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Warm autoimmune hemolytic anemia (WAIHA) is the most common of the 
relatively uncommon autoimmune-mediate hemolytic anemias (AIHA) 
accounting for the vast majority of all AIHA cases (80-90%).WAIHA is typically 
due to IgG autoantibodies with optimal reactivity at a normal body 
temperature (37°C / 98.6°F).

Clinical presentation can range from an asymptomatic, compensated 
hemolytic anemia to acute life-threatening intra- and extravascular hemolysis 
complicated by renal failure, volume overload, hypertriglyceridemia, 
pancreatitis, and multiorgan failure.

Background

Case Presentation

Methods
Ultimately, it was decided the patient needed CRRT for both clearance and 
volume control in an effort to aid in stabilization.

Continuous Veno-Venous Hemodiafiltration (CVVHDF) was initiated 6 hours 
after admission using bicarbonate-based solutions (Na 140 mEq/L, HCO3 35 
mEq/L, K 4 mEq/L, Ca 3 mEq/L) given as Pre-filter replacement fluid (RF) at 
1.5 L/hr, Dialysate at 1.5 L/hr, and post-filter RF at 200 mL/hr (Figure 1). 

The prescribed dose of CVVDHF was 36 mL/kg/hr to facilitate enhanced 
acidosis correction and hyperkalemia resolution. Patient temperature on CRRT 
was maintained between 34.2 to 36.4 degrees Celsius. 

Acidosis and hyperkalemia improved. Anemia stabilized after an initial 2 unit 
pRBC transfusion prior to initiation of CVVDHF and remained so thereafter, 
suggesting that the body cooling associated with CRRT may have helped 
counter the warm agglutinins to some degree. She was also treated with high 
dose steroids, which likely accounted for the majority of her stabilizing 
therapy. See Table 1 for trend of lab work through the initial 12 hours of her 
admission. Patient was treated with CRRT for 48 hours and then transitioned 
to intermittent hemodialysis and transferred to the floor. 

Conclusions
This case demonstrates the potential use of CRRT as an adjunctive therapy for 
severe WAIHA in addition to traditionally prescribed high dose corticosteroid 
therapy in the setting of AKI.
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A 43-year-old African American female with chronic inflammatory 
demyelinating polyneuropathy (CIDP) presented with a 1 week history of 
progressive altered mental status, worsening jaundice and diffuse pain. Two 
weeks prior to symptom onset she was diagnosed with CIDP and treated with 
intravenous immune globulin (IVIG) and 5 plasma exchange (PLEX) treatments. 
She began exhibiting yellowing of her skin and experiencing generalized pain 
just 3 days after completing the aforementioned.

Upon presentation to the hospital, the patient’s vital signs were as follow:  
blood pressure 151/79 (MAP 112 mmHg), heart rate 107, temperature 36.1°C 
(96.9°F), respiratory rate 30, and oxygen saturation of 91% on room air. On 
physical exam the patient was alert but altered with increased anxiety and in 
severe distress. She was grossly jaundiced with icteric sclera and notably 
tachycardic and tachypneic. She acutely decompensated requiring emergent 
intubation and initiation of vasopressor support.

Initial workup was significant for white blood cell count 36.5 x10^3/cmm, 
hemoglobin 3.8 gm/dL, hematocrit 11%, platelet 344 x10^3/cmm, lactate 
dehydrogenase 2050 units/L, unmeasurable haptoglobin < 30 mg/dL ferritin > 
50,000 mg/dL, total bilirubin 22 mg/dL, and direct bilirubin 14.4 mg/dL. Her 
metabolic profile showed hyperkalemia 5.4 mEq/L, chloride 99 mEq/L, 
bicarbonate 5 mEq/L, BUN 81 mg/dL, creatinine 4.6 mg/dL, AST 264 U/L, ALT 
57 U/L, and alkaline phosphatase 138 U/L. Also, her anion gap was 34, lactate 
was 18 mmol/L, and pH 7.13 on ABG. Urinalysis showed acute urinary tract 
infection and imaging demonstrated pneumonic process. All other infectious 
work-up was negative, including testing for Legionella, Blastomyces, 
Histoplasma, and Cryptococcus, as well as a viral respiratory panel.

She had significant acute kidney injury (AKI) as her baseline creatinine was 
0.4 mg/dL in the weeks prior and was notably anuric since arrival to the ED. 
The combination of anuric AKI and severe metabolic acidosis led to a prompt 
Nephrology consultation.
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(Table 1):  Acidosis and hemoglobin improvements after initiating CRRT.

(Figure 1) Schematic of CVVHDF set-up for this patient using bicarbonate-based solutions given as 
both Pre-filter RF @ 1500 mL/hr, dialysate @ 1500 mL/hr, and Post-filter RF @ 200 mL/hr.
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