
status slowly improves such that
she is on face-mask O2 by
day 3 of her admission. She is
haemodynamically stable and
her urine output is satisfactory
with maintenance iv fluid
replacement of over 2 l/day.
Unfortunately, her serum
creatinine, although initially
normal, rose to 153 µmol/l on
day 4 and continued to rise at
around 50–70 µmol/l/day.
Which of the following
statements are true and which
false?

(a) Her antibiotic dosing should be
reviewed in line with her level of
renal function

(b) Renal failure is likely to be due to
septic ATN

(c) Urinalysis is indicated
(d) Renal biopsy is indicated
(e) Persistence of presumed ATN

beyond 2–3 weeks should always
prompt investigation for an
alternative diagnosis

10 A 75-year-old man with type 2
diabetes mellitus, hypertension
and stable angina developed a
florid salmonella gastroenteritis
whilst on holiday. He had failed
to keep up with his fluids and
had continued to take his
metformin and perindopril. On
admission he is clinically
dehydrated, hypotensive
(BP 103/64 mmHg) and
oliguric. His serum creatinine is
296 µmol/l and serum
potassium 5.7 mmol/l.
Unfortunately, he has a
witnessed cardiac arrest soon
after arrival in A&E, but was
resuscitated after three cycles
of basic life support and
500 ml iv colloid resuscitation.
His post-arrest BP
(96/53 mmHg) improved to
115/76 mmHg with further
fluid resuscitation but his
arterial blood gases revealed a
metabolic acidosis (pH 7.25,
BE -8 mmol/l, PaCO2 2.6 kPa,
hyperkalaemia 7.5 mmol/l and
hyperlactataemia 7 mmol/l).
Which of the following
statements are true and which
false?

(a) First-line treatment should
include iv calcium gluconate,

iv dextrose-insulin and iv sodium
bicarbonate

(b) Renal replacement therapy (RRT)
is indicated upon arrival on the
ICU

(c) The RRT modality of choice is
continuous veno-venous
haemofiltration

(d) The need for RRT establishes the
diagnosis of ATN

(e) Perindopril is contraindicated
lifelong, even after recovery
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c) T c) F c) F c) F c) T c) F c) T c) F c) F c) T

d) T d) F d) F d) T d) F d) T d) F d) T d) T d) F

e) T e) F e) T e) T e) T e) F e) F e) F e) T e) T
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