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Introduction:  

Acute Kidney Injury (AKI) occurs in 5-20% of all hospital admissions in the United Kingdom. It causes increased mortality, morbidity, length of stay,, 

admission to intensive care and cost to the National Health Service. According to the National Confidential Enquiry into Patient Outcome and Death 

(NCEPOD) AKI was avoidable in 20-30% of cases. NCEPOD identified a failure to recognise AKI and a delay in diagnosis of AKI. With better 

management, up to 12,000 lives could be saved each year. To improve early AKI detection, an electronic alert system was established at Mid Essex 

Hospital Trust (MEHT). The e-alert was programmed to trigger when a rise in serum creatinine of more than 26 µmol/L from the patient’s lowest baseline 

value in the preceding 6 months occurs. An advisory warning of potential diagnosis of AKI is then made on the pathology reporting system with a link to the 

Hospital AKI Management Guideline. 

Results: 

• Median age 80 years 

•28% (n=24) of AKI cases were recognised and documented in the 

notes 

•95% (n=23) of those recognised implemented change in line with  Trust 

AKI  guidelines 

• 28% (n=24) had USS KUB  

• 9% (n=8) documented AKI on discharge summaries to the patient’s 

general practitioner 

• 40% (n=34) of AKI resolved prior to discharge, 4 patients have not had 

repeat blood tests since triggering the e-alert 

• 12% (n=10) mortality in patients triggering the AKI e-alert 

• 2% (n=2) patients required ITU admission or haemodialysis 

Methods: 

•  Retrospective audit 

•  103 inpatients between 28.10.2013 and 07.11.2013 

•  86 case notes were reviewed and a standardised 

proforma used to collect data 

Diagnosis of AKI documented in notes

28%

72%

Yes No

Objectives:  

1) To audit documentation of the diagnosis of AKI 

2) To discover if appropriate management in line with trust 

guidelines was initiated. 

Conclusion :  

 
AKI is common and associated with poor outcomes. The AKI e-alert linked to 

the trust AKI guidelines is a strategy implemented in MEHT to tackle the delay 

and failure to recognise AKI. In this audit only a third of the triggered e-alerts 

were acknowledged by the medical team. The low pick-up rate could have 

adverse effects on the patient’s outcome. All doctors need to be aware of e-

alert and the required action.  e-alert is a passive method for aiding 

recognition of AKI and is currently poorly recognized. Active alert methods 

with an AKI outreach team may result in earlier recognition and improved 

patient outcomes. 
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