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KopOTKUi 3MIiCT HOCTOHOB KAIHIYHOT
NPAKTUKU

1. BU3HQ4YeHHSI, enipeMioAorist i HACAIAKU

Hacranosa 1.1 — Jlopocai Ta aiti

Mu pexomMeHIyEMO BUKOPUCTOBYBAaTH CHUCTEMY «XBOPOOU
HUPOK: TOKpaIllaHHS CBiTOBUX pe3yabTariB JikyBaHHs» (Kidney
Disease: Improving Global Outcomes — KDIGO) mist miarHoc-
TUKM ¥ BU3HAUEHHS cTajii roctporo ypaxeHHs Hupok (I'VH);
KpuTepii, 10 0a3yloThCd Ha BU3HAYEHHI PiBHS KPEaTUHIHY B CU-
poBaTii KPOBi, TOBUHHI 3aCTOCOBYBATUCS BiIMIOBITHO 10 MTOTOY-
HOTO ajropuTMmy OioximiuHoro anaidy HailioHanbHOT cyx0u
oxopoHu 310poB’st AHTil (1B).

Mu BBaxaeMo, 110, KOJIM MEPBUHHUI BUXIIHUN TMOKA3HUK
piBHS KpeaTuHiHy cupoBaTKu KpoBi (SCr) HeBimommii, MOXHa
3p00MTH BUCHOBOK PO HasIBHICTh aKTUBHOTO erizony ['YH, mo
BUHMKA€E B YMOBax BTOPMHHOI IOMIOMOI'M, 32 pe3yJbTaTaMu I0-
BTOPHOTO (KOHTPOJIIO B IMHAMIlli) 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/IsE OTPUMAHHSI MEPIIOTro
pe3ynbraTy KpeaTuHiHy KpoBi) (2D).

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

— mamieHTiB i3 pusukom ['VH ciig Bu3HayaTy 3a HaiOiIbII
HOIIMpeHUMHU (paKTOpaMU PU3MKY IJIs JaHOi ITOMYJIAiii abo,
SIKIIIO He iCHYE BU3HAUYCHUX IS JAHOI IOMyJIsiii (pakTopiB pu-
31Ky, BCTAaHOBIIOBATM Ha IIiACTaBi KJIiHIYHMX CIIOCTEpPEXKeHb i
BU3HAUEHHS 3arajbHuX (akTopiB pusuky npu ['YH; y mpomy
BUMAAKY BiAIOBiIHI 3amo0ixKHi 3aX0auM MaloTh OyTH po3mouari
sskomora paiie (1C);

— TallieHTaM, SIKi MalOTh MiABUILIEHUI pU3UK po3BUTKY [YH,
CJIil peTeJIbHO KOHTPOJIIOBATU HasiBHICTh po3BUTKY ['YH, oco-
0JIMBO SIKIIIO BifOyJ1acsi MOBTOpPHA J1ist HeraTuBHOTO (hakTopa. He-
00XiTHO KOHTPOJIIOBATH BUIJICHHS Cedi i TepeBipsITU KpeaTuHiH
Y CUpPOBATIli KPOBi IOAHS (I JOPOCTUX) a00 peryssipHo ([ist
IiTeii, 10 BimoOpaxkae ITOTeHIIHO iHBa3iliHe BTpyYaHHS — Be-
HEITyHKIIisI) — TIpUHAMHI 48 TOOWH ITicIIsI 3aKiHYSHHS Mepiomy
nigBuIeHoro pusuky (1D);

— aMOyJIaTOPHUM TalliEHTaM, SIKi ITepeOyBaloTh y 30Hi ITiIBUILIC-
Horo pu3uKy po3Butky I'VH, ciin perenbHoO criocTepiraT 3a HasiB-
Hum ['YH, sxio BinOynace HoBa fist HeratuBHOTO hakropa. Cronu
CJIiI BKJIIOYATU PEryJIsIpHUIA MOHITOPUHI KpeaTHMHiHy B CUpPOBATLI
KpPOBi He MeHIIIe Hix 3a 48 TOIUH Mic/Isl 3aKiHUeHHST TIepioay MiaBU-
IIEHOTO PpU3KKY. iTSM CJTil MPOBOIUTH MOHITOPUHT BTOPUHHOI Me-
JIAYHOI TIOMTIOMOTH, ajie IUTUHA MOXe TepedyBaTh B aMOYyJIaTOPHUX
yMoBax abo B CTallioHapi 3aIexKHO Bif KTiHIiYHMX 00cTaBuH (1D).

3. KAiHiYHQ ouiHKa

AHnamnes, obcmedgicets

Hacranosa 3.1 — Jlopoci Ta aiTi (K110 He BKa3aHo iHIle)

Mu pekomMeHIyeEMO:

— 1100 yciMm nauieHtam i3 I'YH 36upanu petenbHuil aHaMHe3
i MPOBOJMJIM BiATIOBiIHI OOCTEXXEHHSI 1JIs1 BCTAHOBJEHHS TTPUYM--
Hu emnizony I'VH (1D);

— JMiie AJd JAOPOCJHMX: YCiM Mali€eHTaM 3 MpOrpecyrourM
I'VH cnig npoBoauTH OLIIHKY CTaHy B IMHaMilli, 0COOJIMBO SKIIO
nepeOir Hetunosuii (1D);

— TiJIbKM B meaiaTpii: ycix mamieHTiB 3 nporpecytounm ['VH
CJIiI CIIPSIMOBYBATH 10 KOHCY/IbTaHTa a00 pa30oM 3 HUM OIiHIOBa-
TH CTaH IUTUHU TIPOTSTOM 4 TOIMH TIiCJIs OTPMMAaHHS pe3yJibraTy
KpeaTnHiHy, ocoommBo sKio mepedir 'YH € netunosum (1D);

— CJin BpaxoBYBaTU MOXJIMBICTH IIBUAKOIIPOTPECYIOUOTO
rJioMepyJoHeMpPUTY B TUX BUMAIKaxX, KOJU B Malli€HTa, SIKUU He
Ma€ OYeBUAHUX MPUUMH IS IPOTPECYI0YOro abo HEOOOPOTHOIO
I'VH, y pe3yabraTax aHaji3iB cedi BUSIBIEHO epUTPO- i IPOTEiH-
ypito 6e3 HasiBHOI iH(eKI11ii CeYOBUBIIHUX LILISIXiB 200 ITOCTTpaB-
MaTUYHOI KaTeTepu3allii, — JOPOCIi MalliEHTU MalTh OyTU Ha-
npasjieHi 1o Hedposora, Toli K nexiarpuyHi nauieHty 3 ['YH
YK€ TTOBUHHI OTpUMYBaTH HedposioriuHy pornomory (1D);

— nauieHTam i3 pusukom ['YH, sKi 3a3HasM 3HAYHOTO BIUIM-
BY TMOpYILIEHb HUPKOBOI TeMOIMHAMIKH, CJIiI MPOUTH BiIMOBIi/-
He 0O0CTeXeHHsI, 100 rapaHTyBaTH OOMEXEHHSI (HEeraTMBHOIO)
BIUIMBY ¥l YHUKHEHHSI Y1 MiHIMi3aIlil0 TOTaIBIINX TeMOIMHAMIY-
HUX nopyiieHs (1D);

— aHaJi3 ceui TeCT-CMYXXKOI0 Ha KpOB, OiIOK, JIEIKOLIUTH,
HITPUTHU I TJIIOKO3Y IIPOBOAUTHCS B YCiX MALIIEHTIB, SIK TLTbKU BU-

2. Recognition of the patient at 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 pe3ysibTaTh JOC/iIKeHb 1032 HOPMOIO, CJliji 3a0e3neunTn
MPOBEIEHHSI BiMIOBiAHUX 3axoiB (1D);

— Kosu nmiarHoctoBaHo ['YH, itoro npuunHu abo MOXKJIUBI
MPUYMHU MOBUHHI OYTU 3aJI0KYMEHTOBAHI i, SIKIIO 116 MOXJIMBO,
BcTaHoBeHi (1D).

Obcmedicenns

Hacranosa 3.2 — Jlopoci Ta aiTi (SIK1110 He BKa3aHO iHIle)

Mu pekomMeHIyeEMO:

— ycim nanienTam i3 I'YH ciig mpoBoauTu BinnoBinHi 6a30Bi
nociimkeHHs. CIoaM i BiTHECTU aHaJli3 cedi il yIbTpa3ByKOBe
JIOCiIKEHHSI CEYOBUBITHUX LIJISIXiB MPOTITroM 24 TonuH (SIKIIO
sBHa npuurHa ['YH He BusBisieTbes ado nepebir I'YH mokpa-
LIYETHCSA) i MPOTIroM 6 TOOMH, SIKIIO MiZ03pI0I0TH MioHehpo3
abo € BHMCOKa iMOBiIpHICTh OOCTPYKIIil CEYOBUBIIHMUX WUISIXiB
(1D);

— JMLIe A AOPOCIHMX: CTalliOHAPHUM MalieHTaM i3 Hello-
naBHO miarHoctoBaHuM ['YH ciin KOHTposioBaTU CEYOBUHY it
€JISKTPOJITH 3 MiHIMaJIbHOIO MEPIOANYHICTIO ONWH pa3 Ha JeHb
(SIK1IO HE TMOoKa3aHo OUIbII YacTe TeCTyBaHHS; HANpUKIIAl, IS
JIIKyBaHHS TinepKaxieMil) 10TH, IOK1 (PYHKIIisI HUPOK He MOBep-
HETbCS OO0 BUXimHOI a00 He cTabili3yeThCs, a MOTIM PEryJspHO
3 METOIO0 CBOEYACHOI'O BUSIBJIIEHHS IIPOrpecylouoro mnepediry ado
noBTopHoro emnizony 'VH (1D);

— TiIbKYU B meaiaTpii: micnsa BusBnenns I'YH cupoBaTtkoBuit
KpeaTUHiH MOBUHEH PETYJISIPHO MEepeBipsSITUCS M0 3aBEepIICHHS
enizony 'VH i, 3anexHo Big iHmmx dakropis pusuky ['YH, Hana-
JIi, 00 BYACHO BUSIBUTH ITpOrpecyioue ado pelanByIoUe 3aXBO-
PIOBaHHSI, YaCTOTa MOHITOPUHTY Oyle BU3HAYATUCS KIIIHIYHUMU
oOCcTaBMHAMU 1 GaJlaHCOM MiX ONTUMaJIbHUM MOHITOPUHTOM i
TarapeM HamdacToi BeHemyHKIii (1D);

— JIMIIe JJIF JOPOCJHMX: MallieHTaM 3 yrepliie JiarHOCToBa-
HuMm ['VH, ki crioctepiraloThCsl B 3arajibHiil MpaKTUli, CJIia pe-
TYJISIPHO KOHTPOJIIOBATU CEYOBUHY I €JIEKTPOJIITU, TOKU HUPKO-
Ba (DYHKIIisI HE MOBEPHETHCS 0 BUXiIHOI a00 He CTa0iIi3y€eEThCS 3
METOIO BUYACHOTO BUSIBJIIEHHS ITPOTPECYI0UOro a00 peluanBYIOYO-
ro niepebiry I'VH (1D).

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

Hacranosa 4.1 — JlopocJi Ta aiTu

1li pekomMeHma1Iii CTOCYIOTLCS MALIIEHTIB 3 BUCOKUM PU3UKOM
po3Butky I'VH, a TakoxX THX, Yy KOTO BOHO PO3BHUHYIOCS.

Mu pekoMeHIyEMO:

— HEeTailHO MPOBOAUTHU OILIHKY (Pi3i0JOriYHOro CTaHy Iaili-
eHta 3 'VH nicnsg Bussnennss 'YH abo Bu3HaueHHSI BUCOKOTO
pu3suky 1ioro po3BuTKy (3rinHo 3 NICE CG50) (1A);

— onepaTuBHE BUSIBJICHHS 1 JTiIKyBaHHS CETICUCY, KOJIU 1€ T10-
KazaHo (1A);

— OITUMIi3allisi TeMOIMHAMIYHOTO CTaHy 3a JOIMOMOTIOIO Bifl-
noBigHoI iHGYy3iitHo1 Tepamii (miarpumyetbest NICE CG176) i
BBEJICHHS Ba3omnpecopiB i/abo iHoTporiB BianosigHo (1B);

— peresibHA KJiHIYHA OLIHKA MpPU NpU3HAYeHHi iHQYy3iliHOT
Tepariii 3 METOI0 YHUKHEHHSI HECHPUSITIMBUX HACHINKiB Iepe-
BaHTaxXXeHH: pinuHoio (1B);

— Ha TaHWI 9ac He icHye crienndidHoi (hapMaKOIOTiYHOI Te-
pamnii I'VH, mo € BropunHuM 1ono rimonepdyasii i/ado cerncucy
(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 pekoMeHyeEMO:

— TIPOBOJIUTH TOKYMEHTOBAHMI OIJISI YCiX JTIKapChbKMX TIpe-
napariB y rpyri pu3uky abo B nalieHTiB i3 HassBHUM ['YH 3 me-
TOI0 YHUKHEHHs 3aCTOCYBaHHS JiKiB, 1110 MOXYTb HETaTUBHO
BIUIMHYTU Ha (yHKIIit0 HUpoK (1D);

— MO3YBaHHS TeparieBTUYHOTO TperapaTy Mae OyTH amarTo-
BaHe 10 3MiHeHo1 hapMmakokKiHeTuku BHacaigok I'VH (1B);

— peryJisipHa MOBTOPHA OLiHKA J03YBaHHSI JIiKiB IPOBOIUTh-
Cs1 BiIMOBIAHO 10 3MiHM (PYHKIIii HUPOK i B Mipy 3aroyaTKyBaH-
Hs1, 3MiHM 200 MPUIIMHEHHST HUPKOBOI MiaTpuMKH (1D);

— OKpeMi JlikapHi HeBiIKJIaaHOI TOIIOMOI'M BU3HAYalOTh a00
MiANMMUCYIOTh 30BHIIIIHI BKa3iBKHU 11010 BXXUBaHH: JTiKiB ipu ['YH,
HanpuKIaa Ijis TMpU3HAYEeHHS aHTUOIOTHKIB, aHaJre3ii, KOHT-
pPacTHUX PEYOBMH i XiMioTeparrii, a0 po3po0JIsIIOTh CBOI BJIACHI
JIOKaJIbHI peKOMEeH1allil Ha 3acaiax J0oka30Boi Meauiuau (1D);

— YCi nailieHTH, sIKi MTOBTOPHO NMPUAMAaIOTh MOTEHIIIITHO MPU-
YMHHI J1iku micns enizony ['YH, moBUHHI TOBTOPHO BUMipIOBaTH
KpeaTHHiH CUPOBAaTKM I Katiio yepe3 1—2 TIDKHI ITiCIISI IIbOro i
MICJIS MMOJAJIBIIOro TUTPyBaHH no3u (1D).

6. Pa6aomioni3

Hacranosa 6.1 — Jlopocai Ta aitu

Mu pekomMeHayeMO, 11100 TOPOCJIi Ta IiTH, SIKi MalOTh PU3UKU
po3Butky ['YH yHacninok pabaomionisy i gKi He epeBaHTaXeHi
00’€MOM, OTPUMYBAJIM IIBUJKE PO3LIMPEHHSI 00’€MY BHYTpIlII-
HBOBEHHOI iH(DY3ii 3 METOIO TOCATHEHHS BUCOKOI IIIBUIKOCTI Ce-
yoBoOro nmotoky (1B).

7. Xap4oBa niATPUMKA

Hacranosa 7.1 — Jlopocui Ta aitu

Mu pexomennyeMo manieHTiB i3 ['YH, axi orpumyiots Hup-
KOBO3aMiCHY Teparlilo, HalpaBJIsSITH J0 Ai€TOJOTA IS iHAWUBIimy-
aJIbHOTO KOHCYIbTyBaHHs (1D).

8. N\iKkyBQHHS Y nepeBeAeHHS B HeQpOoAOoriyHe
BiAAINEHHS

Hacranosa 8.1 — Jlopoci

Mwu pekoMeHIy€eEMO:

— cnpsaMmyBaHHs nanieHTiB i3 ['YH no HedposoriaHoi ciyxk-
01 MOBUHHO BiIOYyBaTHUCH 3a YYACTIO JliKapsi-HedpoIora; e Ipo-
BOJUTBCS IJIsI TOTO, 11100 3a0e3MeUYnTH HaJlaHHSI BUCOKOSIKICHUX
KOHCYJIbTAllil, i TAKUM YUHOM MOXKE BKJIIOYATH PETPOCTIEKTUB-
He, ajie CBOEYacHe OOrOBOPEHHST BUTIAMKIB, 110 CTOCYIOThCS WJie-
HiB HUPKOBOI KOMaHIU, SIKi He € KOoHCyabrantaMu (1D);

— MPOTOKOJIM Mepeaadi MaroTh OyTH po3po0JeHi Ha OCHOBI
HauioHanbHOTo peTUHTY pAHHBOTO 3aM100iraHHs, 1100 3a0e3me-
YUTU HaJlexHe copTyBaHHs nauieHTiB i3 I'YH, ski npubyBaioTs 3
iHmmx jgikapeHs (1C);

— HUPKOBI CJIy>)KOM MOBUHHI CITiBIPALIOBATH 3 IHIIIMMU CIIe-
iaTbHOCTSIMU M MiCLIEBUMMU JIiIKapsIMU TEPBUHHOI i BTOPMHHOI
MEIUYHOI JOMOMOTH 3 METOI0 PO3pOOKM peKOMeHAAllill 111010
rMokasaHb i MiCLIeBMX MpaBWJ HampaBjieHHs nauieHTiB i3 ['YH;
BOHU MaloTh OYTH Y3rO/KeHi 3 HalliOHAJIbHUMU peKOMEHallisi-
MU, SIKIIO0 TakKi icHyoTh (1C).

Mu niponoHyemMo:

— BiAOUJIGHHSI iHTEHCUBHOI Tepallii MOBMHHI 3MilICHIOBATU
paHHill KOHTAKT i3 He(POJIOTIYHOIO CIY*k0010 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:

— a documented 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 IAali€HTIB, 5IKi, MOXJIMBO, IOTPEOYBATUMYTh I10-
CTiIHOT HUPKOBO-3aMiCHOI JOTTOMOTH. 3aBUacHE MOIePeIKeHHS
TaKMX TALEHTIB CIPUSITUME TJIAHYBaHHIO JIOTIOMOTH i TToaIb-
IoMy crioctepexeHH:o (2D).

Hacranosa 8.2 — IleniaTpis

Mu pekoMeHIyEMO:

— rneniaTpuuHi HePOIOTiuHI CTy>KOM MOBUHHI TaKOX CITiB-
MpaIoBaTh 3 TPETUHHUMM CIEIiaIbHOCTSIMU B MeXax OJTHOTO
LEHTpPY, MiCIIeBi JiKapHi po3po0JsTIOTh peTiOHAIbHI peKOMEeHIa-
10ii i mepenaroTh IPOTOKOJIM paHHLOTO BUSIBICHHS, YIIPABIiHHS 1
nikyBanHs ['YH y miteii i mignitkiB (1D);

— memiaTpuWyHi BimmiaeHHs iHTEHCHMBHOI Teparlii MOBUHHI
CBOEUYACHO 3B’S3aTHCS 3 HE(PPOJOTIYHOIO CIIYy:KO0010 3 METOI 00-
TOBOPEHHS CTaHy AiTeit ab0 MiIJIiTKiB, SIKUM MOXe 3HaT0OUTUCS
HUPKOBO-3aMiCHa Teparisl Micisi BUMTUCKU 3 BIUIIJIEHHS] iHTEH-
cuUBHOI Teparii. Lle ciig mpoBoAXTH 32 JOITOMOI0OKX KOHCYJIBTaH-
Ta — AUTSIYOTO Hedposora. PaHHE HanpaBIeHHS CIIpUsIE TUTAHY-
BaHHIO JIOTIOMOTH il BCTAHOBJIEHHIO CTOCYHKIB 3 AiThbMU Ta IXHIMU
ciM’samu (1D);

— HeoOXimHO TepMiHOBO IIPOBECTU OILIIHKY BTOPMHHOI Me-
IUYHOI TOIMOMOTH TSI BCix MoxummBuX Bunankis ['YH, 1o po3s-
BUBAIOThCS B rpomani. lle caim mpoBoauTu 3a AOIOMOTOI0 KOH-
cyJbTaHTa — AUTs4oro Hegposora (1D).

9. HUpKOBQ MiaATPUMKQ

JopocJi Ta aiTi (K10 He BKa3aHO iHIIIe)

Hacranosa 9.1 — Bu6ip HupKoBo-3amMicHOI Tepamii

Mwu pekoMeHIy€EMO:

— TIpM JIiKyBaHHI MAIliEHTIB i3 MPOrpecyrounuM abdo TSIXKKUM
I'VH crig ouiHoBaTH HEOOXiTHICTh HEBIAKIAIHOI HUPKOBO-3a-
micHoi Teparnii (H3T), skiio He Oyj10 MPUITHATO pillIeHHST TIPO
MOCUJIEHHSI KOHCcepBaTUBHOI Teparrii (1B);

— pimenHs npo mouarok i Bubip H3T mae rpyHTyBaTtHcs Ha
3araJibHOMY CTaHi Ialli€HTa, TSXKKOCTi OCHOBHOTO 3aXBOPIOBaH-
HsI, CTyIIEHi mepeBaHTaxKeHHs PidMHOIO i MOro BIUIMBI Ha iHILL
OpraHu, ajge He BUKJIIOYHO Ha 3HAUYEHHSIX KPEaTUHIHYy YU ceyo-
BuHu (1B);

— TMepioAnYHi i Oe3nepepBHi eKCTpaKopropaabHi METOIU
MOBUHHI po3mignarvcs K nonatkose JikyBaHHs ['YH. BuGip
HUPKOBO-3aMiCHOI Tepallii IIOBUHEH OpiEHTYBAaTUCS Ha KJTiHi4-
HUIi CTaH OKPEMOTO TalliEHTa, MEIUYHY il CECTPUHCBKY eKCITep-
TU3y ¥ HasiBHICTb MailuH. [lepuTtoHeanbHUil diani3 Moxe po3-
IJISIIATUCS SIK aJibTepHaTHBAa €KCTPAKOPIOPaTbHOMY JIiKYBaHHIO
B IemiaTpuIHMX namieHTiB (1B);

— pillleHHsS IIPO IIOYaTOK Oe3IepepBHOTO ado IepepuB-
yactoro (iHtepmirtyiouoro) pexumy H3T mae GasyBaTtucs Ha
oliHui ctaHy mauieHTa. IlamieHTaMm, SIKi reMOAMHAMIYHO He-
CcTabibHiI a00 MalOTh TOCTPY TPaBMy FOJIOBHOTO MO3KY UM Ha-
OpsIK TOJIOBHOTO MO3KY, 0akaHO MPOMNOHYBaTH Oe3NepepBHY
H3T (2B).

Hacranosa 9.2 — Bu6ip mem0Opanu ii po34uHiB

Mu pekoMeHay€eEMO:

— s ITJ1 i BH3T ciin 3actocoByBatH mianizatopu 3 6iocy-
MicHoto MmeMbpaHoto (1C);

— CJIi Ha/JlaBaTyu MepeBary po3unHaM i3 6ikapOoOHaTHUM Oy-
depoM IJ1s miami3arty il 3aMiCHOTO PO3YMHY B MeToHaxX Oe3IepepB-
Ho1 HUpKoBo-3amicHoi Teparrii (bH3T) (1C);

— pimyHM, 110 3aCTOCOBYIOTHCS ISl IMIOCTIHHOTO abo Tepio-
IUYHOIO remMoianisy, remodinbrpaliii abo remomiadinsrpaliii 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 MiKpoOioJOriyHUM HOpMaM
PO3UMHIB, 1110 3aCTOCOBYIOThCS ISl XPOHIYHOTO reMoianisy (1A).

Hacranosa 9.3 — Cynunnuii noctyn ans H3T

Mu pekoMeHay€eEMO:

— BEHO-BEHO3HUI1 JJOCTYI 3aCTOCOBYETHCS ISl HEBiIKIaIHOT
HUPKOBO-3aMicHOI Tepartii (1A);

— JiaJli3Hi KareTepu MOBUHHI OyTHM aleKBaTHOI MOBXWHMU,
1100 MiHiMi3yBaTH pU3HK IIePeIdaCHOIO TPOMOO3Y il pelIMpPKYJIs-
mii moctymy (1C);

— IOCTYII IIOBMHEH OyTH 3a0e3IeYyeHUil JOCBimueHUM abo
BiIMOBiTHO IiATOTOBJICHUM MepCcoOHAaNIOM. JIJIsl CIpUSIHHS HaIeX-
HOMY PO3MIIIIEHHIO KaTeTepa CJIil BAKOPUCTOBYBATH YJILTPA3BY-
KOBUI KOHTPOJIb Y peasibHOMY 4aci (1A);

— HeoOXiAHO YHWKATH AOCTYMY A0 MiAKJIIOUYMYHOI BEHH,
SIKIIO 1€ MOXJIMBO, MALIiEHTaM i3 pu3ukoM nepexoay B XXH 4-i
abo 5-1 cTamii yepe3 NOTEHUIMHUI pU3UK KOMITPOMICY TSI Maii-
OYTHBOTO iICUJIATEPaIbHOIO apTepPiOBEHO3HOIO MTOCTYITY IS
nianizy (1D);

— TUMYACOBUI AOCTYN CJIifl 3MiHIOBaTU 4epe3 BiJIOBiAHI
MPOMIKKHI Yacy BiAITOBiIHO IO MiCILIEBUX IpaBWjI OOPOTHOU 3 iH-
dekuiero (1C);

— MiaJli3Hi KaTeTepu IMMOBMHHI BUKOPUCTOBYBATUCH JIMIIIE JJIsT
€KCTPaKOPITOPATBLHOTO JIIKyBaHHS 3 METOI0 3MEHILIEHHST PU3UKY
BUHUKHEHHS iH(eK1Iii KaTeTepa (1D);

— AHTUMIKPOOHi (CTOMOpPHI, 3aMMUKarO4i) PO3UMHU CIIiJ 3a-
CTOCOBYBATU PETYJISIPHO 3 METOIO 3HUXKEHHST PU3UKY BUHUKHEH-
HsI KaTeTepHUX iHdeK1iit Kposi B nopociux (1C).

Mu npornoHyemo:

— AHTUMIKPOOHi (CTOMOpPHI, 3aMUKarO4i) PO3UMHU CIIiJ 3a-
CTOCOBYBATH PETYJISIPHO, 11100 3HU3UTH PU3UK BUHUKHEHHS Ka-
TeTepHUX iH(EKIIi KPOoBi B miTeil i maiTKiB (2D);

— HEeOOMiIHAHTHMI CYIUHHUM amapaTr BepXHbOI KiHIIiBKH I10-
BUHEH 30epiratucs njs mauieHTiB i3 ['YH na i XXH 5K peszeps-
HUI 111 MaiiOyTHBOTO ITOCTIMHOTO apTepiOBEHO3HOTO miali3y
(2C).

HacranoBa 9.4 — AHTHKOAryJslis 1151 €KCTPAKOPNIOPATIb-
Hoi Tepamii

Mu peKOMeHIYEMO:

— antukoaryJsiuist st H3T noBuHHa BianoBinatu xapakre-
pUcTHKaM nauieHTa i odopaniit MogansHocTi H3T (1B);

— nns antukoarysuii mpu BH3T perioHanbHa muTpaTHa
AHTUKOATYJISILis TOBUHA OyTH BUOOpOM repiioi jgiHii. Konu mu-
TpaT MPOTUIIOKAa3aHWIl ab0 OTO HEMAE, CIiJ PO3IISTHYTH TIPU-
3HaYeHHs HedpaKIioOHOBAHOTO TeMapuHy abo ermoNpoCTeHONY
(1B);

— IJIS1 aHTUKOATYJIsILii Tipu rocTpiit mepepusyactii H3T crix
BUKOPUCTOBYBAaTU He(paKIlioHOBaHUI TrenapuH abo HU3bKOMO-
JIEKYJISIPHUI TelapyuH K aHTUKOATyJISHT Tepiioi giHii (1C).

Mu nnponoHnyemo:

— Y BUMNAKy MPOTUIOKA3aHb 10 LIUTPATY, TerapuHy abo eno-
MPOCTEHOJY MOXe OyTH pO3IJISIHyTa CTpaTeris 0e3 aHTUKOATyJIsI-
1ii a0o mpoMuBaHHS (i3i0JOTIYHMM PO3YMHOM Y MAIiEHTIB, SIKi
OTPUMYIOTh Oe3nepepBHY abo nepepuuacty H3T (2C).

HacranoBa 9.5 — Ilpu3HayeHHsI HHPKOBO-3aMiCHOI Te-
pamii

Mu peKOMEeHIYEMO:

— 103y HeBigKiIamHoi ekcrpakoprnopanbHoi H3T cimig mpu-
3HAYaTU 1 KOPUTYBAaTU HAa KOXHOMY CeaHCi (/151 MepioauIHOro
reMofiaiizy abo riopuaHoi Teparrii, HalpUKJIad AiarHOCTUKU 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 moaeHHO (mis
6e3nepepBHoi H3T). VY nikyBaHHI cjlii BpaXoByBaTH MOTOYHI i
MPOrHO30BaHi MOTPeOU B MeTabOJTi3Mi i pinvHi nauieHTa i Oyab-
SIKUI BUMiproBaHUi gedituT 1o3u (1A);

— mnanient 3 'YH, ski orpumyBasin BH3T, nmoBuHHI oTpu-
MyBaTH 103U JIiKyBaHHSI, €KBiBaJIEeHTHI LIBUIKOCTI YabTpadisib-
tpauii 25 mi/kr/ron (1A). Konu 3actocoByeThest reModiabTpa-
0isT 3 OIIepeaHIM PO3BeACHHSIM (IIPSIUIIONIST) , CIIil 3MiMCHUTHA
MPOTIOPLIiiiHEe KOPUTYBAHHSI 1O BCTAHOBJIEHOT IIBUAKOCTI yJIbTpa-
inbTpallii;

— mauieHtu 3 'YH, gki oTpuMyBanu Teparito 3 mepioand-
Hoto H3T (nmepepuBuactuii remonianiz abo riopuaHa Teparis),
MOBUHHI OTpUMYBAaTU JiKyBaHHS MNpUHANUMHI MiHiMaJabHOIO
03010, 1[0 BBAXAETHCS BIAIMOBIIHOIO JISI HUPKOBOI XBOPOOU
KiHIIEBO1 CcTalil, OpieHTyIouuCh Ha rpadik 3 pasu Ha TUXAECHb:
koedinieHT 3HmxkeHHs ceuoBuHu (URR) > 65 % a6o omHoMic-
Huit yn (sp) Kt/V > 1,2 3a ceanc (1B). Ha mpakruui e mo-
Tpebye opieHTalii Ha Ginxbin Bucoky mo3y (URR > 70 % a6o
spKt/V > 1,3 3a ceanc) st npodilakKTUKN MOKJIMBUX HETaTUB-
HUX HACIOKIB;

— CJIi1 BpaXOBYBAaTU PU3UK PO3BUTKY CUHIPOMY MOPYIIEHOL
piBHOBAru Miajizy B MAli€HTIB, SKi MOYMHAIOTh MEPEPUBIACTUI
reMofiaji3 i3 BUCOKMM BMICTOM CEUYOBMHM B CHPOBATIIi KPOBI,
i Te, 110 MalliEHTaM i3 PU3UKOM CJIiJ MIPU3HAYNUTU TEPIIUit dia-
JIi3 MeHIoi iHTeHcuBHOCTI (1B). Mu BBaxkaeMo, 110 ce4yOBUHA
> 30 MMoub/n 6yna 6 PO3yMHUM MOPOTOM JJIs BpaxXyBaHHSI LIMX
3axoniB (2C).

Mu npomnoHyemMo:

— METOJY 03yBaHHSI HUPKOBO-3aMiCHOI Teparlii, sIKi morpe-
OYIOTb OLIIHKM Baru MailieHTa, TOBUHHI BUKOPUCTOBYBAaTH BUMi-
pIOBaHy Bary, a He eKCTparojiboBaHy 3i CTaHiB, 110 TMepeayBaiu
3axBopioBaHHIO (2B).

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

Mu pekoMeHIyeEMO:

— pimeHHs npo novyatok H3T y nmamienTis i3 'VH mae 6a3y-
BaTUCS Ha BOAHOMY OaJjlaHCi, BMICTi €JIEKTPOJIITiB i METa00IiYHO-
My CTaTyci KOXHOTO OKpeMoro mauieHTa. Ii ciin posnouatu go
PO3BUTKY yckiaaHeHb ['YH, 110 3arpoXyloTh XUTTIO, SIKIIIO HE
Oye MpUITHATO pillIeHHST PO Te, 110 iHTeHCcHiKallis Teparrii He
€ nouinbHow (1C);

— inimitoBanHsg H3T Mmoxke OyTu BigkiameHO, SKIIIO OCHO-
BHMI KJIIHIYHMI CTaH MOKPAIIY€EThCSI, € paHHI 03HAKU BiTHOB-
JICHHSI (DYHKIIii HIPOK i ITOKPAIIYIOTHCS MOKA3HUKI META00Ii3My
11 BomHOTO 00MiHY (1D);

— MOKpalllaHHs KJIiHIYHOTO CTaHy Nalli€eHTa, BUAICHHS cedi
i KOpeKllis BOAHOIO CTaHy MOIJIM O BUIIpaBIaTH TUMYACOBE
npunuHeHHs: H3T njs Bu3HaueHHs1, 41 He BiqHoBIs1eThes ['YH
(1D).

10. [TAQHYBQHHSI BUMTUCKU

Hacranosa 10.1 — /Iopocai Ta gitu

Mu peKoMeHIyEMO:

— BUIIMCKA MOBUHHA MICTUTH 3a1MC TIPO BUSIBJICHE B JIiKapHi
I'YH, iioro makcuMmajbHy CTallito, €TioJoTito, TOTpedy B HUPKO-
Bill miaTpUMIi (TUMYacoBa/MOCTiiHA) i HUPKOBY (DYHKILiIO MPU
BUIMCIII, SKIIO MAIiEHT He € miaiiz3anexxHum (1D);

— BUIIMCKA MOBUHHA MiCTUTU KOHKPETHI peKOMeHal1lii 010
HEeOOXiTHOCTI HEraltHOro MOHITOPUHTY (PYHKIIil 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,

44 HupKw, I1SSN 2307-1257 (print), ISSN 2307-1265 (online)

Tom 8, N2 4, 2019




HactaHoBu / Guidelines

MUCKU, TOpaay II0A0 MEAMKaMEHTO3HOI Teparlii, SIKi MOXYTh
OyTM 3alisHi B emi3ofi (Hampukiaa, YHUKHEHHS, MOXJIMBOCTI
MOBTOpPY, MaiiOYTHI BKa3iBKM 1100 XBOPOro), Ta iH(opmallito,
1110 IIPOTIOHYETHCS MALliEHTY, poAruYaM i/abo TUM, XTO 3a HUM JIO-
msinae (1D);

— BUMMCKA MOBMHHA IMOCUJIATACS HA BiMOBIiHI MiCIIeBi pe-
KOMeHallil, HeoOximHicTh ikcamii mepeHeceHoro I'VH y 3anmci
MEPBUHHOI MEINYIHOI JOITOMOTHY ¥ 3a3HaYaTH HEOOXiMHICTh pee-
CTpallii B peeCcTpi NEPBUHHOI MEAUYHOI TOIMIOMOTIH, SIKIIIO Ha MO-
MeHT Bunucku HassBHa XXH (1D);

— CJIix opraHizyBaTu oQiliiiHy He(poJIoriuyHy JOIIOMOTY Iic-
1 Bunucku (1C):

- mpoTtsiroM 90 THIB /UTS XBOPHX i3 3aTUIIKOBOIO cTafieto XXH
4-1 cTanii mpu BUMUCKU 3 JTiKapHi

- npotsarom 30 AHIB IS XBOPHUX i3 3a1MIIKOBOIO cTagiero XbH
5-i cranii (He mMoTpiOHMIA aiani3) Tmiciast BUITMCKU 3 JTiKapHi

- ipotsiroM 30 AHIB 7151 TUX, XTO Ma€ TTOKa3aHHsI JI0 Jiaii3y Ha
MOMEHT BUITUCKH 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

lNepeknap: npod. . IsaHos, I. Kyuma

HaykoBwii pegakTop nepeknapgy: akag. HAMH Ykpaivun npodp. J1.A. Mupir W
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