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KopOTKUi 3MIiCT HOCTOHOB KAIHIYHOT
NPAKTUKU

1. BU3HQYeHHSI, enipeMioAorist i HACAIAKU

Hacranosa 1.1 — Jlopocai Ta aiti

Mu pexomMeHIyEMO BUKOPUCTOBYBaTHU CHUCTeMY «XBOpPOOU
HHUPOK: TTOKpalllaHHS CBiTOBUX pe3yabTariB JikyBaHHs» (Kidney
Disease: Improving Global Outcomes — KDIGO) mis miarHoc-
TUKW 1 BU3HAYEHHS CTalii roctporo ypaxeHHs Hupok (I'YH);
KpuTepii, 10 0a3yloThCd Ha BU3HAUYEHHI PiBHS KPEaTUHIHY B CU-
poBaTLi KPOBi, TOBUHHI 3aCTOCOBYBATUCS BiIIOBiIHO 10 MOTOY-
HOTO aJITOpUTMy OioxiMiuHOro aHamizy HaltioHanbHOI ciy>K0u
oxopoHu 310poB’st AHTIT (1B).

Mu BBaxaeMo, 1110, KOJUW MEPBUHHUI BUXIIHUN MTOKa3HUK
piBHSI KpeaTuHiHy cupoBaTKu KpoBi (SCr) HeBimomuii, MOXHa
3pOOUTH BUCHOBOK MPO HAsIBHICTh akTUBHOTO emizony ['YH, 1o
BUHUKAE B YMOBax BTOPMHHOI IOMIOMOTH, 32 pe3yJbTaTaMu I10-
BTOPHOTO (KOHTPOJIIO B IMHAMIIIi) TeCTYBaHHS KpeaTUHIHY KPOBi

Summary of clinical practice
guidelines

1. Definition, Epidemiology

and Oufcomes

Guideline 1.1 — Adults and Paediatrics

We recommend that the Kidney Disease: Impro-
ving Global Outcomes (KDIGO) system for the di-
agnosis and staging of AKI should be adopted; serum
creatinine-based criteria should be applied according
to the current NHS England biochemical detection
algorithm. (1B)

We suggest that, when the true, reference se-
rum creatinine (SCr) is uncertain, the presence
of an active episode of AKI occurring in secon-
dary care can be inferred from frequent SCr tes-
ting (e.g. at 12 and 24 hours after the index value).
(2D)
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(Hanpukiazg, yepe3 12 i 24 ronMHU MiC/IsI OTPUMAHHSI MEPIIOTrO
pe3ynbraTy KpeaTuHiHy KpoBi) (2D).

2. BusiBAeHHs nawieHTa 3 pusnkom po3sutky NYH
Hacranosa 2.1 — Jlopoci Ta aiTi (sIKI110 He BKa3aHO iHIIIe)
Mu peKoOMeHIyEMO:

— mamieHTiB i3 pusukom ['VH ciig Bu3HayaTy 3a HAOLIBIT
MOIIMPEHUMU (aKTOpaMy PU3UKY IS JAHOI TOIyJisiii abo,
SIKIIIO He iCHYE€ BU3HAYCHMX IS JAHOI ITOMYJIALii (pakTopiB pu-
31Ky, BCTAHOBIIOBATM Ha IIiACTaBi KJIIHIYHMX CITOCTEpPEXKeHb i
BU3HAUEHHS 3arajbHuX (akTopiB pu3uky npu ['YH; y mpomy
BUMAAKY BiAIIOBiIHI 3amo0iKHI 3aX0ayM MaloTh OyTH PO3Mouari
sikomora pasirie (1C);

— Malui€eHTaM, sKi MaloTh MiABUIIEHUI pU3UK po3BUTKY ['YH,
CJIiI peTeJlbHO KOHTPOJIIOBAaTU HasBHicTh po3BuTkKy I'VH, oco-
OJIMBO SIKIIIO BinOysacsl MOBTOPHA [isl HeraTMuBHOTro haktopa. He-
00XiTHO KOHTPOJIIOBATU BUIIJICHHS CeUi i MepeBipsSITH KpeaTUHiH
Yy CUpPOBATIIi KPOBi OAHS (U1 JOPOCIUX) ab0 perysipHoO (Jist
MiTel, 10 BimoOpaxkae MOTEeHLIiHO iHBa3iliHe BTpyYaHHsI — Be-
HENYHKILis) — MpUHAMHI 48 TOIMH TIic/sl 3aKiHUEHHSI Mepioay
nigBuIeHoro pusuky (1D);

— aMOyJIaTOPHUM TalliEHTaM, sIKi TiepeOyBatOTh y 30Hi IMiIBUILIE-
Horo pu3uKy po3BuTKy ['YH, ciin peresibHO criocTepirati 3a HasiB-
auM ['YH, sikio BinOynachk HoBa mist HeraTuBHOTO (pakTopa. Cromu
CJIiI BKJIIOYATU PETYJISIPHUIA MOHITOPMHI KpeaTHHiHy B CHpPOBATIIi
KPOBi He MEHIIIe HiX 3a 48 TOIUH ITic/Is1 3aKiHIeHHS TIepiomy ITiaBH-
IIEHOT0 pY3UKY. JIiTsM c1ia MpoBOANTY MOHITOPUHT BTOPUHHOI Me-
IYHOI TOITIOMOTH, ajie IUTUHA MOXe TepedyBaTh B aMOy/IaTOpHUX
yMOBax a00 B CcTallioHapi 3aJIeXKHO Bill KIiHiYHMX o0cTaBuH (1D).

3. KAiHiYHQ ouiHKa

Anamnes, obcmedgicents

Hacranosa 3.1 — Jlopoci Ta it (sSIK111o He BKa3aHO iHIle)

Mu pekoMeHIyEMO:

— 1100 ycim nauieHTam i3 I'YH 30upanu petenbHuii aHaMHe3
i IPOBOJMIIM BiATIOBiIHI OOCTEXXEeHHS 1JIsI BCTAHOBJICHHS IIPUYUM-
nu emizony 'VH (1D);

— JIMIIe AJ AOPOCIMX: YCiM TalliEeHTaM 3 MPOrpecyrouuM
I'VH cain npoBonuTu oLiHKY CTaHy B IMHaMIilli, 0COOIMBO SIKIIIO
nepe6ir Hetunosuii (1D);

— TiJIbKM B meaiaTpii: ycix mauieHTiB 3 nporpecytounm I'VH
CJTiZl CTIPSIMOBYBATH 0 KOHCYJIbTaHTa a00 pa3oM 3 HUM OILliHIOBa-
TH CTaH IUTUHMU TPOTSTOM 4 TOIMH TTiCJIs OTPYMAaHHS pe3yJibraTy
KpeaTuHiHy, ocoosnBo skiio repedir 'YH e Hetunoum (1D);

— CJIin BpaxoBYBaTM MOXJIMBICTH IIBUAKOIIPOTPECYIOUOTO
rJIoMepyJIoHeMPUTY B TUX BUMAAKAX, KOJU B TMAaIliEHTa, SIKUI HE
Ma€ OYEBUIHUX MTPUYMH IS IPOTPECYI0UOro a00 HEOOOPOTHOTO
I'VH, y pe3ynbraTax aHaji3iB cedi BUSIBJICHO epUTPO- i IIPOTEiH-
ypito 6e3 HasgBHOI iH(eKIIil CCYOBUBITHNX IIUISIXiB 00 MOCTTPaB-
MaTUYHOI KaTeTepu3allii, — JOPOCIIi MalliEHTH MaloTh OyTU Ha-
mnpasJieHi 1o HedpoJsora, Toi K neaiaTpuyHi namientu 3 ['YH
yKe IMMOBUHHI OTpUMYBaTU HeposaoriuHy pomomory (1D);

— natieHTaM i3 pusukoM ['YH, ki 3a3Haay 3HaYHOTO BILIM-
BY IIOpYIlI€Hb HUPKOBOI reMOAMHAMIKH, CJIiJ MPOUTU BilMOBiA-
He 0OCTeXXeHHSsI, 1100 rapaHTyBaTW OOMEXeHHsI (HEeraTUBHOTO)
BIUIMBY 1 YHUKHEHHS Y4 MiHIMi3allito MOJaIbIIMX TeMOAMHAMIY-
HUX nopyliieHs (1D);

— aHaJi3 ceyi TeCT-CMYXXKOI0 Ha KpOB, OiTOK, JIEHKOLIUTH,
HITPUTH I TJIOKO3Y TTPOBOJUTHCS B YCiX MALIIEHTIB, SIK TITbKA BU-

2. Recognition of the patient af risk of AKI

Guideline 2.1 — Adults and Paediatrics (unless
otherwise stated)

We recommend that:

— patients at risk of AKI should be identified by
the most appropriate risk factor profile for that popu-
lation or, where no specific risk factor profile exists,
through clinical judgement and recognition of ge-
neric risk factors for AKI; in this way, appropriate
preventative measures may be instituted as early as
possible (1C)

— in-patients deemed at high risk of AKI should
be closely monitored for AKI, particularly if there
has been a new exposure. Urine output should be
monitored and serum creatinine tested daily (for
adults) or regularly (for paediatric patients, reflect-
ing the potential burden of venepuncture) until at
least 48 hours after the period of increased risk has
elapsed (1D)

— out-patients deemed at high risk of AKI
should be closely monitored for AKI if there has
been a new exposure. This should include regular
monitoring of the serum creatinine until at least 48
hours after the period of increased risk has elapsed.
For paediatric patients, monitoring should be un-
dertaken by secondary care but may be in an out-
patient or in-patient setting depending on clinical
circumstances (1D)

3. Clinical Assessment

History, Examination

Guideline 3.1 — Adults and Paediatrics (unless
otherwise stated)

We recommend that:

— all patients with AKI have an appropriate his-
tory and examination performed to help determine
the cause of the episode of AKI (1D)

— adults only: all patients with progressive AKI
should be re-assessed, particularly if the course is
atypical (1D)

— paediatrics only: all patients with progressive
AKI should be re-assessed by a consultant, or in con-
junction with one, within 4 hours of the creatinine
result, particularly if the course is atypical (1D)

— a diagnosis of a rapidly progressive glomerulo-
nephritis should be considered when a patient with no
obvious cause of progressive or non-resolving acute
kidney injury has urine dipstick results showing haema-
turia and proteinuria, without urinary tract infection or
trauma due to catheterisation — adult patients should be
referred to renal services whilst paediatric patients with
AKI should already be receiving nephrology input (1D)

— patients at risk of AKI and who have suffered a
significant exposure to a renal insult should undergo a
relevant assessment to ensure that exposure is limited
and further insults are avoided or minimised (1D)

— urine dipstick testing for blood, protein, leuco-
cytes, nitrites and glucose is performed in all patients
as soon as acute kidney injury is suspected or detected
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HUKJIa migo3pa ado BusiBieHe I'YH, skiio niboro e He 0yJ10 3po-
07eHo. Pe3ynbraTy MOBUHHI OyTH 3aI0KyMEHTOBAHI, a Y BUITAIIKY,
KOJIM Pe3yJIbTaTh JOCIIIXKEHb 11032 HOPMOIO, CJIil 3a0e3MeunTu
MPOBEAEHHSI BiMIOBIAHMUX 3axoiB (1D);

— Koy nmiarHoctoBaHo ['YH, iforo mpuumHu a6o MOXKIUBI
MPUYMHU OBUHHI OYTH 3aJOKYMEHTOBAHI i, SIKIIO 1€ MOXJIMBO,
BcTaHoBeHi (1D).

Obcmedicenns

Hacranosa 3.2 — Jlopoci Ta aiTi (SIK1o He BKa3aHO iHILe)

Mu pekoMeHIyEMO:

— ycim nanienTam i3 I'YH ciig mpoBoauTy BinnmoBinHi 0a30Bi
nocnimkeHHs. CIOOM CIIiI BiTHECTH aHaJIi3 Cedi il yIbTpa3ByKOBeE
IOCIIIKEHHST CEYOBUBIIHUX IUISIXiB MPOTSATOM 24 ToavH (SIKIIIO
saBHa npuunHa I'YH He BusBasieTbes abo nepebir I'VH mokpa-
IIYETHCA) i MPOTITOM 6 TOOMH, SIKILO ITiI03PIOIOThH MoHehPO3
ab0 € BHMCOKa iMOBipHICTb OOCTPYKIIil CEYOBUBIIHUX ILISXiB
(1D);

— JIMIIe JJI8 JOPOC/IMX: CTalliOHapHUM IalliEHTaM i3 Hello-
JIaBHO niarHoctoBaHUM ['YH ciin KOHTpoJlloBaTHM CEYOBUHY ¢
€JIEKTPOJIITH 3 MiHIMaJIbHOIO MEPIOANYHICTIO OIWH pa3 Ha JEHb
(SIK1IIO He ToKas3aHo OiJIbII YacTe TeCTyBaHHS; HAINpUKIial, ISt
JIIKyBaHHSI TillepKaliemii) 10TH, TOKU (DYHKIIis HUPOK He TOoBep-
HEThCS OO BHXiIHOI a00 He cTabili3y€eThCs, a MOTIM PETYJISIPHO
3 METOI0 CBOEYACHOTO BUSIBJIEHHSI IPOTPECYOUOro mnepediry abo
nosTopHoro enizony ['YH (1D);

— TIJIbKM B meaiatpii: micnsa BusiBnenns ['YH cupoBatkoBuit
KpeaTUHiH TIOBUHEH PETYJSIPHO TMEPeBipsSITUCS O 3aBEpPLIECHHS
emnizony I'VH i, 3anexHo Bim iHmmx ¢axropiB pusuky I'VH, Hama-
JIi, 1100 BYACHO BUSIBUTH IIpOrpecyioue ado peluanByIOUe 3aXBO-
PIOBaHHSI, YaCTOTa MOHITOPUHIY Oyle BU3HAYATUCS KIIIHIYHUMU
oOcTaBMHAMM 1 OaJlaHCOM MiXX ONTHMMaJbHUM MOHITOPMHIOM i
TSrapeM HaadyacToi BeHemyHKIii (1D);

— JiMIIe JJIs AOPOC/MX: TMalliEHTaM 3 yIeplile IiarHOCTOBa-
HuM I'YH, sKi criocTepiraloThbCsl B 3arajibHiil MpakTUlli, CJIia pe-
TYJISIPHO KOHTPOJIIOBATH CEUOBUHY I €JICKTPOJIITH, TTOKA HUPKO-
Ba (pYHKIIisI He TOBEPHETHCS 10 BUXiTHOT a00 He CTabiIi3yeThCS 3
METOI0 BYACHOTO BUSIBJICHHSI TTIPOTPECYI0UOTo a00 PeIuauBYOYO-
ro niepebiry 'VH (1D).

4. BepeHHs nauieHTa 3 'YH i niaBULLLeHUA PU3NK
HOro BUHUKHEHHS

Hacranosa 4.1 — JlopocJii Ta aitu

Lli pekomeHallii CTOCYIOThCS MALIEHTIB 3 BUCOKUM PU3UKOM
po3BuTKy ['YH, a TakoX THX, y KOTO BOHO PO3BUHYJIOCS.

Mu peKOMEHIYEMO:

— HEeTailHO MPOBOAUTHU OLIHKY (Pi3i0JOriYHOro CTaHy Iaili-
enta 3 'VH micns Busisnennst 'YH abo Bu3HaueHHSI BUCOKOTO
pu3uky 1ioro po3BuTKy (3rinHo 3 NICE CG50) (1A);

— orepaTUBHE BUSIBJICHHSI 1 JTIKyBaHHSI CETICUCY, KOJIM 1Ie TT0-
KazaHo (1A);

— OITUMi3allisl TeMOIMHAMIYHOIO CTaHy 3a JOIOMOIOIO Bifl-
moBinHoI iHdys3iitHoi Tepamii (mintpumyetbes NICE CG176) i
BBEJICHHSI Ba3oIpecopiB i/abo iHoTporiB BianosigHo (1B);

— peTesbHaA KJiHIYHA OLIHKA MpPU MPU3HAYEHHI iHQy3iliHOl
Teparnii 3 METOI0 YHUKHEHHSI HECHPUSITIUBUX HACHIIKIB Mepe-
BaHTaxeHHs pinnHowo (1B);

— Ha JaHu# yac He icHye crietndiuHoi (hapMaKoIoTiyHO] Te-
parmii 'VYH, 1110 € BropuHHUM 1110710 Tinonepdysii i/ado cemncucy
(1A).

unless this has already been done. The results should
be documented and it should be ensured that appro-
priate action is taken when results are abnormal (1D)

— when AKI is diagnosed, its cause or presumed
causes should be documented and, wherever possible,
determined (1D)

Investigations

Guideline 3.2 — Adults and Paediatrics (unless
otherwise stated)

We recommend that:

— all patients with AKI should have appropriate
baseline investigations performed. These should in-
clude urinalysis and a renal tract ultrasound within 24
hours (unless a clear cause of AKI is apparent or AKI
is improving), and within 6 hours if pyonephrosis is
suspected or there is a high index of suspicion for uri-
nary tract obstruction (1D)

— adults only: hospital in-patients with newly di-
agnosed AKI should have their urea and electrolytes
monitored at a minimum frequency of once daily
(unless more frequent testing is indicated; e.g. for
hyperkalaemia management) until renal function has
returned to baseline or has stabilised, and then regu-
larly, thereafter, in order that progressive or recurrent
AKI may be detected in a timely fashion (1D)

— paediatrics only: when AKI is detected, serum
creatinine should be checked, regularly, until comple-
tion of the AKI episode and, depending on remaining
risk factors for AKI, thereafter, to allow timely de-
tection of progressive or recurrent disease — the fre-
quency of monitoring will rely on clinical judgement
and the balance between optimal monitoring and the
burden of over-frequent venepuncture (1D)

— adults only: patients with newly diagnosed AKI
who are managed in the community should have their
urea and electrolytes monitored regularly until renal
function has returned to baseline or has stabilised
in order to detect progressive or recurrent AKI in a
timely fashion (1D)

4. Management of the patient with AKI
and at increased risk of it

Guideline 4.1 — Adults and Paediatrics

These recommendations apply to patients at high
risk of AKI as well as those who have developed it.

We recommend:

— that an assessment of the physiological status
of the patient with AKI be made promptly following
identification of AKI or recognition of a high risk for
it (following NICE CG50) (1A)

— prompt identification and treatment of sepsis
where appropriate (1A)

— optimisation of haemodynamic status using ap-
propriate fluid therapy (supported by NICE CG176)
and administration of vasopressors and/or inotropes
as appropriate (1B)

— careful clinical assessment when administering
fluid therapy in order to avoid adverse outcomes as a
consequence of fluid overload (1B)
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5. ®apmakorepanis npu 'YH

Hacranosa 5.1 — JlopocJi Ta aitu

Mu pekoMeHyeMO:

— TIPOBOJIUTH JTOKYMEHTOBAHMI OIJISII YCiX JTIKapChKMX TIpe-
napaTiB y rpyIli pu3uKy ado B mauieHTiB i3 HasiBHUM ['YH 3 me-
TOI0 YHUKHEHHs 3aCTOCYBaHHS JiKiB, III0 MOXYTb HETaTUBHO
BIUIMHYTU Ha (yHKIlito HUpoK (1D);

— JI03YBaHHs TepareBTUYHOTO Mpernapary Mae OyTH agarTo-
BaHe 110 3MiHeHOi (hapMakokiHeTuku BHacinok 'YH (1B);

— peryJisipHa TTIOBTOPHA OIliHKA J03YBaHHSI JIiKiB MPOBOAUTh-
¢S BIIMOBIAHO 0O 3MiHM (PYHKIII HUPOK i B Mipy 3aItouyaTKyBaH-
HsI, 3MiHM 200 IIPUIIMHEeHHST HUPKOBOI miaTpuMKu (1D);

— OKpeMi JlikapHi HeBiIKJIaaHOI TOMIOMOI'M BM3HAYaIOTh a00
MiANKUCYIOTh 30BHIIIIHI BKa3iBKU 111010 BXXUBaHH JIiKiB mpu ['YH,
HalpuKIaa Ijis MpU3HAYeHHsS aHTUMOIOTHKIB, aHaJre3ii, KOHT-
pacTHMX PEYOBMH i XiMioTepallii, a00 po3pobJIsSIIOTh CBOI BlacCHi
JIOKaJIbHI peKOMeH Iallii Ha 3acajax 10Ka30Boi MenuuuHu (1D);

— yCi MalieHTH, IKi MOBTOPHO NMPUIAMAIOTh MOTEHLIIHHO MPU-
YMHHI JIiku micid enizony ['YH, moBUHHI MOBTOPHO BUMipIOBaTU
KpeaTUHiH CUPOBATKM i Katito yepe3 1—2 THXKHI Mic/is 1boTo it
MicJIst MOAAIBIIOTO TUTPYBaHHS 103U (1D).

6. Pabaomionis

Hacranosa 6.1 — Jlopoc.i Ta aiti

Mu pekomMeHayeMO, 11100 TOPOCJIi Ta IiTH, SIKi MalOTh PU3UKU
po3Butky I'YH yHacninok padaomiosnisy i sIKi He mepeBaHTaxKeHi
00’eMOM, OTPUMYBAJIU LIBUIKE PO3LIMPEHHS 00’€MY BHYTpIlll-
HbOBEHHOI iH(Y3i1 3 METOI0 TOCSITHEHHSI BUCOKOT IIBUJIKOCTI Ce-
4yoBOro notoky (1B).

7. Xap4oBa niATPUMKA

Hacranosa 7.1 — Jlopocui Ta aitu

Mu pexomennyemo mamnieHTiB i3 ['YH, axi orpumyiots Hup-
KOBO3aMiCHY Tepallilo, HalpaBJISITH J0 Ai€TOJOTA IS iHAWUBImy-
aJIbHOTO KOHCYIbTyBaHHs (1D).

8. N\iKkyBQHHS 1 nepeBeAeHHSs B HeQpOoAOoriyHe
BiAAINEHHS

Hacranosa 8.1 — Jlopoci

Mwu pekoMeHIy€EMO:

— crnpsiMyBaHHs nanieHTiB i3 'YH no HedposoriaHoi ciyxk-
01 MOBUHHO BimOyBaTHUCH 3a YYaCTIO JIiKapsi-HedpoIora; e Ipo-
BOJUTBCS JIsl TOTO, 11100 3a0e3MeUnTH HalaHHSI BUCOKOSIKICHUX
KOHCYJIBTAIlil, i TAKUM YMHOM MOXE BKIJIIOYATH PETPOCTICKTUB-
He, ajie CBo€YacHe 0OTOBOPEHHS BUITAMIKIB, 1110 CTOCYIOTBCS Yjie-
HiB HUPKOBOI KOMaHOU, sIKi He € KOHcynbranTaMu (1D);

— IIPOTOKOJIM Tepenadi MaroTh OyTH po3po0seHi Ha OCHOBI
HamioHanbHOro peiiTUHTY paHHBOTO 3aI100iraHHs, 11100 3a0e3me-
YUTH HaJlexKHe copTyBaHHs TaiieHTiB i3 ['VH, ski nmpubyBaioTh 3
iHmwmx Jgikapes (1C);

— HUMPKOBI CTy>KOM MOBMHHI CITiBIIpallfoBaTH 3 iHIIUMU CIie-
LiaJIbHOCTSIMU ¥ MiCLIEBUMMU JIiKapssMU IEPBUHHOI i BTOPMHHOI
MEIUYHOI JOMOMOTH 3 METOI0 PO3pOOKM peKOMeHAAllill 111010
MoKa3aHb i MiCLIEBMX IpaBUJI HallpaBieHHs MauieHTiB i3 ['YH;
BOHM MalOTh OYyTH Y3ro/K€Hi 3 HalliOHATbHUMM PEKOMEHIAIlisI-
MM, SIKIIO Taki icHyoTh (1C).

Mu nponoHyeMo:

— BiIIJIEHHST iHTEHCUBHOI Tepallii MOBUHHI 3IilICHIOBATH
paHHill KOHTAaKT i3 HE(POJIOTIYHOIO CIIy>K00I0 3 METOI OOrOBO-

— that, at present, there is no specific pharma-
cological therapy proven to treat AKI secondary to
hypoperfusion injury and/or sepsis (1A)

5. Medicines Management in AKI

Guideline 5.1 — Adults and Paediatrics

We recommend that:

— adocumented review is undertaken of all medi-
cations in those at risk of or with identified AKI, in
order to withhold medications which may adversely
affect renal function (1D)

— therapeutic drug dosing must be adapted to al-
tered kinetics in AKI (1B)

— regular re-evaluation of drug dosing is under-
taken as renal function changes and as renal support
is initiated, altered or discontinued (1D)

— individual acute hospital Trusts either sign-post
to external guidance on drug use in AKI, for example,
for the prescribing of antibiotics, analgesia, contrast
media, and chemotherapy, or develop their own, in-
house evidence-based recommendations (1D)

— all patients re-starting potential culprit drugs
after an episode of AKI should have their serum cre-
atinine and potassium re-measured 1—2 weeks after
this and after any subsequent dose titration (1D)

6. Rhabdomyolysis

Guideline 6.1 — Adults and Paediatrics

We recommend that adult and paediatric patients
identified as being at risk of developing AKI due to
rhabdomyolysis, and who are not volume overloaded,
should receive prompt intravenous volume expansion
in order to achieve a high urinary flow rate. (1B)

7. Nutritional support

Guideline 7.1 — Adults and Paediatrics

We recommend that patients with AKI receiving
renal replacement therapy should be referred to a di-
etitian for individual assessment. (1D)

8. Treatment facilities and transfer fo renal
services

Guideline 8.1 — Adults

We recommend that:

— when specialist renal advice on patients with AKI
is sought, this should be given with consultant renal phy-
sician involvement; senior input is intended to ensure
that high quality advice has been offered and so may in-
clude retrospective but timely discussion of cases referred
to non-consultant members of the renal team (1D)

— transfer protocols should be developed based
on the National Early Warning Score (NEWS) to en-
sure appropriate triage of in-patients with AKI arriv-
ing from other hospitals (1C)

— renal services should work with other specialties
and local primary and secondary care providers to de-
velop guidelines on indications and local processes for
renal referral for the management of AKI; these should
harmonise with national guidance, where available (1C)
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PEHHSI CTaHy MAali€HTIB, SIKi, MOXJIMBO, MOTPEOYBAaTUMYTh I10-
CTiIHOT HUPKOBO-3aMiCHOI JOTTOMOTH. 3aBYacHe MOIePeIKEeHHS
TaKMX MALEHTIB CIPUATUME TUIAHYBAHHIO IOTOMOTH i Moaasib-
oMy crioctepexxeHHio (2D).

Hacranosa 8.2 — IleniaTpis

Mu peKoMeHIyEMO:

— meniaTpu4Hi HePOoJIOTiuHiI CTy>KOM MOBMHHI TaAKOX CITiB-
MpaIoBaTh 3 TPETUHHUMM CIEIiaIbHOCTSIMM B MeXax OTHOTO
LIEHTPY, MiCLIeBi JIiKapHi po3po0JISIIOTh perioHalbHI peKOMeH 1a-
il i mepenaroTh IPOTOKOJIN pAHHLOTO BUSIBICHHS, YIIPABIIHHS I
nmikyBanHsa ['YH y miteii i mignitkis (1D);

— memiaTpW4Hi BimmiaeHHs iHTEHCHUBHOI Tepallii MOBMHHI
CBOEYACHO 3B’S13aTUCS 3 HE(PPOJIOTIYHOIO CIYK00I0 3 METOIO 00-
TOBOPEHHS CTaHy AiTeil a00 MiIJIiTKiB, SKUM MOXKe 3HaZOOUTUCS
HUPKOBO-3aMiCHa Teparlisl Micjasi BUIIMCKU 3 BiIJIiJIEHHST iHTE€H-
cuBHOI Tepartii. Lle cJ1ix MpoBoaAUTH 32 TOIMOMOI0I0 KOHCYJIBTaH-
Ta — AUTAYOro Hedposora. PaHHe HanpaBeHHS CIIPUSIE TUTaHY-
BAaHHIO OTIOMOTH i1 BCTAHOBJIEHHIO CTOCYHKIB 3 AiTbMU Ta iIXHIMU
cim’samu (1D);

— HEOoOXimHO TePMiHOBO IMPOBECTU OIIIHKY BTOPMHHOI Me-
JIMYHOI JOMOMOTH JJIsl BCiX MOXJIMBUX BunaakiB ['YH, 1o pos-
BUBAIOThCS B TpoMai. Lle ciin mpoBoauTH 3a 1OMTOMOIOI0 KOH-
cyJibTaHTa — IuTsiyoro Hedposora (1D).

9. HUpKOBQ MiaATPUMKQ

JopocJi Ta aiTi (K10 He BKa3aHoO iHIIIe)

Hacranosa 9.1 — Bu6ip HupKoBo-3amMicHOI Tepamii

Mwu pekoMeHIy€eEMO:

— MpU JiKyBaHHI Malli€HTIB i3 MPOrpecylounM abo TIKKUM
T'VH crig ouiHIOBaTH HEOOXiTHICTh HEBIAKIAIHOI HUPKOBO-3a-
micHoi Tepamnii (H3T), skiio He OyJ0 NMPUIHATO PillIeHHST TIPO
MOCWIeHHsI KOHcepBaTUBHOI Teparii (1B);

— pimeHHs npo mouarok i Budip H3T mae rpyHTyBaTtcsa Ha
3araJJbHOMY CTaHi TallieHTa, TSXKKOCTI OCHOBHOTO 3aXBOPIOBAH-
Hs, CTyIIeHi MepeBaHTaXKeHHS PiIMHOIO i MOTO BIUIMBI Ha iHIIL
OpraHu, ajge He BUKJIIOUHO Ha 3HAUYEHHSIX KPeaTWHiHYy YU cevo-
Bunu (1B);

— mepioauyHi 1 Oe3mepepBHi eKCTpaKOpIIOpaabHi METOIU
MOBUHHI pO3IysiaaTucs sIK nomaTkoBe JikyBaHHsS ['VH. Bubip
HUPKOBO-3aMiCHOI Teparllii IIOBUHEH Opi€HTYBAaTUCs Ha KJIiHi4-
HUM CTaH OKPeMOro Mali€eHTa, MEAMYHY i CECTPUMHCBHKY eKCIep-
TU3Y ¥ HasIBHICTb MaluuH. IlepuToHealbHUI Oiajli3 MOXe po3-
[JISIIATUCS SIK aJibTepHATHBA €KCTPAKOPINOpaIbHOMY JIiKYBaHHIO
B ne/liaTpuyHUX naiieHTis (1B);

— pillleHHS PO IT0YaTOK Oe3IlepepBHOTO abo IepepuB-
yacTtoro (iHTepmirytodoro) pexumy H3T mae GasyBaTucsi Ha
OlliHIIi cTaHy mauieHTa. [lamieHTam, sIKi reMOAMHAMIUHO He-
cTabiibHI a00 MalTh TOCTPY TPaBMY FOJIOBHOTO MO3KY UM Ha-
OpsIK TOJIOBHOTO MO3KY, 0akaHO TIPOIMOHYBaTHU Oe3INepepBHY
H3T (2B).

Hacranosa 9.2 — Bu6ip MemOpanm ii po3uuHiB

Mu pekomMeHIyeEMO:

— s 1T i BH3T cnin 3actocoByBatu mianizaropu 3 6iocy-
MicHo1o MmeMmbpanoio (1C);

— CJIiI HaJaBaTH IepeBary po3urMHaM i3 6ikapOoHaTHUM Oy-
depom 11 giaizarty il 3aMiCHOro po34rHY B MeToAax Oe3repeps-
Hoi HUpKoBo-3amicHoi Teparii (BH3T) (1C);

— PiAMHM, 110 3aCTOCOBYIOTbCS ISl MOCTiIHHOTO abo repio-
JUYHOTO TeMoJiani3y, remodinsrpailii abo remomiadinbrpalii B

We suggest that:

— intensive care units should make early contact
renal services to discuss patients likely to require on-
going single organ renal support prior to step-down.
Advance warning of such patients will facilitate for-
ward planning and continued follow-up (2D)

Guideline 8.2 — Paediatrics

We recommend that:

— paediatric renal services should work in collabora-
tion with tertiary specialities within the same centre as
well as local hospitals to develop regional guidelines and
transfer protocols for the early detection, management
and treatment of AKI in children and young people (1D)

— paediatric intensive care units should liaise early
with renal services to discuss children or young people
who may require ongoing renal replacement therapy fol-
lowing discharge from intensive care. This should be un-
dertaken with consultant paediatric nephrologist input.
Early referral facilitates forward planning and helps es-
tablish relationships with children and their families (1D)

— urgent secondary care assessment should be ar-
ranged for all possible cases of AKI, developing in the
community. This should be undertaken with consul-
tant paediatric nephrologist input (1D)

9. Renal Support

Adults and Paediatrics (unless otherwise stated)

Guideline 9.1 — Choice of renal replacement
therapy

We recommend that:

— acute renal replacement therapy (RRT) should
be considered for patients with progressive or severe
AKI, unless a decision has been made not to escalate
therapy (1B)

— the decision to initiate RRT and choice of mo-
dality should be based on the condition of the patient
as a whole, severity of the underlying disease, degree
of fluid overload and its impact on other organs but
not on an isolated creatinine or urea values (1B)

— intermittent and continuous extracorporeal
modalities should be considered as complementary
treatments for AKI. The choice of renal replacement
therapy should be guided by the clinical status of the
individual patient, the medical and nursing expertise,
and the availability of machines. Peritoneal dialysis
may be considered as an alternative to extracorporeal
treatments in paediatric patients (1B)

— the decision whether to start continuous or in-
termittent RRT should be based on the condition of
the patient. Continuous RRT should preferably be of-
fered to patients who are haemodynamically unstable
or have acute brain injury or cerebral oedema (2B)

Guideline 9.2 — Choice of membrane and fluids

We recommend that:

— dialysers with a biocompatible membrane
should be used for IHD and CRRT (1C)

— bicarbonate should be the preferred buffer for
dialysate and replacement fluid in continuous renal
replacement therapy (CRRT) techniques (1C)
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nauieHTtiB i3 I'YH, BiamoBimaroTh MiKpoOioJOriuHUM HOpMaM
PO3YMHIB, 1110 32aCTOCOBYIOTHCS JUISI XPOHIYHOTO remMofianisy (1A).

Hacranosa 9.3 — Cynunnmii noctyn st H3T

Mwu pekoMeHIyeEMO:

— BEHO-BEHO3HUU JOCTYN 3aCTOCOBYETHCS JUISI HEBIAKIAIHOT
HUPKOBO-3aMicHOI Tepartii (1A);

— JiaJli3Hi KaTreTepu MOBUHHI OyTHM aleKBaTHOI MOBXWHMU,
11100 MiHiMi3yBaTH pU3UK MEPeTIacCHOTO TPOMOO3Y i1 PeIIMpKYIIsi-
mii moctymy (1C);

— JIOCTYII TIOBMHEH OyTH 3a0e3IeYeHUi JOCBimYeHUM abo
BiIIIOBiTHO IiATOTOBICHUM IePCOHAIOM. JIJIsI CTIpUSIHHS HaIeX-
HOMY PO3MIillIEHHIO KaTeTepa CJlifl BAKOPHUCTOBYBATHU YJbTPa3By-
KOBUI KOHTPOJIb y peaibHOMY 4aci (1A);

— HEOOXiZHO YHHMKATU OOCTYNy [0 MiAKIIOYMYHOI BEHHU,
SIKIIIO 1€ MOXKJIMBO, MallieHTaM i3 pu3ukom mepexony B XXH 4-1
abo 5-1 cTamii yepe3 MOTEHUIMHUI pU3KUK KOMIIPOMICY JJIsT Maii-
OyTHBOTO irncujaaTepaJbHOIO0 apTepPiOBEHO3HOrO MOCTYIY IS
nianizy (1D);

— TUMYACOBUI AOCTYIl CJIill 3MiHIOBaTW 4Yepe3 BiAMOBiaHI
MPOMIXKH Yacy BiAITOBIIHO 10 MiCLIEBUX MpaBui O0OPOTHOU 3 iH-
dekuiero (1C);

— Jiaji3Hi KaTeTepu MOBUHHI BUKOPUCTOBYBATUCH JIMIIIE JJIST
€KCTPaKOpIIOpaJIbHOIO JIIKyBaHHS 3 METOIO 3MEHIIIEHHSI PUBUKY
BUHUKHEHHS iH(eKii KateTepa (1D);

— AHTUMIKPOOHi (CTOMOpPHI, 3aMUKaIOUi) PO3UMHU CIIiJ 3a-
CTOCOBYBATH PETYJISIPHO 3 METOIO 3HUXEHHS PU3UKY BUHUKHEH-
HS KaTeTepHUX iHdeKiit KpoBi B mopociux (1C).

Mu npononyemo:

— aHTUMIKpPOOHi (CTOMOpPHI, 3aMUKAaIO4i) PO3UMHM CJIiI 3a-
CTOCOBYBATU PETYJSIPHO, 11100 3HU3UTU PU3UK BUHUKHEHHS Ka-
TeTepHUX iH(eKIIi KpoBi B miTeil i miaIiTKiB (2D);

— HeIOMiHAHTHMIA CYTMHHUM anapaTt BepXHbOi KiHIiBKU I10-
BUHEH 30epiratucs njs nauieHTiB i3 ['YH nHa 11 XXH sk pezepB-
HUM 111 MailOyTHBOTO ITOCTIMHHOrO apTepioOBEHO3HOIO mializy
(2C).

HacranoBa 9.4 — AHTHKOAryJIsIisi I1s1 €KCTPAKOPIOPATIb-
Hoi Tepamii

Mu pekoOMeHIyEMO:

— anrtukoarysuist 1t H3T noBuHHa BinmoBinaTty xapakre-
pucTUKaM nauieHTa i oopaniit MoganbHocti H3T (1B);

— mrsg antukoarynanii mpu BH3T perionanpbHa nmTpaTHa
AHTHUKOATYJIALiS MOBUHA OyTH BUOOpOM mepioi jtiHii. Ko mm-
TpaT MPOTUIIOKA3aHUI abo Oro Hemae, CJijJi PO3MISIHYTU TIpU-
3HaYeHHs He(MpPaKIiOHOBAHOTO TelaprHy ab0 eIOIIPOCTEHOIY
(1B);

— IS aHTUKOATyJIs1il npu roctpiit nepepuyactiit H3T crin
BUKOPUCTOBYBAaTU He(paKIlioHOBaHUIA renapruH abo HU3bKOMO-
JIEKYJISIpDHUI TeMapyuH SIK aHTUKOAryassHT nepiuoi jgiHii (1C).

Mu nnpononyemo:

— Y BUMAaIKy MPOTUIIOKA3aHb JI0 LIUTPaTY, rernapuHy abo erno-
MPOCTEHOJY MOXe OyTH pO3IJISIHyTa CTpaTeris 0e3 aHTUKOATyJIsI-
11ii a00 mpoMuBaHHS (Pi3i0JOTIYHUM PO3UMHOM Y TAIEHTIB, AKi
OTPUMYIOTh Oe3nepepBHY abo nepepuuacty H3T (2C).

HacranoBa 9.5 — Ilpu3HayeHHsI HHPKOBO-3aMiCHOT Te-
pamii

Mu pekoMeHIyEMO:

— I03y HeBigKiIamHoi ekcrpakoprnopanbHoi H3T cimig mpu-
3HaYaTW W KOPUTYBATU HA KOXHOMY CeaHCi (U1sl TIepioqnIHOTO
reMomiajiizy abo riopumaHoi Teparrii, HapUKIad JiarHOCTUKHU 3

— fluids used for continuous or intermittent hae-
modialysis, haemofiltration or haemodiafiltration in
patients with AKI meet the microbial standards for
fluids used for chronic haemodialysis (1A)

Guideline 9.3 — Vascular access for RRT

We recommend that:

— veno-venous access is used for acute renal re-
placement therapy (1A)

— dialysis catheters should be of an adequate
length to minimise the risk of premature filter clot-
ting and access recirculation (1C)

— access should be placed by experienced or ap-
propriately supervised staff. Real-time ultrasound
guidance should be used to aid placement (1A)

— subclavian vein access should be avoided if pos-
sible in patients at risk of progressing to CKD stage 4
or 5 due to the potential risk of compromise of future,
ipsilateral arterio-venous dialysis access (1D)

— temporary access should be changed at appropri-
ate intervals as per local infection control policies (1C)

— dialysis catheters should be reserved for extra-
corporeal treatment, only, to reduce the risk of cathe-
ter-related infections (1D)

— antimicrobial locking solutions should be used
routinely to reduce the risk of catheter related blood-
stream infections in adults (1C)

We suggest that:

— antimicrobial locking solutions should be used
routinely to reduce the risk of catheter related blood-
stream infections in children and young people (2D)

— non-dominant arm upper limb vasculature
should be preserved in patients with AKI on the back-
ground of CKD as a contingency for future perma-
nent arterio-venous dialysis access (2C)

Guideline 9.4 — Anticoagulation for extracor-
poreal therapies

We recommend that:

— anticoagulation for RRT should be tailored to
the patient’s characteristics and the chosen modality
of RRT (1B)

— for anticoagulation in CRRT, regional citrate
anticoagulation should be the first line choice. When
citrate is contraindicated or not available, unfraction-
ated heparin or epoprostenol should be considered (1B)

— for anticoagulation in acute intermittent RRT,
unfractionated heparin or low molecular weight hep-
arin should be used as the first line anticoagulant (1C)

We suggest that:

— in case of contraindications to citrate, heparin
or epoprostenol, a no-anticoagulation or saline flush
strategy may be considered in patients receiving con-
tinuous or intermittent RRT (2C)

Guideline 9.5 — Renal replacement therapy
prescription

We recommend that:

— the dose of acute extracorporeal RRT should be
prescribed and adjusted at each session (for intermit-
tent haemodialysis or hybrid therapies such as SLED
— sustained low efficiency dialysis) and daily (for con-
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HU3bKUM piBHeM edektuBHOCTI npu SLED) i moneHHO (mjst
6e3nepepBHoi H3T). Y nikyBaHHI citig BpaxoByBaTH MOTOYHI it
MPOrHO30BaHi MOTpeOu B MeTaboJ1i3Mi i1 pinvHi nmauieHTa it Oyab-
SIKUI BUMiproBaHU nedituT 1o3u (1A);

— nauientu 3 'YH, ski orpumyBasin BH3T, noBuHHi oTpu-
MyBaTH J03U JIiKyBaHHSI, €eKBiBaJIEHTHI IIBUIKOCTI YIbTpadiib-
tpauii 25 mi/kr/ron (1A). Konu 3acrocoByeThbest reModibTpa-
11is1 3 TIOTNepeIHIM PO3BEIEHHSM (TIPEAVITIONST) , CITil 3MIMCHUTHA
MPOTIOPLIiitHEe KOPUTYBAHHSI 1O BCTAHOBJICHOT IIBUAKOCTI yJIbTpa-
inbTpalrii;

— mauientu 3 'YH, gki orpumyBanm Tepariio 3 mepiogmd-
Horo H3T (mepepuBuactuii remomiaii3 ado riopumHa Teparis),
MOBUHHI OTpUMYBaTW JiKyBaHHS NpPUHAWMHI MiHiIMaJabHOIO
03010, 110 BBAXKAETHCS BIAMOBIAHOIO IJISI HUPKOBOI XBOPOOU
KiHIIEBOI CTaii, OpieHTylouUuCh Ha rpadik 3 pa3u Ha TUXKIEHbD:
koediuieHt 3HmxkeHHsa ceyouHn (URR) > 65 % a6o ogHOMicC-
Huit yn (sp) Kt/V > 1,2 3a ceanc (1B). Ha nmpakruui 1e mo-
Tpebye opieHTalii Ha Ginbin Bucoky mo3y (URR > 70 % a6o
spKt/V > 1,3 3a ceaHc) st npoilakTUKNA MOKJIMBUX HETaTUB-
HUX HACiAKIB;

— CJIil BpaXOBYBaTH PU3UK PO3BUTKY CUHIPOMY IMOPYIIEHOT
piBHOBAru fiaaisy B TMAli€HTIB, sIKi MOYMHAIOTH TTEPEPUBYACTHUI
remMojiaji3 i3 BUCOKMM BMiCTOM CEUYOBMHM B CHMPOBATIi KpOBI,
i Te, 1110 MalliEHTaM i3 PU3UKOM CJIiJ TTPU3HAYUTH TIEPUINIA Tia-
JIi3 MeHIoi iHTeHcuBHOCTI (1B). Mu BBaxkaemMo, 110 ce4OBMHA
> 30 MMoJib/11 Oysia 6 PO3yMHUM TTOPOTOM JIIsl BpaXyBaHHS LIMX
3axoniB (2C).

Mu nnpononyemMo:

— METOAY J03yBaHHSI HUPKOBO-3aMiCHOI Tepartii, siKi IoTpe-
OYyIOTh OLIIHKY Baru Iaui€eHTa, TOBUHHI BUKOPUCTOBYBAaTU BUMi-
pIOBaHy Bary, a He eKCTpaIlojboBaHy 3i CTaHiB, 110 MepeayBaIu
3axBOpIOBaHHIO (2B).

HacranoBa 9.6 — Tepminu noyaTKy HUPKOBO-3aMiCHOI Te-
pamii

Mwu pekoMeHIyEMO:

— pimenHs npo novyatrok H3T y nmauienTis i3 'YH mae 6a3y-
BaTUCSI Ha BOIHOMY OajlaHCi, BMICTi €JIeKTPOJIiTiB i MeTaboIiYHO-
My CTaTyci KOXHOIo OKpeMmoro nauieHta. Ii ciin posnouatu go
PO3BUTKY ycKianHeHb ['YH, 1110 3arpoXytoTh XUTTIO, SIKIIO HE
Oyzne IIPUITHATO PillleHHS PO Te, 10 iHTeHcudiKallisg Teparlrii He
€ gouinbHOIO (1C);

— inimitoBanHsg H3T moxke OyTu BimkiameHO, SKIIO OCHO-
BHMI KJIIHIYHMI CTaH MOKPAIIY€EThCSI, € paHHI O3HAKU BiTHOB-
JIEHHST (DYHKIIii HIPOK i TOKPAIIYIOTHCS MOKA3HUKU META00Ii3My
11 BomHOro 00oMiHy (1D);

— MOKpalllaHHs KJiHIYHOTO CTaHy NallieHTa, BUAiJIEHHS ceyi
i1 KOpeKIlisi BOOAHOIO CTaHy MOIJIM O BUITpaBAaTH THUMYacoBe
npunuHeHHss H3T a5t BUBHaYeHHs, UM He BigHoBisieTbest [YH
(1D).

10. [TAQHYBQHHSI BUMTUCKU

Hacranosa 10.1 — /Iopocai Ta gitu

Mu pekoMeHIyEMO:

— BUIIMCKA MMOBUHHA MICTUTH 3aIiC TIPO BUSIBJICHE B JIiKapHi
T'VH, iioro MmakcuMabHy CTaiio, €TioJIOTiI0, TTOTpedy B HUPKO-
Bill miaTpUMIi (TMMYacoBa/MOCTiiHA) i HUPKOBY (DYHKILiIO MPU
BUIMCIII, KO MAIiEHT He € miaii33anexxaum (1D);

— BUMUCKA TOBUHHA MiCTUTH KOHKPETHI pEKOMEH/IALlii 111010
HEeOOXiTHOCTI HETaltHOTO MOHITOPUHTY (DYHKIIii HUPOK ITiCJISI BU-

tinuous RRT). The prescription should take into ac-
count the patient’s current and predicted metabolic
and fluid needs and any measured shortfalls in deliv-
ered dose (1A)

— patients with AKI treated by CRRT should
receive treatment doses equivalent to post dilution
ultrafiltration rates of 25 ml/kg/hr. (1A) A propor-
tionate upward adjustment to the prescribed ultrafil-
tration rate should be made when pre-dilutional hae-
mofiltration is employed

— patients with AKI treated by intermittent RTT
(intermittent haemodialysis or a hybrid therapy)
should receive treatment with at least the minimum
dose considered appropriate for end-stage renal dis-
ease, assuming a thrice weekly schedule: urea reduc-
tion ratio (URR) > 65 % or single pool (sp)Kt/V > 1.2
per session. (1B) In practice, this will require targeting
a higher dose (URR > 70 % or spKt/V > 1.3 per ses-
sion) to accommodate prescription-delivery shortfalls

— consideration should be given to the risk of di-
alysis disequilibrium syndrome in patients initiating
intermittent haemodialysis with a high serum urea
and that a lower intensity first dialysis should be pre-
scribed for patients at risk. (1B) We suggest that a urea
> 30 mmol/L would be a reasonable threshold to con-
sider these measures (2C)

We suggest that:

— renal replacement therapy dosing methods that
require an assessment of patient weight should use a
measured weight rather than an extrapolated weight
from pre-morbid readings (2B)

Guideline 9.6 — Timing of initiation of renal re-
placement therapy

We recommend that:

— the decision to start RRT in patients with AKI
should be based on fluid, electrolyte and metabolic
status of each individual patient. It should be started
before the onset of life threatening complications of
AKI unless a decision has been made that escalation
of therapy is not appropriate (1C)

— initiation of RRT may be deferred if the under-
lying clinical condition is improving, there are early
signs of renal recovery and the metabolic and fluid
demands of the patient are met (1D)

— an improvement in the patient’s clinical condi-
tion and urine output and correction of the fluid state
would justify temporary discontinuation of ongoing
renal support to explore if AKI is recovering (1D)

10. Discharge planning

Guideline 10.1 — Adults and Paediatrics

We recommend that:

— the discharge summary should include a re-
cord of AKI detected whilst in hospital, its maximum
stage, aetiology, the need for renal support (tempo-
rary/ongoing), and discharge renal function, if dialy-
sis-independent (1D)

— the discharge summary should include spe-
cific recommendations on the need for immediate,
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MUCKU, Topaay II0A0 MEAMKAaMEHTO3HOI Teparii, SIKi MOXYThb
OyTM 3alisiHi B emi3ofi (Hampukiaa, YHUKHEHHS, MOXJIMBOCTI
MOBTOpPY, MaiiOyTHI BKa3iBKM 1100 XBOPOro), Ta iH(opmallito,
1110 IIPOTIOHYETHCS MAlliEHTY, poAMYaM i/ab0 TUM, XTO 3a HUM JIO-
msinae (1D);

— BUIMCKA MOBMHHA MTOCUJIATUCS HA BiTIOBIHI MiCIIeBi pe-
KOMeH/1all1ii, HeoOxinHicTh (ikcalii mepeHecenoro 'YH y 3anuci
MEepPBUHHOT MEAMYHOI JIOTIOMOTH i 3a3HaYaTH HEOOXiIHICTh pee-
CTpallii B peeCcTpi NePBUHHOI MEAUYHOI TOIIOMOTIH, SIKIIIO Ha MO-
MeHT Burmcku HassBHa XXH (1D);

— CIIio opraHizyBaTu oQiliitHy He(poJIOTiYHy JOTIOMOTY IIiC-
11 Bunucku (1C):

- nipotsirom 90 IHIB 1151 XBOPUX i3 3a/IMIIKOBOMO cTaniero XXH
4-1 cTagii Ipyu BUMKUCKMU 3 JTiKapHi

- mpoTsiroM 30 IHIB 711 XBOPUX i3 3a/IMILIKOBOIO cTamiero XbH
5-i cranii (He MOTpiOHMIA Aiani3) Mic/ast BUTMCKU 3 JliKapHi

- ipotsirom 30 AHIB IJIs1 TUX, XTO Ma€ MOKa3aHHsI 10 Jiali3zy Ha
MOMEHT BUITMCKM 3 JlikapHi. M

post-discharge monitoring of renal function, advice
on drug therapy that may have been implicated in the
episode (e.g. avoidance, scope for re-introduction,
future sick day guidance), and information offered to
the patient, relatives and/or carers (1D)

— the discharge summary should link to relevant
local guidelines, advise on the need for documenta-
tion of the AKI in the primary care record and note the
need for registration on the primary care CKD register
if residual CKD exists at the time of discharge (1D);

— formal post-discharge nephrology review
should be arranged (1C):

- within 90 days for those with residual CKD stage
G4 at hospital discharge

- within 30 days for those with residual CKD stage
G5 (non-dialysis-requiring) at hospital discharge

- within 30 days for those with ongoing dialysis re-
quirements at the time of hospital discharge. M

lNepexknap: npodp. . IsaHos, I. Kyuma

HaykoBwmii pegakTop nepeknagy: akag. HAMH Ykpaivn npogp. J1.A. Mupir W
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