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lopment and validation of an acute kidney injury prediction score

for use in the general population
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Results (continued)
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Introduction
Acute Kidney Injury (AKI) affects approximately 15% of all

hospitalised patients in developed countries with a significant 4780 (1.7) 1 17138 (6.3)  16.87
proportion originating in the community. ldentifying those IETRN  35994(132) 124 077-2.00 e
patients at increased risk of AKI whilst in the community may FIEERE  36247(133) 155 0.97-2.49
. . . . . . i Heart failure 4860 (1.8) 1.17
facilitate earlier detection and implementation of proactive LA 1077 156 098249 -
0 N dicati . 9 m 47340 (17.3) 1.97 1.24-3.14 Myocardial 9274 (3.4) T
prevention measures such as medication review an 11 e
potentially avoid hospital admission. 33656 (12.3)  2.89  1.82-457 “ N
18118 (6.6) 291  1.83-4.62 3537 (1.3) 1.26
3107 (1.1) 278  1.71-4.50 disease
I L
To develop and externally validate a simple score to 151826 (55.5) . 19401  2.00
predict the risk of acute kidney injury for use in the [TIFEIN  121714(445) 110 104-119 _ ,
. . . . . Major Urological 565 (0.2 1.73
general population using routinely collected diagnostic, N
. . . eGFR >=60 253233 (92.6) 1
demographic and biochemistry data. 43742(160) NI
eGFR 45-59 13500 (4.9) 1.71 1.55-1.88 Aldosterone 2219 (0.8) NI
eGFR 30-44 5286 (1.9) 1.97 1.76-2.20 11767 (4.3) 1.24
i . I I I I/min/1.73m?2
Design: Observational cohort using routine NHS data mi/min/1.73m I
Development Cohort: all adults with at least one creatinine eGFR <30 1521(0.6) 575 5.03-6.58
ml/min/1.73m? m 23218 (8.5) NI
measurement between 1% January 2004 and 315t December

2012 in the Tayside, alive at 15t January 2010
Validation Cohort: all adults registered with GP practices in
Southampton or Portsmouth between 1st January 2013 and

31st December 2014 _ AKI stages 1-3 (4761 events)
Main Outcome Measure: AKI defined by NHS England OR 95%Cl B Points
algorithm based on KDIGO criteria 1 - - 0
Statistical Methods: Multivariable logistic regression analysis 2029  [EE 1.24-3.19  0.687 1
with AKI as the dependent variable. Model was derived using LR 305 1.91-4.88 1.116 .
. . . 3.20 2.01-5.09  1.163 2
data from in Tayside. Model performance was determined by
assessing discrimination (c-statistic) and calibration m 496 5-14-7.85 1602 2
: 8.08 5.12-12.74  2.089 3
11.46  7.27-18.07 2439 4
13.47  8.52-21.28  2.600 4
13.63  8.46-21.94 2612 4
* Model developed in 273,450 individuals eGFR >=60 1 ] _ 0
* Validation Cohort: 643, 039 ml/min/1.73m?
* Mean age: 52 + 18.6 2.77 2.54-3.03  1.020 1
e 4761 (1.7%) individuals had an episode of AKI during the ml/min/1.73m’
: .
e 1619 (34%) of these stage 2 or 3 AKI mi/min/1.73m
e 5724 (0.9%) with AKI in validation cohort eGER ,<3° 21.6 I 4
. . . ml/min/1.73m?2
* Calibration, both internal and external, was good at lower I
risk levels, but risk was overestimated at the highest risk 5 94 507941  0.804 .
levels. 2.51 227-279 0921 1

Model Performance
. Ak13 | AKI23

Model and cohort C 95% CI C 95% ClI
I EN A e[l LR AV oo 318 0.89  0.80-0.90 0.95 0.95-0.96

cohort

Hampshire 2014 cohort 0.81 0.80-0.81 0.85 0.84-0.86
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15.70-18.13

1.18-1.43

1.04-1.31

1.14-1.39

1.10-1.54

1.11-1.44

NI

1.45-2.75

1.29-2.33

NI

NI

1.13-1.35

0.77-0.94

NI

Conclusion

ldentification of patients in the community at high risk for AKl is key to
early identification and prevention of AKI.
We have devised an externally validated simple risk score comprising

of four variables from routinely collected data which could be

implemented in both primary and secondary care to identify those at

risk of future acute kidney injury.
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