2 OUVEXEID TWV TIPOTAcEWY NG ETaipiag Baxter yia 1a SiahUpara
QIPOKGBapang, oag emouvdTTw Ta TeAeuTaia KDIGO pe avagopd ata
SlahUpara alpodingrong — aipodiadiiBnong o acBeveic ye ONA amd
v International Society of Nephrology.

Otrwe Ba Beite TpoTeiveTan n Xprion Twy SITTaVOPAKIKWY EVOVTI TWV
YOAGKTIKWY WG pUBUIOTIKGG TrapdyovTag Twy SiaAupdrwy atnv ONA kai ei8ikd
OTIG TIEQITITWOEIG NTTATIKAG aveTrapkelag kal 1 yahakmikic oféwonc. Téloc
TapaBETEl SIGQOPES PEAETEG TIOU CITIoAOYOUY QUTES TIC KATEUBUVTHPIES
odnyieg.

ST e

5.7.1:We .suggest using bicarb:

as a buffer in dialysate and replacement fluid for
RRT in patients with AKI.

5.7.2:We recommend using Gicarbonate

lactate, as a buffer in dialysate and replacement
fluid for RRT in patients with AK| and circulatory

shock.

EmcuvamTeTal TO OXETIKO KEQAAAID.
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Chapter 5.7: Buffer solutions for renal replacement
therapy in patients with AKI

One goal of CRRT iz o maintain notmal or near-notmal
acid-base balance, thus preventing detrimental cffects of
acidosiz on  cardiovazcular performance and hovmonal
response. Optlons for correction of metabolic  addosis
include the use of acctate-, lactate-, and bicarbonate-
containing replacement solutions or dialysate. Some centers
use citrate anticoagulation, and the citrate lvad provides an
adequate supply of anionic base to ceniral metabolic

acidosis. Dizlysate solutions for THD are produced on-line .

by the dialysis machine, by mixing specially  treated
municipal water with electrolyies, Dialysate or replacement
solutions for CRRT are produced commercially or locatly in
hospital plamnacies.
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Table 23 | Microhiological guality standards of diffarent regulatory agencies

Ans-lmmmsﬁm‘

ERA-EDTA guidelins; ™

<100 (actlon level at
Endotoxin (EUfml) <05

: AR T
Bacteria (CFLYmi

Endnmxlnfih’ml]

Undateciable

AAML, Assoclatian for the Adwancement of Madical Instrumentation; ANSE, Afnesica

s7d: We recommend that dialysis Buidz and replacement
fluids in paticots with AKI, at a minimwn, comgply
with American Asseciation of Medical Instrumen-
tation {AAMI) standards reparding contamination
with bacteria and endotoxins. (1B}

RATIONALE

Replacement fluids for HF or [IDF are infused directly into
the patient’s circulation and should be sterile. A potential
major step forvand in acute RRT, reducing the costs and the
need for storage of fluids, is the ondine production of
replacernent fluids, which is achieved by passing water and/or
dialysate through two or three ultrafilters before being
infused. "™ On-line production of replacement fluids has
not yet been approved by the FDA or by some regulatory
authorities in Europe,

Conventional IHD uses nonsterile dialysate, as there is no
direct contact between blood and dialysate. However, with the
use of high-permeability membranes, the lower blood side
pressures at the end of the dialyzer filter may allow back-
filtration of dialysate to the blood,™ raising the possibility of
endotoxin or other contaminani exposure. Two  studies
confirmed microbial contamination of {locally preparcd and

Tz

n Mational Sandands Insthute; CAY, colony-forming units; ERA-FOTA, kurapaan Rvun.-';
Assuciation —Evwapean Dialysis and Traisplant Assseclatiang EU, endakoss wndts: 150, nternadonal Orgunlzation for Standardizatian,

commercial) fluids and circuitry during CRRT.™*™ Dialysate
tor CRRT should preferably be ultrapure, and should ar least
comply with quality standards for dialysis water and clialysis
fluids that may differ worldwide {Table 23) 72

Finally, an international quality standard for dialysis finid
is in preparation by the International Society for Standardi-
sation. Untll international standards are in place, we
recommend that dialysis fluids and replacement fluids in
patients with AKL at a minimum, comply with AAR]I
standards for bacteria and endotoxing. When local standands
exceed AAMI standards, local standards should be followed
(Table 23},

RESEARCH HECOMMENDATION
» Further studies are required to explore the impact of on-
line preparation of replacement fluid for HOF on clinies)
outcomes (incidence of sepsis, renal recovery, mortality)

in AK! patients requiring RR1.

SUPPLEMEMTARY MATERIAL
Supplementary Tobfe 36: Summary table of RCTs ovs mining the effect
af bicarbonate vs. lactate as buffer for QWM replacement fluld on

acldosis in AKL
Supplementary matedial s linked to the online version of the papey a1
hl:tp.'..".-‘vn'l.'w.kd|gl'.'r.l;rrgFcﬁn1'l:ai,_p'raﬂkﬂ_guideflnesf.ﬁlﬂ.php
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