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DOPAMINE
Bellomo, R. et al (2000) “Low dose dopamine in patients with early renal dysfunction: a placebo-controlled randomised trial. Australian and New Zealand Intensive Care Society (ANZICS) Clinical Trials Group.” Lancet 356:2139-2143

- MRCT

- n = 328

- patients with SIRS + early acute renal dysfunction

- continuous low dose dopamine infusion (2mcg/kg/min) vs placebo

-> no difference in peak serum creatinine

-> no difference in RRT

-> no difference in ICU or hospital length of stay
DOSE OF RRT

Eknoyan, G. et al - Hemodialysis (HEMO) Study Group (2002) “Effect of dialysis dose and membrane flux in maintenance hemodialysis” N Engl J Med 347:2010-2019

- RCT

- low vs high flux dialysis

- also looked at dose for patients having thrice weekly treatments

-> no difference in mortality

-> increase in dose of dialysis does not appear to make a difference to outcomes

-> this may not apply in continuous RRT

Ronco, C. et al (2000) “Effect on different doses in continuous veno-venous haemofiltration on outcomes of acute renal failure: a prospective randomised trial” Lancet 356:26-30

- RCT

- n = 425

- not blinded

- inclusion criteria: ICU patient with oliguric ARF using CVVH

- ultrafiltration rates of: 20 VS 35 VS 45mL/kg/hr

- end point = survival @ 15 days

- weaknesses = 20mL/kg/hr group had a high proportion of old patients with sepsis
-> 35 and 45mL/kg/hr are more effective than 20mL/kg/hr
Vinsonneau, C., et al (2006) “Continuous venovenous haemodiafiltration (CVVHDF) versus intermittent haemodialysis (IHD) for acute renal failure in patients with multiple-organ dysfunction syndrome: a multicentre randomised trial.” Lancet 368:379-385

- RCT

- n = 360

- patients with ARF and MODS

- CVVHDF (mean blood flow = 146mL/min) VS IHD (5 hours with mean blood flow 278mL/min)

-> there was equivalent efficacy between groups (fluid removal and urea concentration)

-> IHD was not associated with increased hypotension

-> CVVHDF did cause more hypothermia

-> no difference in duration of renal support
VA/NIH Acute Renal Failure Trial Network – ATN trial (2008) “Intensity of Renal Support in Critically Ill Patients with Acute Kidney Injury, NEJM, Vol 359 (1), pages 7-20

- MRCT

- haemofiltration: intensive 35mL/kg/hr 6 times/week vs less intensive 20mL/kg/hr 3 times per week
- n = 1124
-> no change in mortality

-> no acceleration in renal recovery

-> no change in non-renal organ failure

The Renal Replacement Therapy Study Investigators, (2009) “Intensity of Continuous Renal-Replacement Therapy in Critically Ill Patient” NEJM, Vol 361: 17 October 22nd

- MRCT

- n = 1508

- 25mL/kg/hr vs 40mL/kg/hr of effluent flow                       

-> showed there is no benefit in effluent flow rates of 25 vs 40mL/kg/hr

-> no difference in mortality @ 90 days
-> no difference in patient receiving CRRT @ 28 and 90 days

CONTRAST NEPHROPATHY

Marenzi, G. et al (2003) “The prevention of radiocontrast-agent induced nephropathy y hemofiltration” N Engl J Med 349:1333-1340

- RCT

- n = 114

- inclusion criteria: chronic renal failure undergoing coronary angiograms

- normal saline hydration VS haemofiltration (pre and post procedure)

-> patients do better if have haemofiltration

-> reduction in mortality (in hospital and at 1 year)

Marenzi, G. et al (2006) – Am J Med 119:155-162

- pre and post exposure haemofiltration VS only post exposure haemofiltration

-> pre and post exposure group did better

-> elective planned haemofiltration should be considered in high risk patients undergoing large contrast exposure
Merten, G.J., et al (2004) “Prevention of contrast-induced nephropathy with sodium bicarbonate: a randomised controlled trial” JAMA 291:2328-2334

- RCT

- single centre

- n = 119

- pre and post infusions of normal saline VS sodium bicarbonate

-> significant reduction in nephropathy with bicarbonate (25%)
Solomon, R. et al (1994) “Effects of saline, mannitol and furosemide to prevent acute decreases in renal function by radiocontrast agents” N Engl J Med 331:1416-1420

- RCT

- n = 78

- CRF patients undergoing coronary angiography

-  0.45% saline VS 0.45% saline + mannitol VS 0.45% saline + frusemide

- outcome in terms of increase in creatinine

-> best = saline alone

-> worst = saline + frusemide
Tepel, M. et al “Prevention of radiographic-contrast agent induced reductions in renal function by acetylcysteine” N Engl J Med 343:210-212

- RCT

- n = 83

- chronic renal insufficiency + N-acetylcysteine and 0.45% saline before and after contrast VS fluid alone
-> significant reduction in creatinine in N-acetylcysteine group
-> further studies have not been so positive

-> on systematic review there appears a trend to benefit

Jeremy Fernando (2011)

