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part of a terminal illness reflecting
progression of an advanced untreatable
comorbidity. In this setting the
appropriateness of onward referral to
hospital or a nephrology clinic can be
reconsidered. 

IMPROVING OUTCOMES 
The majority of episodes of AKI occur
within the community and GPs play a
vital role in the early identification and
management of individuals with AKI.9

Ideally, renal function should be
monitored during any episodes of acute
illness associated with sepsis, volume
depletion or hypotension. 

A careful review of prescribed
medications is always appropriate with
the aim of stopping any potentially
nephrotoxic drugs.  

Individuals at increased risk of AKI
(and their main carers) can be educated
about sick day rules i.e. temporary
cessation of certain drugs (diuretics,
ACEi, ARBs, metformin, NSAIDs) during
episodes of acute illness. Advice cards
with sick day rules and medications to
be stopped can be given to patients,
see box 3, p27.10

Prescribing decisions can have 
a significant impact on the risk of
community AKI. Co-prescription 
of NSAIDs with an ACEi or ARB is a
potentially nephrotoxic combination.
Temporarily withholding these
medications in acute illness, e.g.
vomiting and diarrhoea, can help to
reduce the risk of AKI. The risk of
ongoing prescription of potential
nephrotoxic medications should be
considered if the patient will be at
continued risk of hypovolaemia. 

CONCLUSION
AKI is a common, costly and potentially
reversible condition, associated with
high mortality. 

Identifying and educating individuals
at high risk of AKI, particularly about the
potential harm of co-prescribed
medications, may limit the severity of
AKI. Careful prescribing within the
community is a key component in
reducing future risk of AKI. GPs play 
a central role in the early identification
and management of patients with AKI.

Useful information 

Think kidneys
www.thinkkidneys.nhs.uk

NICE CG169 
Acute kidney injury. Prevention,
detection and management of acute
kidney injury up to the point of renal
replacement therapy  
www.nice.org.uk

GAIN
Guidelines and Audit Implementation
Network. Northern Ireland guidelines for
acute kidney injury
www.gain-ni.org/images/GAIN_-
_AKI_-
_Northern_Ireland_Guidelines_for_Acu
te_Kidney_Injury_PDF.PDF
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The incidence of acute kidney injury (AKI) is rising  
reflecting an increasingly elderly at-risk population, with
multiple comorbidities, coupled with improved detection
of AKI following introduction of clinical chemistry
laboratory algorithms. AKI is a potentially reversible
process so improvements in its recognition and early
interventions could have a major impact on patient
outcomes.

AKI occurs when there is a rapid decrease in GFR  
within hours to days. The loss of kidney function results
in the retention of urea and creatinine and subsequent
dysregulation of electrolytes and fluid balance.
Individuals in the community with pre-existing CKD
and/or patients treated with an ACE inhibitor (ACEi) or
angiotensin receptor blocker (ARB) are at increased 
risk of AKI if they develop an illness associated with
hypovolaemia or hypotension.

Pre-renal AKI is very common within the community and 
may be reversed with restoration of appropriate fluid
volume status. Potential clues in the history for AKI
include reduced fluid intake and/or increased fluid
losses, urinary tract symptoms and recent drug
ingestion. Postural changes in pulse and blood pressure
are more sensitive indicators of hypovolaemia than
supine observations.

Once an unexplained raised serum creatinine is identified
this should trigger a careful review of the patient’s history
including the common AKI risk factors, medication record,
baseline renal function (where known) and clinical
examination. The severity of the AKI should be considered
by evaluating the extent of rise of serum creatinine from
baseline.

Reagent strip urinalysis should be performed, 
if possible, on any patient with suspected AKI. Positive
protein and blood indicators of 2+ to 4+ on urinalysis
suggest intrinsic glomerular disease and should trigger
more urgent referral to hospital.

The focus of AKI management is correcting the conditions 
causing or contributing to it. It is critical that the fluid
volume status of patients with AKI is accurately assessed
through careful history and examination. Drugs that may
induce, exacerbate or complicate AKI such as diuretics,
ACEi, ARBs, NSAIDs should be stopped. It is important
to restore an effective blood pressure.

It is not necessary to refer all AKI patients to hospital  
if they are responding to timely community management
of their underlying medical condition. Individuals at
increased risk of AKI, and their main carers, can be
educated about sick day rules i.e. temporary cessation of
certain drugs (diuretics, ACEi, ARBs, metformin, NSAIDs)
during episodes of acute illness. Advice cards with sick
day rules and medications to be stopped can be given 
to patients.

‘Careful
prescribing is a
key component 
in reducing 
future risk of AKI’

Timely liaison between primary and
secondary care and ease of access to
services is required to lesson the impact
of AKI on patients in the community.  
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