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1. Welcome, introductions objectives of the meeting

The Chair welcomed the attendees, noted the apologies, and outlined the objectives of the workshop, which was to prioritise areas for quality improvement for the acute kidney injury (update) quality standard.
2. Background to this work

JM, TB, and MM gave an overview of the work, in conjunction with NHS England’s Renal Services Transformation Programme (RSTP), leading up to the development of the AKI (update) quality standard. 
3. Confirmation of matter under discussion and declarations of interest

The Chair confirmed that, for the purpose of managing conflicts of interest, the matter under discussion was the AKI (update) quality standard, specifically:
· Preventing AKI
· Detecting AKI
· Managing AKI

· Post-AKI care
The Chair asked attendees to briefly introduce themselves and to declare verbally any new interests specifically related to the matters under discussion, in addition to those that had already been provided to NICE:
· Ahmet Fuat – Noted that he is a GP, Education Lead for the Primary Care Cardiovascular Society, and member of NHS England’s CVD Clinical Leadership Group. 
4. Prioritisation of quality improvement areas – workshop decisions
MC provided a summary of suggested quality improvement areas provided by NHS England’s Renal Services Transformation Programme combined with existing areas in the current quality standard (in bold text below).
The workshop highlighted that there is a large amount of variation across the spectrum of AKI care.  

The following areas were discussed for inclusion in the draft quality standard.

Preventing AKI
The workshop noted many people at risk of AKI are already known to healthcare services, because they have long term conditions (LTCs) associated with increased AKI risk, such as heart failure, diabetes mellitus or chronic kidney disease. Other people at-risk, however, may not be in routine contact with healthcare services, limiting opportunities to implement AKI risk-reduction strategies. It was highlighted that AKI knowledge and confidence amongst staff and patients is low, with education and awareness-raising for staff and at-risk populations a priority. 
Colleagues highlighted that when people with LTCs associated with increased AKI risk attend for routine clinical or medication review, this provides an opportunity for AKI risk reduction strategies to be implemented. Current Investment and Impact Fund (IIF) indicators and the NHS England’s AKI algorithm could help to identify people at risk. It was noted that modifiable AKI risk may be reduced if patients with LTCs associated with AKI are flagged to healthcare staff, especially when they present with an acute illness episode, such as sepsis or diarrhoea and vomiting. 
The workshop recognised preventing all AKI is not feasible, as many cases are non-modifiable.  Furthermore, there is a lack of evidence to demonstrate that monitoring and information provision prevents AKI. It was noted that some evidence supports prevention and stopping the progression of AKI for hospitalised patients. It was agreed that reducing overall harm and unnecessary healthcare service use, are priorities, by promoting kidney health and aligning AKI risk reduction with management of associated LTCs, such as heart failure.

ACTION: NICE team to draft a statement on raising awareness for people at risk of AKI in primary and secondary care. Statement to emphasize a need to limit overall patient harm and maintain kidney health alongside other LTCs, especially heart failure, diabetes mellitus and chronic kidney disease. 
Detecting AKI 
The workshop noted that a significant percentage of laboratories are still not using enzymatic creatinine assays as recommended in the NICE chronic kidney disease guideline (NG203). It was suggested that the quality standard should reinforce use of enzymatic creatinine measurement and the NHS England AKI algorithm by all laboratories, in order to standardise AKI detection and measurement.
There were some concerns that use of the NHS England’s algorithm in general practice can lead to false positives, especially for people having a delayed CKD annual review. It was also noted that there is variation in when laboratories begin AKI reporting, particularly for children and young people. 
The workshop noted that detecting AKI hinges around blood tests. It was suggested that a quality statement could focus on prompting timely consideration of blood tests to people at high risk of AKI, when they present acutely unwell. It was discussed that defining ‘high risk’ in this context may be difficult, however those with LTCs above and / or a previous episode of AKI, and older people, were highlighted as high-risk groups. 
It was also suggested that timeliness of the response to the test result in primary and secondary care is an important element to consider. 
There was some concern that a blood test is not always necessary as AKI cannot be prevented in some people (for example those receiving care in their last days of life) and knowing whether they have AKI or not may not affect clinical decision making. 
ACTION: NICE team to draft a quality statement on appropriate high-risk AKI people having a blood test if they present unwell, including people in hospital and the community. Emphasis on a standardised testing and detection method. 
NICE team to also draft a statement on the timeliness of the response to a test result in primary and secondary care. 
Managing AKI
The workshop discussed statement 4, 5 and 6 of the current AKI quality standard on urine dipstick testing, discussion with a nephrologist and referral for renal replacement therapy. It was noted that not all cases of AKI need to be discussed with a nephrologist. The group heard that there are small but statistically significant health inequalities perhaps associated with timely access to intermittent haemodialysis, as not all hospitals have this available. It was highlighted that those diagnosed with AKI need to be referred to the relevant specialist team in a timely manner. 
It was suggested that the current statement on urine dipstick testing could be dropped as it is having little impact on quality outcomes. 
It was suggested that a quality statement on a medication review by a pharmacist should be included. It was noted that in secondary care this would be measurable via the pharmacy’s electronic records that would include timing. It was highlighted that the key to managing AKI is about preventing patient harm and improving outcomes. Careful consideration is needed regarding the use of other medications such as those for heart failure, stroke, and cancer. It was noted that people with heart failure could deteriorate if they stop taking some medication. This has been reflected in consensus work underpinning the RCGP’s AKI toolkit which shows a particular concern around heart failure patients with AKI.  
Colleagues noted that identifying the cause and preventing deterioration are priority areas from a patient perspective particularly before considering renal replacement therapy. It was highlighted that providing the condition is identified early enough then such therapy may not be needed and would only be given if it became necessary.
ACTION: NICE team to draft a quality statement on a medication review with a pharmacist for people with AKI in hospital or the community. Statement to emphasise the need to reduce harm and promote kidney health. Explore if it is possible to include wording on people with heart failure not stopping medication without discussion with a heart failure specialist. 
ACTION: NICE team to draft a quality statement on people with AKI to be referred immediately to a nephrologist or critical care specialist providing they meet the criteria for renal replacement therapy.
Post-AKI care

The workshop noted that patients with AKI in hospital are sometimes discharged without knowing they had the condition. It was highlighted that this is a high-risk group, and their GPs need to be informed of the AKI to reduce future recurrence. 
Colleagues heard that appropriate highest-risk AKI patients discharged from hospital should receive timely, coordinated follow-up within two weeks. It was agreed that post-discharge care is a key area for quality improvement. Concerns were raised over the difficulties of transition of care for discharged patients between primary and secondary care, particularly within a 2-week timeframe. It was suggested that there should be a prioritisation plan at discharge to ascertain who should see AKI patients for their post-discharge review. It was suggested that a statement could be based around NICE CKD guidelines which state the number of monitoring checks needed if there is residual renal impairment. It was noted that this could place a focus on patients who have had an episode of AKI with an eGFR of less than 60ml/min/1.73 m2. It was suggested that this would encompass people with cardiovascular and heart failure readmission risk. 
The workshop highlighted that patient education on AKI was important at hospital discharge. It was noted that the Kidney Patient Association created patient information leaflets on what to do after having an episode of AKI and reducing the risk. 

ACTION: NICE team to explore drafting a quality statement on people in hospital with AKI being reviewed in primary or secondary care within two weeks of discharge. Potential emphasis on patient education on AKI at discharge. 
5. Additional suggested quality improvement areas
Local monitoring systems – Recommendations not suitable as ‘consider’.
Coding of AKI –. It was noted that coding at hospital discharge is worse than coding on hospital admission. Quality statements focus on high quality care or support not clinical coding.
Quality improvement within ICS - Quality statements focus on high quality care or support rather than quality improvement approaches.
6. Resource impact 
A question for stakeholders about resource impact will be included in the consultation on the draft quality standard.
7. Equality and diversity
MC requested that the workshop attendees submit suggestions for equality and diversity considerations when the quality standard is sent to them for review.
8. AOB
None.

9. Close of the meeting
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