Background:
· Acute Kidney Injury (AKI)is an episode of sudden deterioration in renal function over a few hours or days, evidenced by a rise in serum creatinine or fall in urine output1.  It is common and treatable, yet affects one in six of hospital inpatient episodes, and causes death in one in four of those2.  
· Since the publication of a 2009 NCEPOD report into AKI1 and the introduction of NICE CG1692 in August 2013, we previously showed improved AKI identification following introduction of a dedicated AKI teaching programme, underpinned by AKI prompt card distribution.
· The recent establishment of the ‘Think Kidneys’ Kidney Quality Improvement Partnership (April 2016) has introduced further guidelines and resources, defining the standard for communication between primary and secondary care about AKI episodes3.

Objectives:
1. Establish whether there has been a sustained improvement in AKI detection amongst acute medical inpatients since 2014.
2. Compare quality of care for acute medical inpatients with AKI to NICE1692.
3. Compare AKI information on discharge summaries to new ‘Think Kidneys’ guidance3.

Methodology:
· A dedicated AKI teaching session was delivered to AMU clinicians on 11/01/2017.
· All patients admitted on the acute medical take to the AMU during the week from 15/01/2017 to 22/01/2017 were studied (271 patients). 
· AKI was identified using blood biochemistry results compared with baseline serum creatinine. In AKI cases, drug charts, medical records and discharge summaries were reviewed.
· Proportion of AKI cases identified was compared to an audit in 2014.
· AKI related discharge summaries were compared to Think Kidneys guidance.

Results:
	1: Detection of AKI cases 
	· AKI was appropriately identified and documented in patient in 71% of cases.
· In 2014, AKI identification in discharge summaries improved from 45% to 82% following dedicated teaching sessions and AKI prompt card distribution.
· Failure to recognise AKI by the national AKI algorithm contributed to several instances of AKI escaping unnoticed (14 out of 42 cases). 

	2: Analysis of AKI cases
	· AKI cause was recorded in 52% of total AKI cases (73% of cases in which AKI was appropriately identified).
· Urinalysis was performed within 24 hours in 69% of cases.
· Nephrotoxic drugs were stopped or adjusted in 75% of cases.

	3: Discharge summary information
	· AKI was recorded on discharge summaries in 67% of cases.  Of the discharge summaries in which AKI was appropriately identified, none adequately conformed to Think Kidneys guidance from April 2016.



Conclusions:
· There has been a relatively sustained improvement in AKI recognition on the AMU since 2014, associated with an ongoing dedicated teaching programme, underpinned by AKI prompt card distribution, but there remain numerous instances of AKI that are not recognised on the AMU. 
· Whilst aspects of NICE CG169 continue to be implemented in the majority of cases, adherence remains far from perfect, despite the ongoing AKI teaching programme, underpinned by distribution of AKI prompt cards.
· An additional and focused drive to increase awareness and improve adherence to Think Kidneys guidance relating to completing discharge summaries for patients with AKI is required.
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