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Comparative Efficacy of Priming Options for an Infant on Prolonged Continuous Renal Replacement Therapy (CRRT)
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CRRT provides life-sustaining treatment for critically ill infants with technical limitations of requiring an extracorporeal circuit that may exceed 20% of the blood volume. Consequently, the circuit requires priming with blood products and/or albumin at the initiation of each new CRRT system exposing the infant to risks inherent in multiple transfusions as well as the “bradykinin release syndrome”. It is recommended that the CRRT system be electively replaced every 72 hours and whenever it clots. We report our experience with a 6 kg infant who received a multivisceral transplant for liver and intestinal failure due to microvillous inclusion disease. Post-operatively, she suffered prolonged oligo-anuria requiring CRRT for 36 days which is on-going at the time of this report. The PRISMA® M60 with the AN69 membrane was used to deliver continuous veno-venous hemodiafiltration (CVVHDF) with Prismasate® solutions for replacement and dialysate. Heparin was used for anticoagulation at a rate of 10-25 units/kg/hour. Three types of prime were used: 1) 5% albumin (5%Alb) with packed red blood cells (PRBC)(10 ml/kg) pushed separately; 2)Naturalized blood (nBlood): 100 ml 5%Alb+100 ml PRBC+Heparin 200 units-recirculated for 15 minutes on CVVHD; 3)Elective circuit exchange of blood from the old circuit to the new circuit (EE-CRRT). Average lifetime of the circuit was 60±23 hours and was not different between the priming options. Profound hypotension and cardiac arrest occurred on one occasion with 5%Alb. Thereafter, only nBlood was used when elective exchange could not be used. EE-CRRT was preferred because no hypotension occurred during the exchange and no blood transfusions were required.  
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