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Background

• Some of the subtler points regarding the optimal 
strategy in RRT in critical illness remain unclear.

• In a study of 425 patients, Ronco et al1. reported a 
decrease in mortality from 59 to 43% when the 
prescribed effluent flow was increased from 20ml/ 
kilogram/hour to 35 or 45ml/kilogram/hour.

• Saudan et al.2 found similarly in 206 patients.

• Other single centre RCTs3,4 have failed to replicate 
this.



Study Design

• Prospective, randomized, parallel-group trial 
conducted in 35 ICUs across Australia.

• Patients requiring RRT randomised to 
continuous haemodiafiltration with effluent 
flow either 25ml/kg/hr (low intensity) vs. 
40ml/kg/hr (high intensity).

• Primary endpoint was survival at 90 days.



Eligibility
• Critically ill (as defined by clinician)
• 18 years of age or older
• Have acute kidney injury 
• Deemed by the treating clinician to require RRT.

• Must also meet at least one of the following criteria:
– oliguria (urine output <100 ml in a 6-hour period) unresponsive to fluid
– a serum potassium >6.5 mmol per litre
– severe acidemia (pH <7.2)
– urea >25 mmol per litre
– serum creatinine >300 μmol per litre 
– presence of clinically significant organ edema (e.g.,pulmonary edema).

• Excluded patients receiving RRT for end stage renal disease or those who 
had received it earlier in the same hospital admission.



Progress of study



Primary endpoint results



Secondary endpoint results



Paper strengths

• Multicentre prospective RCT answering a 
relevant clinical question.

• Well powered

• Predefined subgroups and methodology 
published before results

• Only one primary endpoint



Paper weaknesses

• Clinician discretion regarding what constitutes 
“critically ill” and “requires RRT” may be 
regarded by some as not being well defined.

• Multiple secondary endpoints (but all negative 
barring more hypophosphataemia in high 
intensity group, 65% vs. 54%).

• Inability to effectively blind observers – note 
treatment limitations same in both groups.



Questions


