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Introduction:
Acute Kidney Injury (AKI) is a common complication in hospitalised patients, strongly associated with adverse 
outcomes [1]. A lack of baseline incidence and outcome data limits our ability to assess local strategies aimed at 
improving AKI care. 
Methods:
In an audit in three linked inner London hospitals we interrogated our electronic patient data warehouse (Cerner 
Millennium power insight electronic data warehouse) with a specially written query to identify cases of AKI, 
defined by KDIGO creatinine criteria, in patients aged over 18y admitted for >24h during January to June 2016. 
We excluded palliative care and obstetric patients. In the absence of premorbid baseline (median 7-365d pre-
admission) the admission creatinine value was used. End stage renal disease (ESRD) and primary sepsis 
diagnosis was obtained from ICD10 coding. 
Results:
Of 28872 admissions, we excluded 1052 with pre-existing ESRD (Hospital mortality 6.0%) and 8833 with fewer 
than one creatinine result who could not be assigned AKI status (mortality 1.1%). Of the remaining 18987 there 
were 3145 with AKI (16.6%), with mortality increasing from No AKI group (2.4%), to AKI stage 1 (12.6%), and a 
further increase to AKI stages 2-3 (22.4%) (p<0.001). Patients with AKI were older (p<0.001), more likely to be 
medical than surgical (p<0.001), more likely to have a primary sepsis diagnosis (p<0.001) and had higher baseline 
creatinine (median 91 vs 79 p<0.001). No known baseline was found in 29.7% of patients with AKI, but their 
mortality did not significantly differ to those with a baseline (14.2% vs 16.6%, p=0.093). 
Conclusion:
An electronic query identified the local burden of AKI and it´s associated hospital-mortality; such baseline data 
is essential to assess the effect of Quality Improvement interventions in AKI prevention and care. 
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Table 1 : 

All All AKI No AKI AKI-1 AKI-2 AKI-3 p AKI vs No AKI 

Number 18987 3145 15842 2087 566 492 - 

Mortality (%) 4.6 15.9 2.4 12.6 20.8 24.2 p<0.001 

Age (median) 65 70 63 70 69 69 p<0.001 

Medical (%) 65.1 69.1 64.3 68.3 69.8 71.5 p<0.001 

Sepsis (%) 7.2 8.7 6.9 9.0 7.8 8.3 p<0.001 
Incidence and associations of AKI


