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Discussion 
  
Two controversial factors for RRT implementation have been the opportunity of 
initiation  and the haemodynamic tolerance in critical ill patients with AKI. The 
analyzed serie showed general characteristics similar to other trials(2,3). The 
septic etiology was predominant. More than half of the patients maintained 
diuresis before and during the RRT. Half of the patients had haemodynamic 
instability.  
Mortality at ICU discharge was 43.2%. This high mortality was comparable with 
other critical ill patients trials with AKI requiring RRT. When early to late RRT 
onset were compared from time, azotemia or creatininemia initial values, no 
significant differences were found in mortality, persistence of renal injury, 
dependence on RRT at ICU an hospital discharge,  as well as in ICU stay. Mortality 
of the haemodynamic instability group was  significantly higher than the observed 
in patients without cardiovascular compromise  at the beginning of the RRT. The 
persistence of renal injury was also significantly higher in the haemodynamic 
instability group at ICU discharge. However, haemodynamic instability was not an 
independent risk factor for mortality and persistence of AKI. Finally, the overall 
SOFA score was identified as an independent risk factor for ICU mortality. 
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 Conclusions 
  
In the present study early onset of IHD was not better when compared to a late RRT 
strategy.  
In this sense, the beginning of the RRT centered on the patient and not on the time 
factor should be considered.  
Mortality and persistent AKI were greater in patients with haemodynamic instability 
at RRT onset.  
This results confirm that IHD can not be recommended for RRT in critically ill 
patients with AKI and haemodynamic instability. 

 Background 

Acute kidney injury (AKI) requiring renal replacement therapy (RRT) in critically ill 
patients is associated with poor prognosis. The most controversial factors are the 
opportunity of RRT onset and impact of haemodynamic instability. The existing 
evidence does not allow to draw conclusions about whether the opportunity of time 
of RRT onset influences the evolution of critically ill patients with AKI(1,2,3). On the 
other hand, haemodynamic instability is a key factor that determines the type or 
method of the RRT to be used in the critical ill patient. 

 Results 
  
 n = 74. All the patients received Intermittent Haemodialysis (IHD) as RRT. 
Characteristics of IHD administration: duration 3-4 hours, blood flow (QB)  
200-400 ml/min and dialysate flow (QD) 500-800 ml/min, net ultrafiltration (UF) and the 
use of anticoagulation varied according to each clinical situation. Conventional 
techniques were used to minimize the adverse haemodynamic effects of IHD and 
avoid haemodynamic intolerance. Chronic Kidney Disease (CKD) was found in 31.1%. 

  Patients and Methods 
Retrospective, observational and analytical study of critically ill patients with AKI 
and RRT requirements in an uruguayan ICU. The data was recruited during a 2 years 
period(03/01/14-03/01/16).  
Clinical AKI was defined by KDIGO criteria. 
Early RRT onset was defined when RRT was initiated with azotemia or creatinine 
levels below the mean or median population values respectively, or when RRT was 
started within the first 24 hours of AKI diagnosis.  
Haemodynamic instability was assumed when SOFA haemodynamic score was ≥  3.  
Quantitative and cathegorical variables were analyzed. A univariate and a 
multivariate analysis were performed to determine the risks factors associated with 
mortality and AKI persistence. Statistical differences were considered significant 
when p < 0.05. 

 Objectives 

a-To analyze the evolution and outcome of critically ill patients with AKI who      
    received RRT. 
b-To analyze the evolution and outcome of critically ill patients according to the  
    opportunity of RRT onset and the presence of haemodynamic instability. 


