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Continuous renal replacement therapy (CRRT)
is frequently employed in intensive care units.
CRRT concept was introduced in 1977 by
Peter Kramer and its usage has drastically
increased within the past two decades. This
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Hypotension was one of the most important
complications in the first hour of CRRT. Patients with
hypotension in the first hour had significantly worse
survival (figure-below). Electrolyte imbalances were
very common despite vigorous monitoring and
standard protocols. Life threatening electrolyte
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despite equivalence between CRRT and
traditional RRT in randomized trials. CRRT-
related adverse events in adult ICU patients
have not been studied comprehensively. The
purpose of this study is to retrospectively
review these adverse events in a large cohort
in a tertiary medical center.

Clinic, Rochester, MN. We excluded patients
who did not have research authorization, or
who were re-admitted to the ICU.

We reviewed electronic medical records to
evaluate the incidence of CRRT-related
adverse events. Data was extracted, both
manually and electronically, by research and
clinical fellows who had been trained to
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imbalances were very rare. Catheter related

complications were common (28%), although most

were minor adverse events

Survival KM curve

p < 0.0001

Significant hypercalcemia (>11)% 131 (39)
lonized Calcium — mg/dL

gather this data. We used three
comprehensive databases for the data
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To determine the incidence of mechanical,
metabolic, and hemodynamic complications
related to CRRT in a large retrospective
cohort.
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