days since Randomization

VA/NIH NEJM 2008
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Intensive vs. less-intensive therapy (CVVHDF only)

CVVHDF 40 mL/kg/h
Vs.

CVVHDF 25 mL/kg/h

Intensity of Continuous Renal-Replacement Therapy

in Critically Il Patients

The REMAL Replacement Therapy Study Investigators®

Probability of Death (%)

55 P-0.99

Higher'|r|tensi&'__‘ml_”__,_____..,«v-' 3

-----

Lower intensity

0 T T T T T T T 1
0 10 20 30 40 50 &0 70 &0 a0

Follow-up (days)

RENAL NEJM 2009
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Intensive vs. less-intensive therapy (sepsis)

High-volume vs. Standard-volume haemofiltration for septic shock patients with
acute kidney injury (IVOIRE study): a multicentre randomized controlled trial

100 19

CVVHF 70 mL/kg/h g Sy

Vs.

Leg-rank ¢ = 0 04 (CO-C28)

Survival Fropertion
s

CVVHF 35 mL/kg/h

098

S
Mumbe- at sk ime {days)

TO mifegh  BE 49 a1 -
HEmiegh 71 58 & 30

B

Joannes-Boyau et al. ICM 2013
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Est-ce la bonne question?

could yield similarly acceptable outcomes. Moreover,
adequacy in the setting of acute RRT extends well beyond
urea clearance and is also reflected by other dimensions
including achievement of electrolyte and acid—base
homeostasis. In addition, close attention needs to be paid
to the unintended consequences of blood purification,
namely removal of vital medications, the depletion of
essential vitamins and trace elements and excessive clear-
ance of key electrolytes (e.g., phosphate).

* Kt/V peu applicable en réanimation / IRA. Dialysance ionique?

> Le nombre de séances / durée des séances doivent prendre en considération 'ensemble des besoins
pouvant étre modulés par 'EER (urée, K+, surcharge hydrosodée, disponibilités, anticoagulation...)

Wald et al. ICM 2022
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Synthése et perspectives

Key practice points Persisting areas of uncertainty

Timing of RRT Do not start ART in the absence of an The salely of prolonged RAT deferral in the
Initiation AKl-related emergency face of kidney non-recovery
Cheose a modality that is tailored to the
RRT moda“ty H g D patient’s dynamic state while considering The el‘facts’(oLE?T"r:%%:llw cholos on
selection local avallability and expertise bl
Mode of Diffusive and convective clearance modes The role of filters with enhanced adsorptive
are both accepiable either alone or in :
clearance combination Propurhes
RRT CRAT: Target effluent flow of 2025 mUkgh Clarity whether lower intensity dosing is
int IHD/SLED: Target sessional ki'V>1.2, 3 non-inferior 1o curent thresholds lor
msw / sessions per week small-solute removal

3 R 2 e Defining euvol with greater p ion
Fluid ﬂ Alm to achﬂ"ﬁﬁ:"ﬂs:"i-ﬂhw TRANTREING and determining an effective and safe
management . L 9 ury ulrafiltration strategy
Regional citrate anticoagulation, The safety of administering regional citrate
where available, should be the default anticoagulation across the spectrum of critical
Anticoagulation 6 anticoagulation sirategy in patients receiving ilness, including patients with shock and
CRRT severa liver failure
Dialysate/ i Deploy the fluid(s) which will most readily The ettect of phosphate-containing solutions
mp[mmm fluids j comect the patient's metabolic disturbance(s) on patient relevant outcomes
Considar g/stopping RRT by integrating The eff i ith
AP i iy o0d the patients yolume staius and metaole e o
scontinuation profile with evidence of kidnay recovery ,

Wald et al. ICM 2022
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Conclusions

« In the absence of evidence of clinical superiority of one KRT modality, the choice must
be addressed not only in terms of clinical outcomes, but also ressources and logistics.

Pending results of new RCTs taking recent knowledge on KRT initiation and management

into account, the choice should be guided mainly by organizational considerations in each
unit and without condemning any modality in the absence of proof.»

Chaibi et al. cJASN 2023
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