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Acute Renal Failure 

 

Acute Kidney Injury 
Spectrum 

Earlier diagnosis / intervention 

Change in Terminology 



 Primary renal diseases 
 Haemolytic Uraemic Syndrome 
 Henoch Schonlein Purpura  
 Glomerulonephritides eg. post infectious GN 

 Obstruction / infection 
 Critically ill neonate or child 

 Sepsis 
 Hypotension 
 Multi-organ failure 

 Drugs 
 
 

Causes of AKI 



Nottingham Children’s Hospital modification 
of KDIGO, AKIN and pRIFLE definitions of AKI 

 
 

 

 Serum Creatinine Urine Output 

 
Stage 1 

 

 eGFR < 75 ml/min/1.73m2 

Or decrease in eGFR by 25% 

Or increase creatinine 1.5 – 2 x baseline  

 

<0.5 ml/kg/hr for 6 hours 

 
Stage 2 

 

eGFR < 50 ml/min/1.73m2 

Or decrease in eGFR by 50%  

Or increase creatinine 2 – 3 x baseline 

 

<0.5 ml/kg/hr for 12 hours 

 
Stage 3 

 
eGFR <35 ml/min/1.73m2 

Or decrease in eGFR by 75% 

Or increase in creatinine > 3 x baseline 

Or requirement for renal replacement therapy 

 

<0.3 ml/kg/hr for 24 hours 
 

Or anuria for 12 hours 



 Bloody diarrhoea (HUS), purpuric rash (HSP), history 
of sore throat (post infectious GN) 

 Sepsis, hypovolaemia 

 Underlying renal, cardiac or liver disease 

 Medication with nephrotoxic drugs 

 Young age, neurological or cognitive impairment or 
disability, which may mean limited access to fluids 
because of reliance on a parent or carer 

 

At risk patients 



 Monitor urine output and daily weight – optimise fluid 
balance  

 Measure electrolytes, urea, creatinine (calculate 
eGFR) 

 Seek pharmacy advice about optimising medicines 
and drug dosing and consider temporarily stopping 
nephrotoxic drugs (eg. ACE inhibitors) 

 

Initial Assessment 



 Assess and manage fluid status  

 Manage any electrolyte disturbance  

 Manage hypertension  

 Attempt to identify cause of AKI  

 

 

 

Initial Management 



 Hyperkalaemia  
 or metabolic acidosis  
 or fluid overload  
failing to respond to medical management 
 
 Pulmonary oedema 
  

Criteria for urgent discussion with a 
Paediatric Nephrologist 



 AKI stage 1 with no clear underlying cause 
 AKI stage 2 or 3 
 Specific renal diseases eg.  

 Haemolytic Uraemic Syndrome 
 Glomerulonephritis (including HSP) with ≥ 1+ proteinuria 
 Suspected vasculitis with renal involvement (eg. SLE, 

Wegeners)  
 Tubulointerstitial nephritis 

 Some children with AKI will need urgent urology input. Discuss 
with a paediatric nephrologist who will liaise with a urologist to 
decide a joint management plan. 

 Patient under care of Paediatric Nephrologist eg. CKD, renal 
transplant 

 

Criteria for discussion with paediatric 
nephrologist 



 Any child who has had stage 3 AKI (whether or not 
dialysis was required) 

 Persistent (i.e more than 3 months post AKI) 
 Hypertension 

 Proteinuria (> 50 mg/mmol creatinine on early morning 
specimen of urine) 

 Reduced renal function i.e. estimated GFR < 90 
ml/min/1.73m2 

 

Follow up 



Any Questions? 


