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GENERAL INFORMATION 

LANGUAGE The official language is English.    

VENUE The course will be held at the Convention Center of IEG, 
Viale dell’Oreficeria,  Vicenza (Italy), in June 12th - 14th, 2018. 

REGISTRATION The registration fee includes: congress kit, entry to 
all scientific sessions and Exhibition/Poster area, a copy of the final 
program, refreshment breaks in the catering area, invitation to the 
Opening Ceremony on Tuesday June 12th, 2018. The registration 
fees are the following per participant plus € 20,00 for fixed charges:  

CANCELLATION POLICY SPECIAL REGISTRATION No refunds for can-
cellation and name change. EARLY BIRD REGISTRATION No refunds 
for cancellation and name change. STANDARD REGISTRATION 50% 
of the registration fee will be refunded for cancellation. LATE REGI-
STRATION No refunds for cancellation and name change. All the 
requests must be submitted by e-mail to info@irriv.com 

INDUSTRY EXHIBITION The Course will host an Industry Exhibition 
including the latest technology, equipment and products. To discuss 
sponsorship opportunities and arrangement of symposia, please 
contact the Course Secretariat at info@irriv.com. 

The exhibition will be open from June 12th to June 14th, 2018 during 
the congress opening hours. 

UEMS/EACCME | ECM | MEDTECH ACCREDITATION   An application 
has been made to the EACCME® for CME accreditation, to the Italian 
Ministry of Health (ECM) through the Continuous Medical Education 
program and to MEDTECH Committee 

 

  

  

BEST ABSTRACT AWARD CONTEST   

Send an Acute Kidney Injury or Critical Care Nephrology abstract 
by April 30th, 2018 to participate to the contest:                                 

the winner will receive € 1.000 and he/she will shoot a 
"Cappuccino with Claudio Ronco".   

       For details please visit  www.irriv.com 

Italian Exhibition Group | Convention Center 

Fiera di Vicenza  

Vicenza, Italy 
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WELCOME LETTER 

Welcome to the 36
th
 edition of the International Vicenza 

Course on Acute Kidney Injury and Continuous Renal Replace-

ment Therapies.  

36 years, what a long journey. We started with the idea of 

offering an updated course on the most important advances 

in the area of nephrology, critical care, cardiology and cardiac 

surgery. The course stands in perfect shape maintaining the 

same mission and its multidisciplinary nature. For this reason, 

the faculty is composed of more than 50 experts in the field 

coming from different disciplines and representing the top 

scientists and investigators of current literature. The 2018 

edition will be a totally new edition of the Vicenza Course.  

Brand new congress areas. 

Brand new exhibition hall.  

Brand new course structure. 

The Course will host an AKI path and a CRRT path that will be 

held simultaneously. 

A series of lectures and panel discussions will be delivered 

during the days of the course. Our task is to put together 

specialists from different disciplines in a single scientific event 

with a multidisciplinary approach to the critically ill patient 

with acute kidney injury and multiple organ dysfunction.  

Do not miss the opportunity to discuss with your peers and 

the most experienced colleagues and experts the recent ad-

vances and the basic information in critical care nephrology. 

For 36 years we have been your partner in education and 

science. Please continue to support us in our effort for a bet-

ter patient care. 

Companies and Members from the industry of the field are 

invited to join the event reserving booth and spaces in the 

exhibition area. 

SPECIAL 

REGISTRATION 

  

Special rate for:                                     

- 30 years old or younger                             

(Born after January 1st, 1988)                                

-  ex Vicenza/Irrivian Fellows               

This registration is possible only by sending an 

 € 300            

Tax included 

  

 

 EARLY BIRD  

REGISTRATION 

  

Until February 28th, 2018                      

(online only)                                               

Please note that with this registration it will 

not be possible to change name or cancellation 

after submission. Please note that the packag-

es must be payed only by bank transfer 

1 x € 450        

Tax included 

10 x €400   

Tax included 

 STANDARD 

REGISTRATION 

  

From March 1st until April 30th, 2018  

(online only)    

Please note that the packages must be payed 

only by bank transfer 

1 x € 600           

Tax included 

10 x € 550  

Tax included 

 LATE 

REGISTRATION 

  

From May 1st until June 8th,  2018                                                                   

(online only)                                              

Please note that the packages must be payed 

only by bank transfer 

 1 x € 700   

Tax included 

 10 x € 650 

Tax included 

 ON SITE 

REGISTRATION 

  From June 12th, 2018                         

(credit card only)  

 € 800              

Tax included 
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GENERAL INFORMATION 

LANGUAGE The official language is English.    

VENUE The course will be held at ViCC Vicenza Convention Centre, 
Viale dell’Oreficeria,  Vicenza (Italy), in May 28th - 30th, 2019. 

REGISTRATION The registration fee includes: congress kit, entry to 
all scientific sessions and Exhibition/Poster area, a copy of the final 
program, refreshment breaks in the catering area, invitation to the 
Opening Ceremony on Tuesday May 28th, 2019. The registration fees 
are the following per participant plus € 20,00 for fixed charges:  

CANCELLATION POLICY SPECIAL REGISTRATION No refunds for can-
cellation and name change. EARLY BIRD REGISTRATION No refunds 
for cancellation and name change. STANDARD REGISTRATION 50% 
of the registration fee will be refunded for cancellation. LATE REGI-
STRATION 50% of the registration fee will be refunded for cancella-
tion. All the requests must be submitted by e-mail to info@irriv.com 

INDUSTRY EXHIBITION The Course will host an Industry Exhibition 
including the latest technology, equipment and products. To discuss 
sponsorship opportunities and arrangement of symposia, please 
contact the Course Secretariat at info@irriv.com. The exhibition will 
be open from May 28th to June 30th, 2019 during the congress ope-
ning hours. 

ECM | UEMS/EACCME | SVC| MEDTECH ACCREDITATION   An ap-
plication has been made to the EACCME® for CME accreditation, to 
the Italian Ministry of Health (ECM) through the Continuous Medical 
Education program, to Sistema Valutazione Conferenze and to MED-
TECH Committee fo this event. 

BEST ABSTRACT AWARD CONTEST   

Send an Acute Kidney Injury or Critical Care Nephrology abstract 
by April 30th, 2019 to participate to the contest:                                 

the winner will receive € 1.000  

       For details please visit  www.irriv.com 

ViCC Vicenza Convention Centre 

Fiera di Vicenza  

Vicenza - Italy 
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with ADQI XXIII conference 
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SPECIAL 

REGISTRATION 

  

Special rate for:                                     

- 30 years old or younger                             

(Born after January 1st, 1989)                                

-  ex Vicenza/Irrivian Fellows               

This registration is possible only by sending an 

ID card.  

 € 300            

Tax included 

  

 

 EARLY BIRD  

REGISTRATION 

  

Until March 15th, 2019                       

Please note that with this registration it will 

not be possible to change name or cancellation 

after submission. Please note that the packag-

es must be payed only by bank transfer 

1 x € 450        

Tax included 

10 x €400   

Tax included 

 STANDARD 

REGISTRATION 

  

From March 16th until April 30th, 2019  

Please note that the packages must be payed 

only by bank transfer 

1 x € 600           

Tax included 

10 x € 550  

Tax included 

 LATE 

REGISTRATION 

  

From May 1st until May 24th,  2019                                                                    

Please note that the packages must be payed 

only by bank transfer 

 1 x € 700   

Tax included 

 10 x € 650 

Tax included 

 ON SITE 

REGISTRATION 

  From May 28th, 2019                         

(credit card only)  

 € 800              

Tax included 

Welcome to the 37th edition of the International Vicenza Course on 

Acute Kidney Injury and Continuous Renal Replacement Therapies. 

 

37 years, what a long journey. We started with the idea of offering 

an updated course on the most important advances in the area of 

nephrology, critical care, cardiology and cardiac surgery. The course 

stands in perfect shape maintaining the same mission and its multi-

disciplinary nature. For this reason, the faculty is composed of more 

than 50 experts in the field coming from different disciplines and 

representing the top scientists and investigators of current literature.  

 

The Course will host an AKI path and a CRRT path that will be held 

simultaneously. A series of lectures and panel discussions will be 

delivered during the days of the course. Our task is to put together 

specialists from different disciplines in a single scientific event with a 

multidisciplinary approach to the critically ill patient with acute kid-

ney injury and multiple organ dysfunction. 

 

Do not miss the opportunity to discuss with your peers and the most 

experienced colleagues and experts the recent advances and the 

basic information in critical care nephrology. For 37 years we have 

been your partner in education and science. Please continue to sup-

port us in our effort for a better patient care. 

 

Companies and Members from the industry of the field are invited to 

join the event reserving booth and spaces in the exhibition area. 

 

                                                                                                                                                                                                                                                                                                                                                                                                                            

                                                                                                                                                     Dr. Prof. Claudio Ronco 
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WHAT’S NEW IN INTENSIVE CARE

The 10 false beliefs in adult critical care 
nephrology
Zaccaria Ricci1* , Stefano Romagnoli2 and Claudio Ronco3,4

© 2017 Springer-Verlag GmbH Germany, part of Springer Nature and ESICM

1. Acute tubular necrosis is the main 
histopathologic finding in AKI
Acute tubular necrosis (ATN), a histological pattern 

observed after ischemic insult , is considered the most 

frequent cause of any form of acute kidney injury (AKI) 

despite the absence of extensive histological data. T is 

belief derives from previous observations of ATN in 

biopsies of trauma patients. ATN is, however, uncom-

mon in AKI (Fig. 1) and it does not accurately reflect the 

morphological changes during prolonged warm ischemia 

followed by reperfusion [1]. In the majority of cases, AKI 

in the critically ill patient is a complication of sepsis and 

major surgery. In such cases, ATN is uncommon (limited 

and sparse) and other pathophysiological non-ischemic 

mechanisms are involved as suggested by a lot of experi-

mental data [2].

2. Decreased renal blood flow is the leading cause 
of AKI during sepsis
Renal hypoperfusion is considered one of the leading 

causes of AKI in sepsis via a mechanism of renal hypoxia 

but, although renal blood flow (RBF) is difficult to investi-

gate in humans [3], data from animal models of hyperdy-

namic sepsis have shown that AKI occurs in the context 

of increased RBF and a reduction of renal conductance 

(renal vasodilatation) [4]. Available data in human sepsis 

are limited and often unreliable and, in many cases, RBF 

during sepsis does not correlate with renal function [5]. 

T e increased RBF during hyperdynamic sepsis matches 

well with the paucity of ATN in septic AKI. In addi-

tion, microcirculatory dysfunction, including convec-

tive shunting of oxygen and decrease in capillary density, 

and filtration of inflammatory mediators (cytokines, 

chemokines, complement fragments) which may exert 

toxic effects on tubular cells, may contribute to renal dys-

function even in case of increased RBF [6].

3. Fluid challenge is always recommended 
in patients with oliguria
Fluids are commonly administered to ICU patients to 

improve hypotension, hypoperfusion, and oliguria in 

the process of hemodynamic optimization. Renal failure 

secondary to factors compromising renal perfusion was 

previously identified as pre-renal AKI, which today has 

to be considered a significantly flawed pathophysiologic 

concept [7]. In fact, renal hypoperfusion can be second-

ary to decreased renal arterial flow due to inadequate 

cardiac preload (i.e., hypovolemia) or to impairment of 

cardiac function (i.e., heart failure, HF). T ese two con-

ditions, characterized by poor renal perfusion (and then 

theoretically “pre-renal” by definition) differ by a crucial 

point: one is fluid responsive [increase of cardiac out-

put after fluid loading, for which central venous pressure 

(CVP) is a poor predictor] while the other is not. On the 

contrary, fluids administered in conditions where the 

CVP is increased, such as diastolic heart failure or right 

ventricular failure, are likely to compromise renal func-

tion through systemic venous congestion (congestive 

kidney failure). When congestion is present, fluid loading 

and positive fluid balance are predictors of kidney dys-

function compromising the transrenal pressure gradient 

[8]. T us, treatment should be adjusted to individual con-

ditions prior to start fluid administration and CVP may 

help the clinician to suspect the venous contribution to 

AKI. A fluid bolus should not represent the single “one 

size fits all” response to AKI.

*Correspondence:  zaccaria.ricci@gmail.com 
1 Department of Cardiology and Cardiac Surgery, Pediatric Cardiac 

Intensive Care Unit, Bambino Gesù Children’s Hospital, IRCCS, Piazza 

Sant’Onofrio, 4, 00165 Rome, Italy

Full author information is available at the end of the ar ticle

Author's personal copy

Intensive Care Med 2017



1. Decreased RBF is the leading cause of septic AKI
2. Colloids are useful to restore intravascular oncotic pressure
3. Diuretics cause AKI
4. Pre-renal AKI can be always treated by fluid loading
5. Antibiotic dosing should be always reduced during CRRT
6. Anticoagulation of CRRT circuit is not needed during ECMO
7. CRRT Blood flow rate causes hypotension
8. Negative RCTs are not useful
9. Studies on children are NOT useful… on adult patients
10. We like the idea of removing «renal» from all CCN 

acronyms

FALSE BELIEFS….



1. A decreased RBF is the leading cause of septic AKI

Sepsis-induced acute kidney injury: A disease of the microcirculation. Ma et al. MICROCIRC 2019 



SEPTIC AKI

Post, KI 2017

Sepsis-induced acute kidney injury: A disease of the microcirculation. Ma et al. MICROCIRC 2019 





• Intravenous fluid administration is one of the most common interventions in acute and 
critical care medicine, but much of the physiological theory on which practice has been 
based is flawed. 

• Intravenous fluids were established in clinical practice and licensed for use without 
robust investigation of their efficacy or safety, although large, high-quality, investigator-
initiated trials have now provided such data. 

• Crystalloid fluids should be used for first-line therapy; in most patients, buffered salt 
solutions seem to offer benefits over normal saline. 

• Albumin administration might be beneficial in patients with sepsis, cirrhosis or 
infections, but is contraindicated in patients with acute traumatic brain injury. 

• Synthetic colloids, notably hydroxyethyl starch and gelatins, should not be used 
owing to their unacceptable safety profiles and lack of proven benefits over 
crystalloids.

2. Colloids are useful to restore intravascular oncotic
pressure

Finfer, Myburgh, Bellomo, Nat Rev Neph 2018



The use of plasma or plasma substitutes to achieve a sustained supranormal
plasma volume or to reduce tissue oedema is not rational. Woodcock, BJA 2012

Vascular
lumen

Vascular
lumen

Finfer, Myburgh, Bellomo, Nat Rev Neph 2018

INTRAVASCULAR EXPANSION RATIO
colloids versus crystalloids

3:1

INTRAVASCULAR EXPANSION RATIO
colloids versus crystalloids

1.4:1



DRUG RBF (%CO) GFR TUBULAR 
Na REABS

Urine flow DO2 O2Ex

furosemide = =

3. Diuretics cause AKI



ICM 2019

1. It does not cause AKI
2. Furosemide and fluids together do not 

prevent AKI in high-risk patients
3. It is not contraindicated in AKI
4. It does not kick-start kidney function
5. It may work better if given together 

with albumin
6. Infusion is probably not more effective 

than boluses
7. It does not prevent renal replacement

therapy
8. It does not help to wean anuric

patients from RRT 
9. Furosemide-induced diuresis after AKI 

implies full renal recovery. 
10. It should not be stopped if serum 

creatinine is increasing: consider 
“pseudo worsening renal function” 



4. Pre-renal AKI can be always treated by fluid loading

 The concept of «pre-renal» AKI is unfortunately
very diffused

 It generally implies some renal dysfunction due to 
reduced renal perfusion

 It portends a form of somehow mild and transient
oliguria

 Such implication frequently induces to associate 
«pre-renal» AKI with the need for volemia 
optimization (fluids)



Hence included into pre-renal AKI are:
-Cholera
-Bleeding
-Renal artery clamping or renal ischemia during
vascular procedures
-Low ejection fraction
-Pulmonary Hypertension with Right Ventr failure
and Tric Insuff
-Vasoplegia
-Sepsis

4. Pre-renal AKI canNOT be always treated by fluid
loading

Ronco C, Bellomo R, Kellum JA (eds): Acute Kidney Injury.

Contrib Nephrol. Basel, Karger, 2007, vol 156, pp 1–9

Pre-Renal Azotemia: A Flawed Paradigm 
in Crit ically Ill Septic Patients?

Rinaldo Bellomoa, Sean Bagshawa, Christoph Langenberga, Claudio Roncob

aDepartment of Intensive Care, Austin Hospital, Melbour ne, Vic., Australia;
bDepartment of Nephrology, St. Bortolo Hospital, Vicenza, Italy

Abstract
The term pre-renal azotemia (or on occasion ‘pre-renal renal failure’) is frequently

used in textbooks and in the literature to indicate an acute syndrome characterized by the

presence of an increase in the blood concentration of nitrogen waste products (urea and cre-

atinine). This syndrome is assumed to be due to loss of glomerular filtration rate but is not

considered to be associated with histopathological renal injury. Thus, the term is used to dif-

ferentiate ‘functional’ from ‘structural’ acute kidney injury (AKI) where structural renal

injury is taken to indicate the presence of so-called acute tubular necrosis (ATN). This para-

digm is well entrenched in nephrology and medicine. However, growing evidence from

experimental animal models, systematic analysis of the human and experimental literature

shows that this paradigm is not sustained by sufficient evidence when applied to the syn-

drome of septic AKI, especially in critically ill patients. In such patients, several assumptions

associated with the ‘pre-renal azotemia paradigm’ are violated. In particular, there is no evi-

dence that ATN is the histopathological substrate of septic AKI, there is no evidence that

urine tests can discriminate ‘functional’ from ‘structural’ AKI, there is no evidence that any

proposed differentiation leads or should lead to different treatments, and there is no evidence

that relevant experimentation can resolve these uncertainties. Given that septic AKI of criti-

cal illness now accounts for close to 50% of cases of severe AKI in developed countries,

these observations call into question the validity and usefulness of the ‘pre-renal azotemia

paradigm’ in AKI in general.

Copyright © 2007 S. Karger AG, Basel

Introduction

Acute renal failure or, to use the more recent term, acute kidney injury

(AKI) is a common syndrome in hospitals [1] and intensive care units [2]. It is

Critical Care Nephrology Issues
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Starling Curve: fluid responsiveness
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Balogh Z et al. Lancet 2014; 384: 1466–75

Renal Compartment Syndrome (post-renal AKI)

Renal dysfunction 
presents as oliguria 

progressing to anuria, 
despite increases of fluid 

administration



TRANSIENT AKI (it does not exclude harm)
PERSISTENT AKI 

-FUNCTIONAL AKI
-DAMAGE AKI



2015

5. Antibiotic dosing should be always reduced during CRRT



DRUG
Renal
excret

Free fract (%)
Vd

(L Kg-1)

MW 
(Da)

SC RRT Removal

Amikacine 95% >95% 0.22 586 0.95 S

Amphotericin B 5-10% 10% 4 926 0.35 N

Cefepime 85% 84% 0.3 481 0.72 S

Ceftazidime 60-85% 83% 0.28-0.40 547 0.90 S

Ceftriaxone 30-65% 10% 0.12-0.18 553 0.20
<< other beta-

lactams

Ciprofloxacine 50-70% 60-80% 2.5 331 0.70 S

Fluconazole 70% 88% 0.70 306 0.88 

Gentamicin 95% >95% 0.23 478 0.81 S

Imipenem/Cilast 20-70 / 60% 79-87% / 56%
0.22 / 
0.24

317/38
0

0.90/0.7
5

S

Meropenem 65% 98% 0.35 437 1.0 S

Piperacillin/

Tazobactam
75-90 / 65% 70% / 78%

0.25 / 
0.21

540/32
2

0.82
S (Piperacillina > 

Tazob.)

Teicoplanin 40-60% 10-40% 0.5-1.2 1885 0.05 low

Vancomicin 90-100% 50-90% 0.47-1.1 1448
0.70-
0.80

S

PK, SC and drug removal during CRRT



CCM 2012

•Wide variability in trough concentrations: 6.7-fold for 
meropenem, 3.8-fold for piperacillin, 10.5-fold for 
tazobactam, 1.9-fold for vancomycin, and 3.9-fold for 
ciprofloxacin.

•Overall, 15% of dosing intervals did not meet 
predetermined minimum therapeutic target 
concentrations, 40% did not achieve the higher target 
concentration, and, during 10% of dosing intervals, 
antibiotic concentrations were excessive.



CEFTOLOZANE

TAZOBACTAM

After 4° dose



….in ECMO the condition is even worse

• Critically ill patients PK is “normally” altered and quickly
changing: renal function, volume of distribution, 
inflammation, EXTRACORPOREAL CIRCUITS.

• In patients undergoing ECMO and CRRT it is possible that
volume of distribution of ABT is increased in patients
undergoing ECMO (with or without CRRT) and consequently
high initial antibiotic doses might be needed.

• On the other hand, clearance is usually low, correlated with 
CRRT and with creatinine clearance, so subsequent doses
had to be adjusted.

o Antibiotic, Sedative and Analgesic Pharmacokinetics during Extracorporeal Membrane Oxygenation study investigators
o Shekar, CC 2014: The combined effects of extracorporeal membrane oxygenation and renal replacement therapy on 

meropenem pharmacokinetics: a matched cohort study
o Goncales-Pereira, CC 2014: Antibiotics and extracorporeal circulation – one size does not fit all



5. Antibiotic dosing might be adjusted during CRRT

1.Therapeutic drug dosing is a mandatory
requirement for the future

2.ABT adjustments should consider the renal dose, 
the utilized membrane, Vd of the patient

3.Side effects should be included in this process
4.Probably ABT dose should be rarely reduced, 

sometimes increased, tendentially left
unchanged



6. Anticoagulation of CRRT circuit is not needed during ECMO

….” we strongly argue against the combined use of ECMO and CRRT within a single 
circuit. … A separate CRRT device can perfectly run under a proper dedicated
anticoagulation therapy (for example, regional citrate). 
This permits avoidance of ECMO-induced” effects such as “ anticoagulant dilution, 
resulting in less thrombotic events,“ and “shear stress, activation of the clotting
cascade and release noxious cytokines, which exposes patients to the potential life-
threatening effects of hemolysis, disseminated intravascular coagulation and enhanced
systemic inflammation”



Husain-Syed, ICM 2018
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NO ANTICOAGULATION IS REASONABLE IN SELECTED 
CASES

It is not necessary to use full heparin anticoagulation every
time the clinicians are concerned about the bleeding risks

• After major surgery and/or epidural cath  no anticoagulation for the
first 24-48 hours (or citrate) maybe a safer option

• When another extracorporeal treatment is running (i.e. ECMO)  no
additional anticoagulation should be considered

• Patients already receiving “full” anticoagulation for other reasons (i.e
warfarin or LMWH for mechanical prosthetic valves)

• A filter life 20-24 hours can be considered a benchmark of adequate
patency: if such average duration of a circuit is possible without the
administration of any anticoagulation, then the treatment duration can
be considered adequate

Kellum JA, Bellomo R, Ronco C - 2015



LESS…. ANTICOAGULATION

HEPARIN DOSING GUIDE 

Heparin 
infusion rate

INR aPTT Platelets

10 IU/Kg/h < 1.5 < 40 s > 150,000 / mL

5 IU/Kg/h >1.5 but < 2.5 > 40 s but < 60 s < 150,000 / mL
> 75,000 / mL

No 
anticoagulation

> 2.5 > 60 s < 75,000 mL

Kellum JA, Bellomo R, Ronco C - 2015



ASAIO 2019

• 48 patients CRRT during

vv-ECMO in the study

period. 

• CRRT circuit clotting was

11% in the 22 RCA + 

UFH group vs. 38% in the 

15 UFH group (p < 

0.001). -11 received both

and were exclud-

• No complication with 

citrate anticoagulation

-Clotting: increase of  

pressure across the filter (e.g. 

pressure drop > 150 mmHg) 

or presence of  visible clots

that required circuit

replacement to continue 

CRRT treatment

-Unscheduled change: before

72 hours uninterrupted

CRRT 



7. Blood flow rates cause hypotension

FALSE!
WHEN THE TREATMENT IS STARTED THE SAME 

AMOUNT OF BLOOW THAT IS WITHDRAWN FROM THE 
VEIN IS ALSO REINFUSED (IN THE SAME VEIN)

VENOUS RETURN IS NOT AFFECTED AT STEADY STATE
(OTHERWISE V-V ECMO WOULD ALWAYS IMPLY A 

CATASTROPHIC HEMODYNAMIC INSTABILITY)



7. Blood flow rates cause hypotension

Priming the extracorporeal circuit with patient’s blood
without reinfusing the priming solution causes a 
relative hypovolemia. 

Net ultrafiltration rate exceeding the rate of 
intravascular refilling leads to hypovolemia

 Vasoactive drugs dilution/removal during ET may
decrease serum concentration and therapeutic effect. 

Sudden decrease in blood osmolality during
intermittent hemodialysis (disequilibrium syndrome)  
has been shown to be a risk factor for hemodynamic
worsening. 



8. Negative RCTs are not useful

AKIKI Study Group

 

© 2018 American Medical Association. All rights reserved. 

eFigure 1a  Probability of death for all participants 

Kaplan Meier curve truncated at 28 days stratified by PMX-HP and sham treatment. 

 

 

 

 

Abbreviations: PMX-HP, polymyxin B hemoperfusion 

P value obtained using log-rank test 

25
th

 percentile for reaching the event (death) for the PMX group was 6 [IQR 2,8] and for sham is 

6 [IQR 4,10] 
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8. Negative RCTs are fundamental

 RCTs are at the base of high level of evidence of modern medicine
 They are tough to organize and costly: their publication and diffusion should be unequivocally

endorsed
 Detractors of (negative) RCTs claim that randomized patients are too heterogenous and 

essentially wrong comparators: this might be true when wrong inclusion criteria are designed
 Also it is stated that most (positive) RCTs only provided evidence of a harmful action instead

of a beneficial treatment
 Precision medicine is delivered on the basis of the interpretation and integration of many

forms of evidence

1. All clinicians are attracted by the belief that their actions are important or even life-

saving. 

2. Also it is not easy to accept the idea that a plausible biological hypothesis (i.e. high 

dose CRRT) is not confirmed. 

3. Individual cases do not provide robust, unbiased information to guide other

clinicians under similar circumstances: outside of the obvious, clinicians cannot really
ever know whether their actions help or harm the patient or are irrelevant. 



Studies typically cited on adult meetings including children:

1) NGAL in pediatric cardiac surgery, Mishra J, the Lancet 2005

2) Children with MODS and CRRT, Goldstein S, KI 2005

3) FEAST trial, K Maitland, the NEJM 2011

4) AKI definition, KDIGO guidelines, KI 2012

5) Fluid overload and outcomes, Alobaidi R, pJAMA 2018

9. Studies on children are not useful on adult patients



Other settings where «peds» are certainly going to contribute
to the field

1) Renal Angina Index (Basu, Lancet Child Adolesc Health 2018)

2) ECMO and CRRT (Mallory, Selewsky, Profeta)

3) Follow-up of patients recevering from AKI (FRAIL-AKI)

9. Studies on children are useful on adult patients



10. We like the idea of removing the term
«renal» from all CCN acronyms

End Stage Renal Disease = End Stage Kidney Disease
Chronic Renal Failure = Chronic Kidney Disease
Acute Renal Failure = Acute Kidney Injury

Renal Replacement Therapy = Extracorporeal Kidney Support
Continuous Renal Replacement Therapy = Continuous Kidney
Replacement Therapy
Circuit Clotting = Artificial Kidney Failure

Noradrenaline = Norepinephrine
Renal Angina Index = Kidney Pain Score
RENAL Study = KIDNEY Trial



10. We do not like the idea of removing the term
«renal» from all CCN acronyms



…LESS FALSE BELIEFS
1. Alteration in intra-RBF may be on the reasons of septic AKI
2. Colloids do not restore intravascular oncotic pressure
3. Diuretics can be indicated in congestive AKI
4. Pre-renal AKI is a flawed paradigm
5. Antibiotic dosing should be adjusted (rarely reduced) 

during CRRT
6. Several options can be considered for anticoagulation of 

CRRT circuit during ECMO
7. CRRT Blood flow rates are not the causes of HIRRT
8. Negative RCTs are fundamental
9. Studies on children are VERY useful… for adult patients
10. We like the idea of leaving «renal» on all CCN acronyms


