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AKI - onn
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models, fluid therapy and information technology needs: the Second
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KDIGO - obHOBRneHue

KDIGO AKI Workgroup. KDIGO Clinical Practice Guideline for AKI. Kidney Int
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OuomMapKepbl — orpaHU4YeHHoe 3Ha4YeHue

Murray PT et al. Potential use of biomarkers in AKI: report and summary of
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BHUMaHUe — Ha BOCCTaHOBJ1eHNne U nocneancrsus

Kellum JA et al. ProCESS and ProGReSS-AKI Investigators. The Effects of
Alternative Resuscitation Strategies on Acute Kidney Injury in Patients with Septic
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[TpNYMHHO-CNeACTBEHHbIE CBA3W. bonblue
BOMPOCOB, YEM OTBETOB

Forni LG et al. Renal recovery after acute kidney injury.
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Total number

YacTtoTa BHYTpUbOsibHM4YHOro Ol (n=31970)

n=1,277 Sepsis, 68.4%

n=1,566 ISASSSTETEE Pneumonia, 52.5%

n=2,738 AT Congestive heart failure, 47.4%

n=1,631 RSSYE Acute myocardial infarction, 46.4%

n=539 AT Chronic kidney disease, 45.6%

n=758 AN Lymphoma, 33.6%

n=647 "SI Liver disease, 33.1% moaged
n=866 LSl Rheumatic disease, 21.5% L Stage 2
n=7,735 [SM Solid cancer, 21.0% W Stage 3
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«[Joporn, koTopble Mbl BbiIOMpaem...»

Normal regeneration after acute injury

Injury/regeneration Redifferentiation

Failed differentiation and atrophy after acute injury

Normal tubule Injury/regeneration Growth arrest / Failed differentiation  Atrophy Atresia

Venkatachalam MA et al. Failed Tubule Recovery, AKI-CKD Transition, and
Kidney Disease Progression. J Am Soc Nephrol. 2015;26(8):1765-76




[TaTodun3anonorns BoOCCTaHOBIIEHUS

PakTopbl pUCcKa
3THWUYeCKana rpynna
CTapLUWA BO3pacT
reHeTHKa
KOMOPOUAHOCTL:

Al
ch
ccn
XBlN
THUMN U TAXKECTb
OCHOBHOIO
saboneBaHHA
TAXECTb U
ANUTENbHOCTL
onn

Venkatachalam MA et al. Failed Tubule Recovery, AKI-CKD Transition, and
Kidney Disease Progression. J Am Soc Nephrol. 2015;26(8):1765-76




Puckn passutusa XbI'1 nocne Ol1l1 n...

uccneaoBaHue aons pUcK (95% OW)
B MeTa-aHanus3e

Weiss et al. (13) 10.0 32.79 (4.30-249.77)
Amdur et al. (22) 15.5 6.64 (5.05-8.74)

Lo etal. (11) 15.5 28.08 (21.01-37.53)
James et al. (16) 15.6 29.99 (24.32-36.99)
James et al. (15,23) 15.5 1.60 (1.20-2.14)
Ando et al. (19) 12.4 9.91 (2.48-39.63)
Ishani et al. (21) 15.6 2.33 (1.83-2.96)
Total (95% Cl) 100.0 8.82 (3.05-25.48)

PazeutHe XbI

0.01 0.1 10 100
Protective Excess risk

Heterogeneity: 12 = 1.87; f = 446.89, d.f. =6 (F < 0.00001);
I = 99%. Test for overall effect: Z= 4.02 (P <0.0001)

nccneagoBaHue aonsa puUck (95% AOW)
B MeTa-aHanu3e

Newsome et al. (14) 15.0 3.26 (2.87-3.70)
Ishani et al. (20) 14.8 12.99 (10.57-15.96)
Wald et al. (17) 14.9 3.22 (2.70-3.85)
Hsu et al. (10) 135 1.47 (0.95-2.28)
James et al. (15,23) 12.5 4.15 (2.32-7.41)
Lafrance ef al. (18) 15.0 2.33 (2.08-2.61)
Choi et al. (12) 144 1.37 (1.02-1.84)
Total (95% CI) 100.0 3.10 (1.91-5.03)

Pazsutue TXINH

1 1 |
Heterogeneity: 12 = 0.40; 2 = 252.85, d.f. = 6 (P < 0.00001); 0.01 0.1 10 100
I? = 98%. Test for overall effect: Z = 4.58 (P < 0.00001) Protective Excess risk

Coca SG et al. Chronic kidney disease after acute kidney injury: a
systematic review and meta-analysis. Kidney Int. 2012;81(5):442-




Puckn netaneHoctu nocne Ol1l

uccnenoBaHue aonsa pyUck (95% OW)
B MeTa-aHanuie

Newsome et al. (14) 11.2 1.39 (1.35-1.43)
Ishani et al. (20) 11.2 2.38 (2.31-2.46)
Hsu et al. (10) 10.9 1.30 (1.03-1.64)
Lo et al. (11) 10.8 2.30 (1.76—2.99)
Wald et al. (17) 11.2 0.95 (0.89-1.02)
Choi et al. (12) 11.2 1.20 (1.13-1.28)
Lafrance et al. (18) 111 2.32 (2.04-2.63)
James et al. (16) 11.2 12.99 (12.08-13.96)
Ishani et al. (21) 11.1 1.38 (1.20-1.59)
Total (95% ClI) 100.0 1.98 (1.26-3.11)
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Heterogeneity: t° = 0.47; 2 = 4001.87, d.f. = 8 (P < 0.00001); 001 041 10 100
I# = 100%. Test for overall effect: Z=2.96 (P < 0.003) Protective Excess risk

yacTtoTta pa3sutuns Xbl'l — 25,8/ 100 naymeHTo-net
TXIMH — 8,6/ 100 nauneHTo-neT

reTanbHOCTb - 16,8/ 100 naumneHTo-neT

Coca SG et al. Chronic kidney disease after acute kidney injury: a
systematic review and meta-analysis. Kidney Int. 2012;81(5):442-8.




Moandukaumnsa pUCcKoB MCXOAHbIM COCTOSIHNEM

rpynnuposKa MI!_

Bce

Tsxectb OIMMN

OI1I1 v. 6e3 Ol

Orllr-1 v.
Olr-2 v.
Orl1r-3 v.
Orl1r-1 v.
Olri-2 v.
Orl1ri-3 v.

TXIH

XBIT

8,8 (3 - 25)

3,1 (1,9-5)
20 (1.4-2.8)
3.3 (1.7-6.2)
28.2 (21.1-37.5)
2.3 (1.7-3.3)
50 (2.6-9.8)
8.0 (1.3-48.6)

Coca SG et al. Chronic kidney disease after acute kidney injury: a
systematic review and meta-analysis. Kidney Int. 2012;81(5):442-




Moandukaumnsa pUCcKoB MCXOAHbIM COCTOSIHNEM

fpynnupoBKa | cpaBHeHUe ucxon | puck
Ol v. 6e3 OI1I1 (3 - 25)

(1,9 - 5)

OrlllM co |CKo® v. (15.3-38.9)
e deprfrleis OIMM ¢ N-CK® v. (21.9-68.9)
CHNXeHwume
CK® OIMM co |CK® v. 9 (1.6-2.3)

Ol ¢ N-CKo® v. : (4.1-20.3)

Coca SG et al. Chronic kidney disease after acute kidney injury: a
systematic review and meta-analysis. Kidney Int. 2012;81(5):442-




Moandukaumnsa pUCcKoB MCXOAHbIM COCTOSIHNEM

fpynnupoBKa | cpaBHeHue ucxon puUckK
Ol v. 6es Or1r1 8,8 (3-25)
3,1 (1,9-5)

oMM c My v. 9,7
AL 2L OrM 6e3 MY v. 30 (24.3-37)
NPOTEenHypus
(ny) oMM c Ny v. 1.4 (0.9-2.2)

Orl1r 6es MY v. 3.7 (2.4-5.7)

Coca SG et al. Chronic kidney disease after acute kidney injury: a
systematic review and meta-analysis. Kidney Int. 2012;81(5):442-8.




[Tpobnemsbl ¢ OLIEHKOW BOCCTAHOBIIEHUSA

e OueHka ncxogHou yHKLNK
— ucxogHbin Cr noYTn HUKOrga HENM3BEeCTEH
+ pasnnuns B Macce Tena un anete
= (KDIGO) ncnonbsosats MDRD
— anbTepHaTtuea — Cr «npu NOCTyNnneHnn»

(HeT ydeTa Oll go noctynneHus, adMEKTbI CHUKEHUS
cuHtesa Cr, HecTabunbHOCTU, pa3BeaeHMe B/B pacTBOpamMu

o CpOKM OLEHKM

— 3-7 gHen — rpaHuua mexay npexogdawmm («transient»)
n nepcuctnpyrowmm («persistenty») OIIT

— «TMpPWn BbITTNCKE»

— 3 Mecsua — rpaHuua mexay nepcuctupyrowmm Ol n
nepexoaom B XbI1

Venkatachalam MA et al. Failed Tubule Recovery, AKI-CKD Transition, and
Kidney Disease Progression. J Am Soc Nephrol. 2015;26(8):1765-76




Cpoku BocctaHoBreHus nocne Oll[]

JdHHEE BOCCTAHOBNEeHWe no:nHee BOCCTAHOEBNEHWE

oriri

cTagna 1
cTagna 2
cTagua 3

Ao 7 oHeW nocne nnspem,q...:}- 790 AHeW Nocne NOEPEXA. :‘ > 90 AHeW nocne nnapem;i;::-

Venkatachalam MA et al. Failed Tubule Recovery, AKI-CKD Transition, and
Kidney Disease Progression. J Am Soc Nephrol. 2015;26(8):1765-76
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OueHka BocCTaHOBEeHUSA

Box 5 | Recommendations for the assessment of recovery in patients with RRT-dependent AKD

Consensus statement 3A:
Renal recovery in patients with acute kidney injury (AKI) who are treated with acute renal replacement therapy (RRT) is
defined as sustained (>14 days) independence from RRT (evidence grade: level 5).

Consensus statement 3B:
Current tools and diagnostics are insufficient to accurately assess kidney function in patients receiving acute RRT
(evidence grade: level 5).

Consensus statement 3C:
Limited data exist on how to use clinical factors and diagnostic tests to reliably predict non-recovery among patients
with acute kidney injury (AKI) on RRT (evidence grade: level 4).

Consensus Statement 3D:
Insufficient data are available to recommend specific RRT techniques to improve renal and patient recovery (evidence
grade: level 4).

Consensus Statement 3E:
Insufficient data exist to recommend specific processes of care or techniques to improve renal and patient recovery for
patients with RRT-dependent AKD (evidence grade: level 5).

Chawla LS et al. Acute kidney disease and renal recovery: consensus
report of the Acute Disease Quality Initiative (ADQI) 16 Workgroup.
Nat Rev Nephrol. 2017 Apr;13(4):241-257




Box 5 | Recommendations
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Renal recovery in patients wi
defined as sustained (>14 da

Consensus statement 3B:
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(evidence grade: level 5).

Consensus statement 3C:
Limited data exist on how to
with acute kidney injury (AKI

Consensus Statement 3D:

Insufficient data are available

grade: level 4).

Consensus Statement 3E:
Insufficient data exist to reco
patients with RRT-dependen

OueHka BocCTaHOBEeHUSA

3 A: BoccTtaHoBneHnune noyeyHon pyHkumm y naumneHtos ¢ Ol1[1,
nonyyarLmnx gmanns,onpeaensercd no He3aBMCMMOCTU OT AuManunsa
> 14 OHeW (yposeHb 5)

3 B: CoBpeMEHHbIE ANArHOCTUYECKME CPeaCcTBa HEAOCTATOUHbI ANd
TOYHOW OUEHKN OYHKLIMK NOYEK Y NAUMEHTOB Ha Anannae (yposeHs 5)

3 C: metoTcs nuilb OrpaHUYEeHHbIE JaHHbIE O TOM, KaK
NCMNOSb30BaTh KIMMHNYECKNE (PakTopbl N AnarHOCTUYECKUE CpeacTBa
ONs HageXXHOoro rnpeackasaHus HEBbIXo4a U3 Anann3-3aBUCMMON
NOYEYHOW HEOOCTATOMHOCTU (YposeHb 4)

3 D: HepgoctaTo4HO gaHHbIX, YTOObI pEKOMEH0BAaTh KOHKPETHbIE
Buabl 3M1T Ang ynyyweHna BOCCTaHOBAEHUS PYHKLNM NOYEK U
BbI3OPOBMEHNS NAUMNEHTOB (YPOBEHK 4).

3 E: HegocTtaTtouHo gaHHbIX, YTOObI peKOMEHO0BATb KOHKPETHbLIE
noaxodbl K Ne4YeHnto Ana ynyyleHmna BOCCTaHOBIIEHUS OYHKLNN
NoOYeEK N BbI3OOPOBNEHUA NALUMEHTOB C Ananni-sasmcmmon OcTpon
BonesHbio Novek (yposeHs 5)

Chawla LS et al. Acute kidney disease and renal recovery: consensus
report of the Acute Disease Quality Initiative (ADQI) 16 Workgroup.
Nat Rev Nephrol. 2017 Apr;13(4):241-257



ADQI-2017: Consensus report

Consensus statement ZA:

* Acute kidney disease (AKD) describes acute or subacute damage and/or loss of
kidney function for a duration of between 7 and 90 days after exposure to an acute
kidney injury (AKI) initiating event.

* Outcomes of AKD include recovery, recurrence of AK|, progression of AKD and/or

death.
» AKD that persists beyond 90 days is considered to be chronic kidney disease.

Consensus statement 2B:

Recovery from AKD can be operationally defined as a reduction in peak AKl stage
(based on KDIGO criteria) and can be further refined by change in serum creatinine
level, glomerular filtration rate, biomarkers of injury or repair, and/or return of renal
reserve (evidence grade: level 5).

Consensus statement 2C

The long-term outcomes among patients with AKD are not predetermined and might
be influenced by care during transition from the acute care setting (evidence grade:
level 5).

Consensus statement 2D:

The care of patients with AKD after hospital discharge is inadequately characterized.
Limited observational data suggest that survivors of AKl will be cared for by a diverse
group of providers, with some patients not receiving timely assessment of kidney
function, ongoing kidney damage, or associated complications (evidence grade: level 5).

Consensus statement 2E:

Limited evidence exists to guide the practice of routine follow-up for patients with
AKD. Standards for the evaluation of kidney function, risk identification, surveillance
for complications of AKD, and determining whether the risk for future adverse
outcomes can be reduced are needed (evidence grade: level 5).

Chawla LS et al. Consensus of ADQI. Nat Rev Nephrol. 2017;13(4):241-57
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2 A: Octpasi bonesHb Novek onucbIBaeT OCTPOE UM NOAOCTPOE
NoBpeXaeHne UM noTepro PyHKUUM NPOJOIMKNTENBHOCTLIO OT 7
AHEN o0 3 Mec.

Ncxooammn OBl siBnsatoTcs: BoccTaHOBEHME DYHKLNN,
Bo3BpaTHble ann3oabl Oll1, nporpeccuposanne OBl n cmepTtb

2 B: BoccTtaHoBneHue onpegensaeTrcs no ynyylweHuio ctagum no
Ol (KDIGO) n ytouHsieTca no guHamuke Cr, CK®, buomapkepawm,
BOCCTaHOBJI1EHME MNOYEYHOIro pe3epBa (yposeHs 5)

2 C: [lonrocpoyHblie ncxoasl He NpegonpedeneHbl, 1 HA HAX MOXET
OKasaTb BnugHue nocriegywowee seaeHne naumeHTa (yposeHs 5)

2 D: BegeHne naumeHTOB nocre BbINMUCKU HE OXapaKTepn3oBaHO
OOCTaTouHbIM 06pa3om, YacTb NaUMEHTOB He HabngalTCs B
nocnegyroLwem nepmoge (AnHammka yHKLMN, OCIOXHEHUS U T.1.).
(ypogeHb 5).

3 E: HegocTtaTto4yHO gaHHbIX, YTOObI pEKOMEH40BATb PYTUHHYIO
NPaKTUKy HabngeHns 3a nayueHTamm (oLeHKa nodYevdHomn oyHKLMN,
noeHTndnkKaums pucKoB, OTCreXnBaHME OCINOXHEHUN, OLEHKA
BO3MOXXHOCTU CHMXaTb OUCKKN) (YposeHb )

Chawla LS et al. Consensus of ADQI. Nat Rev Nephrol. 2017;13(4):241-57



TpaekTopun AUHAMUKN PYHKL MU
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TpaekTopun BocCcTaHOBNEHUA PYHKUMN N ncxoabl Xbl'l

Bce rocnutannsaumm B cucteme
US Veterans Health Administration
3a 2010-12 rr.

No. of Stage =3 Stage 5 CKD/
Patients CKD by 1y ESRD by 1y"

e ol ST 25 T Overall total 104,764 19,044 1,271

No AKI 87,715 13,625 (15.5) 1,044 (1.2)
| LB e Any AKI 17,049 5,419 (31.8) 227 (1.3)

376 Excluded (had 18,116 Excluded (deaths .
dialysis during stay) during fiu) AKI by SEVEI’Ity

Cannot assess recovery by 1,978 died before discharge Stﬂge 1 1 5 ) 566 4,??4 (30 ?} 1 91 (1 . 2}

use of Scr (1,231 had AKI [62.2%)])

iy Stage 2 561 206 (26.7 7(1.3
8,722 died 91-365 d after

discharge (1,708 had AKI Stﬂge 3 922 439 29

[20.6%))

AKI b'y' recovery panern':
=2d 12,072 3,341 (27.7) 127 (1.1)

2,285 had AKI (13.9%)

1,598 Recovered <24 3-10d 2,072 823 (39.7 36 (1.7
e L Still elevated after 10d 1,874 997 48
| Cros 700 ic otovsp serm cratnne |

Heung M et al. AKI Recovery Pattern and Subsequent Risk of CKD: An
Analysis of Veterans Health Administration Data. AJKD. 2016; 67(5):742-752




dakTopbl, onpeaenatoLime BocCTaHOBNEHNE

beHKLI,I/II/I N BbIPDKMBAEMOCTb NauneHTAa

Effect on renal recovery

RRT characteristic

Modality (intermittent, prolonged intermittent,
continuous, peritoneal)*

Fluid purity and quality standards
Membrane type?

Anticoagulation
Haemodynamic stability’
Mode of solute clearance (diffusion or convection)!

Ultrafiltration rate
Fluid Balance'
Dialysate temperature
Dialysate composition

Effect of RRT on other care parameters

RRT components (for example, access, circuit,
fluid composition)

Dose/intensity (that is, small solute, clearance)*

Intermittent RRT might delay recovery

Dialysate purity might affect recovery

Bioincompatible membranes might delay recovery

No reported effect on recovery
Hypotension might delay recovery
No evidence of effect

Rapid fluid removal might delay recovery by causing
hypotension

A positive fluid balance during RRT might delay
recovery

A cooler dialysate temperature might minimize
hypotension and promote recovery

Higher dialysate sodium concentrations might
minimize hypotension and thereby promote recovery

RRT might affect drug dosing, nutritional support
and nephrotoxin accumulation, which might affect
recovery

Possible adverse effect

Level 1 evidence that intensity of solute control does
not affect recovery

Effect on patient recovery

No effect

No effect

Bioincompatible membranes might
affect recovery

Uncertain effect
Uncertain effect
No evidence of effect

No data

A positive fluid balance during RRT
might delay recovery

No data
No data

RRT might affect drug dosing, nutritional
support and nephrotoxin accumulation,
which might affect recovery

Unknown

Level 1 evidence that intensity of solute
control does not affect recovery

Chawla LS et al.

Consensus of ADQI. Nat Rev Nephrol. 2017;13(4):241-57



daKkTopbl BOCCTAHOBMNEHUSA U BbI3AOPOBIEHUSA

Xapaktepuctuku 3T AdhekT Ha BoccTaHoBreHue f(X) AdheKT Ha BbI3AOpOBIIeHNEe

MopgansHocTb 3I1T: npepbiBUCTad, MpepbiBUCTad MOXET 3afepXaTb HeT
npoasieHHas, HenpepbisHas, M/ —

UncToTta AnanmaunpyroLero MOXET crnocobcTBoBaTh
pacTBopa

Tun membpaHbl MOryT 3agepXarb MOTYT BNUATb
(broHecoBMECTUMOCTD)

AHTUKoarynsuus HeT CBUOETENbCTB HeonpeaeneHHbIn 3dEKT

[emognHamunyeckas FMMNOTOHUSA MOXET 3aepXaTb HeonpeaeneHHbIn 3deKT
cTabunbHOCTb

Anddpysuns / KOHBEKUMS HeT CBUOETENLCTB HeT CBUOETENbCTB

CkopocTb YO ObICTpasi MOXET 3agepXkaTb HEeT daHHbIX

BanaHc xxngkoctu NO3UTUBHbIN MOXET 3ajepxartb NO3UTUBHbLIN MOXET 3a4epPKaT b

t° gnanusarta HM3Kasi MOXET crnocobcTBOBaTb + HET OaHHbIX

CoctaB ananusaTta BblCOKM Na YMEHbLUAET NMMNOTOHUN HEeT AaHHbIX

AddekT 3IMT Ha gpyrue 3T moxeT BANATb Ha J03MPOBaHWeE NeKapcTB, HYTPULMOHHBIA CTaTyC,
napameTpsbl KOHLIEeHTpaLunio HedopOTOKCMHOB

NHTeHcmBHOCTb 3MT HeT adhhekTa

Chawla LS et al. Consensus of ADQI. Nat Rev Nephrol. 2017;13(4):241-57



NekapcTtBeHHasa Tepanus B nepuoge Ol n BocctaHoBNEHUSA

« C 2007 no 2011 B BenukobputaHum Ha 16% yBennymnnoco
notpednexHune NAIl® n bPA

Tomlinson LA et al. PLoS ONE 8, e78465 (2013)
— u Ha 50% Bo3pocna rocnuntanusauus ¢ Ol1l1

o 20% BHebonbHUYHOM Ol B pa3BuUTbIX CTpaHax
cnpoBounpoBaHo MATTD n BPA
Wu TY et al. J. R. Soc. Med. 103, 239-250 (2010)
 HeBoccTaHoOBeHME Tepanum rnocrie NocT-Xupyprn4eckon

Ol nosbicuno 30-4HEBHYIO NieTanbHOCTb

Mudumbai C. et al. J. Hosp. Med. 9, 289 (2014)
Lee SM et al. Anesthesiology 123, 288—-306 (2015)

Chawla LS et al. Consensus of ADQI. Nat Rev Nephrol. 2017;13(4):241-57



‘triple whammy’ — TponHOU «4ypPHOMN rnas»

®* ‘triple whammy’ — rubenbHasa Tpnaga

— HecCTepongHbie NpoTnBoBOCNasrinTesibHbl€e cpecTBa
— ONYPETUKHU

— MHrnbutopbl Al / 6riokaTopbl peuenTopoB aHIMOTEH3NHA
(capTaHbl)

Lapi F et al. BMJ 346, e8525 (2013)

* repexon OT ABYX NpenapaTtoB K Tpem yasamBaeT puck passutus Oll1
Goldstein SL et al. Clin. J. Am. Soc. Nephrol. 8, 476-483 (2013)

o vy 25% nauneHtoB BHe OPUT, nony4vatowmx Tpm n bonee
HepoTOoKcuHa, passuaetca OlIT

Moffett BS et al. Clin. J. Am. Soc. Nephrol. 6, 856-863 (2011)




BocctaHoBrneHue tepanun nocne Ol1[1

1,117 patients hospitalized

preardiac surgery with
cardiopulmonary bypass in
years 2000-2011

—-| Excluded patients without AKI (n=103)

Excluded patients with CKD at admission
n=75
e — CKD entry
Excluded patients with -
unrecovered AKI (n=69)
Excluded patients whose

follow-up period less than 3
months after recovery of AKI

tients entered final analysis |
before AKI (n=184)

RAS inhibitor user (n=94) || RAS inhibitor non-user (n=493) '

RAS inhibitor user
RAS inhibitor non-user

Event-free survival probability %

Chou YH et al. Renin-Angiotensin System Inhibitor is Associated with
Lower Risk of Ensuing Chronic Kidney Disease after Functional Recovery
from Acute Kidney Injury. Sci Rep. 2017 Apr 13;7:46518




NekapcTtBeHHasa Tepanus B nepuoge Ol n BocctaHoBNEHUSA

Proximity  Renal excretion or active MNephrotoxicity Indications Awailability Recommendation
Stage to AKI metabolites affected by for drug of suitable

event renal function alternatives
Ay Yes Low Anvy Low [ Adjust dose as indicated for eGFR ]
<30days No Moderate Low Low [Amid arwiihdraw]
<30days Mo Moderate High Low Start or resume drug but monitor renal
function
1] 30-90days No High High Moderate Start or resume drug but consider lower
risk alternatives and monitor
1] >80 days Mo Moderate Low Moderate Consider alternatives as overall risk is still
likely higher than in the general public
1 <30days Yes Low High Low Adjust dose as indicated by eGFR but
monitor function as steady-state may not
have been reached
1 30-90days No Moderate High Moderate Consider alternatives as overall risk is still

likely higher than in the general public

2-3 30-90days No Moderate Low Low

2-3 >80 days Yes Low Moderate Moderate Adjust dose as indicated by eGFR but
consider alternatives as renal function
miaht be unstable

7~ Chawla LS et al. Consensus of ADQI. Nat Rev Nephrol. 2017;13(4):241-57



Mpynna mMenaeHHoro cHnedna CHd

TpexnetHue
TpeHabl CKO
nepen Havyanom
nonanusa (Cl10)

Hacno NauHeHToB
CHP, man/mmnf1,73m2
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CHAy mnman1,73m2

3emyeHkoB AKO n coasr.
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Mpynna mMenaeHHoro cHnedna CHd
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Hacno NauHeHToB
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Menuvana (MP) pCK®D g
MCXOAHON ToYKe Habmoe-

Twun nporpeccupoBaHM: W 10J151 MexonHas cra-

TpexnetHue
TpeHAbl CKO
Ml nepepa Havyanow
2 nnanusa (Cr16)

CkopocThk cHUKeHHs pCKD,
s /mun/ 1,73 M2 3a oo,

pCK® na crapte nna-
JM3a (10715 IKCTPEH-

AuRCHTOR Ans XBTI Hust, Mo/ MuES 1,73 M? cpeanee (95%AH) HOTO CTapTa)
MeanenHoe nporpeccMpoBaHMe 17; -2,58 7+3
(73%) HEHER A, 14523 (-4.95+-0.67) (32% — 3KCTPEHHO)
BricTpoe nporpeccHpoBanne - 30; -7,81 6+4
(22%) XbII-C3b (4) 2539 (-10,32+-5.71) (529% — SKCTDEHHO)
Mexonto — 6e3 mporpeccHpoBaHis
YckopeHue nporpeccupoBaHms XBII-C3 59; +0,31 (-1.61+-+2,16) 5+4
(5%) 53+62 3aTEM — YCKOPEHHE (58% — skcTpeHHO)
: -21,3 (-32,4+-11,7)
: - E
= . z
2 =
= =
5 g
- 3emyeHkoB AlO 1 coaBr.
TpexneTHne TpaekTopun
cHmkeHna CK®P nepepn Havanom
0 0 ananunia ... KnmHmnyeckas
-2 -36 -30 -24 -18 -12 -6 0 -42 =36 -30 -24 -18 -12 -5 0

Cpow ao wavyana auanwaa {"0"), mec

Cpok no Havanaauannaa ("0"), mec

Hedponorua. 2017; (2):4-11



AKI Follow-Up Clinic

A

Cctober week 1=2
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Cardiovascular surgery
Intravascular volume depletion
Sepsis
Dirugs
Non-cardiac surgery
- ge 3

Intravenous contrast >
cement therapy

Congestive heart failure
Cardiogenic shock
Mephrolithiasis

Silver SA et al. Improving Care after AKI:
A Prospective Time Series Study. Nephron. 2015;131(1):43-50




AKI Follow-Up Clinic
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Cardiovascular surgery
Intravascular volume depletion
Sepsis

Dirugs

Mon-cardiac surgery
Intravenous contrast
Congestive heart failure
Cardiogenic shock
Nephrolithiasis
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Silver SA et al. Improving Care after AKI:
A Prospective Time Series Study. Nephron. 2015;131(1):43-50




AKI Follow-Up Clinic — ropoackon HepoLueHTp

non HabntogeHnem MHL|
- 3211 naumnentoB ¢ Xbl1 3b-5
(CK®< 45 mn/mMuH)

no nosoay nepeHeceHHoro O[[T
-0,3%

e Ha Aunalinie B Cl16
- 1842 nauymeHTta

C 9KCTPEHHbIM Ha4varnom — 43%

C OCHOBHOW MPUYNHOWN
«HeobpaTtumas OlMM» - 11%




What did he say?

OcTpoe noBpexaeHne rno4vek 3acryxmsaet
BHMMaHUA HE TOSMbKO B paMKax TEXHOMNOormm
OKa3aHWUsl HEOTMNOXXHOW MOMOLLN, HO U Ha
aTane nocreaytoLero HabngeHus. ..

... AN OLEeHKN CTerneHn BOCCTaHOBMEHNS
JOYHKLUM MOYeEK. ..

... W opraHusauum mep no
HeMpPONPOTEKTUBHOW Tepanun Ans
npeaoTBpaLLeHns BbICTPOro
nporpeccuposaHuna Xbll, ...

... B TOM yncne, nytem npenorspalleHunsd
noBTOPHbIX ann3ogos Ol
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