Haemodialysis in AKI – Service Evaluation of Patients treated outside of Intensive Care

Acute Kidney Injury (AKI) is a ubiquitous condition associated with mortality and morbidity. However, AKI rarely requires Renal Replacement Therapy (RRT) which itself is associated with short and long term risks. There have been numerous studies looking at patients requiring RRT in critical care, however there is an extreme paucity of data for patients with AKI requiring RRT outside of Critical Care, and therefore, we do not have a good understanding of the outcomes of these patients. Patients in Critical Care often have multi-organ failure and are likely to have different co-morbidities and outcomes. Therefore, knowing outcomes of patients requiring RRT for AKI on wards and the influence of certain co-morbidities on outcomes is extremely important for clinicians as it can influence practice and aid discussions with patients. 

This is a single-centre retrospective analysis of 112 patients dialysed in wards (Group A) and 84 patients dialysed on both ward and Critical Care (Group B) over a continuous period of 24 months. Data was collected using PPM and BHLY (Bradford, Hull, Leeds and York Renal Patient system). Descriptive statistics were used to summarise the cohorts. Logistic regression was used to determine risk factors for mortality and for return to baseline eGFR. 

[bookmark: _GoBack]Cohort demographics can be seen in table 1. The commonest cause of AKI was sepsis in both groups, comparing the groups, intrinsic AKIs were more common in group A, particularly from vasculitis. The commonest indication for dialysis was overload in Group A and acidosis in Group B. As in figure 1 in both groups 90-day mortality was similar, but dialysis dependence was significantly higher in Group A. As expected, increasing age was an independent risk factor for mortality in both groups. Interestingly diabetes was associated with survival and return to baseline eGFR in both groups. 

As previous research has suggested, the mortality of AKI requiring RRT remains high As suspected patients in Group B were younger, with fewer co-morbidities and better renal function. Patients requiring RRT in Critical Care are an entirely different population to patients requiring dialysis on the ward and thus emphasises the importance of further large multi-centre studies looking at the outcomes of these patients. Interestingly, in our study, co-morbidities such as heart failure and hypertension were not associated with mortality in either group. Further investigation into the relationship between diabetes and outcomes in this group may improve management of patients with and without diabetes requiring RRT for AKI.  

 Table 1                                                                    Figure 1       Baseline demographics and co-morbidities (Data are mean/proportions for continuous/categorical data)
Outcome of AKI, Group A blue, Group B orange   (LC=Low Clearance clinic).

	Variable 
	Group A
	Group B

	Mean Age
	66
	56

	Gender Male
	60%
	66%

	eGFR pre-AKI
	40
	>90

	Diabetes
	29%
	23%

	Ischaemic heart disease
	17%
	10%

	Hypertension
	53%
	43%

	Heart failure
	11%
	11%
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