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CRRT has important limitations

e It is expensive

e The patient has to stay in bed

 Anticoagulation is often
required 24 hrs/day

e It is labour intensive (filter
changes/alarms/24 supervision)

Let’s face it: Conventional IHD has
limitations too (if you do it badly)

« More hemodyamic instability?
» Failure to steadily control uremia
* Fluctuations in acid-base control

e Fluctuations in controlling fluid
balance




The ideal solution is better
IHD - It is called SLEDD

SLEDD: Slow Low Efficiency Daily
Dialysis

Apply IHD at an intermediate level of
intensity

Apply it for 8-12 hours

Apply it every day

e Remove 200-300 ml/hr slowly

Why SLEDD

* Removes problems of solute, fluid
and acid-base control

e Hemodynamic stability

+ Patient can get out of bed one
SLEDD session is complete

e Less labour intensive over the 24-
hour cycle

e Cheaper than CRRT

SLEDD Machine




Tap Water | H D

R.O.

Waste = Qdf+ UF

Qdf =500 mls/min
Qbf =~ 300 mls/min
Apply for 3 hours

Tapwater SLEDD Qdf = 200 mls/min

R.O.

Waste = Qdf+ UF

Qbf =~ 150 mls/min
Apply for 6-8 hrs

Do you want convection?
On — line water for RRT

= Long established use in IHD
= Cheaper than commercial fluids
= Higher volumes in SLED(D)f & EDDf

easily

= Safety and requirements for IV

replacement
= Regulatory controls
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Comparative randomized
controlled study over 3 days
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Cardiovascular — first day pre - post
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Circuits
Fluids only

COSt No machine purchase

No maintenance

Daily Fluids and Circuit costs for EDDf
(20 days) and CRRT (22 days)
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A recent randomized controlled trial
All patients with multiorgan failure
Almost all on vasopressors

Continuous venovenous haemodiafiltration versus
intermittent haemodialysis for acute renal failure in patients
with multiple-organ dysfunction syndrome: a multicentre
randomised trial
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IHD was really
low grade SLEDD

on average - some got IHD when better

Most got SLEDD when sick

Intermittent
haemadialysis

Continuous
Venovenous
haemediafiltration

V
Duration of sessions (h)  C———> 5-2(5-1-53)

d flow {ml per min) 278 (775-281)

continuous
146 (145-147)

CRRT makes no difference even when compared to

Low-grade SLEDD equivalent
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Figure 2: Estimation of survival rate according to treatment group
HD= intermittent haemadialysis, CVYDHF=continuous venovenous

haemodiafiltration.

SLEDD

« High level of safety and clinical efficacy

 Excellent and CRRT equivalent solute/acid-base control

« Excellent fluid control with hemodynamic stability

* Much cheaper

* All with bicarbonate as buffer

» Ergonomic advantages for nursing
« Patient mobility

* No need for prolonged anticoagulation




You do not need CRRT to go to work....and help patients

It is expensive and dangerous

SLEDD will do...........




