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PREVENTION OF CONTRAST-INDUCED NEPHROPATHY (CIN) 
 

Definition:  

 Iatrogenic acute kidney injury (AKI) associated with use of contrast media 

 Rise in Creatinineserum of ≥ 44 μmol/L  (or a 25%) increase from baseline 
assessed at 48 hours post contrast load 

 

Clinical Features: 

 Renal failure is usually non-oliguric 

 Permanent loss of renal function is common 

 Dialysis is required in <1% (except in high risk populations)  

 Associated with significant increase in morbidity, hospital stay, and mortality 
 

Estimating GFR for assessment if CIN risk: 

 Estimated glomerular filtration rate (eGFR) is usually available on the 
electronic medical record pathology results 

 If the eGFR isn’t available, use the online calculator available at: 
http://kidney.org.au/health-professionals/detect/calculator-and-tools 

 

Preventative Strategies Without a Strong Evidence Base: 

 Oral hydration with water alone  

 Sodium bicarbonate or N-acetylcysteine (NAC) 

 Theophylline, atrial natriuretic peptide (ANP), nifedipine, captopril, 
fenoldopam, dipyramidole, mannitol, frusemide, ascorbic acid 

 

 

 

 

 

 

 

 

 

 

 

https://webmail.health.nsw.gov.au/owa/redir.aspx?C=yNWfuzNBfZJYgaHGmiIi00u2_pmGVcKmVnQevbSwzlHOh28pUNLVCA..&URL=http%3a%2f%2fkidney.org.au%2fhealth-professionals%2fdetect%2fcalculator-and-tools
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eGFR > 60 mL/min Low Risk <1% 

eGFR 45-59.9 mL/min Medium Risk 10% 

eGFR 25-44.9 mL/min 
OR  

eGFR 45-59.9 mL/min + 
≥ 1 high-risk comorbidity 

High Risk 40% 

eGFR <25 mL/min High Risk 50% 

High risk comorbidities 

AKI prior to contrast load, multiple contrast studies, the frail or 
elderly, heart failure, liver failure, diabetes mellitus (Type 1 or Type 
2), multiple myeloma, proteinuria (urine albumin/creatinine more 
than 30 mg/mmol or more than 300 mg/d of albuminuria) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Assess CIN Risk  

Low Risk 
 

Medium Risk 
 

High Risk 
 

No Intervention 

1. Is the contrast really necessary?  
Are there other imaging options? 

2. Use low volume (≤85mL) of contrast (avoid 
high osmolal) 

3. Cease NSAIDs, metformin (preferably 48Hr 
prior) 

4. Give pre-contrast IV hydration 

 Type: 0.9% NaCl (normal saline)  

 Rate: 3mL/kg/hr for 1 hour pre 
procedure, then 1 to 1.5 mL/kg/hour for 4 
to 6 hours post procedure 

5. Re-check EUCs 48hr post-contrast 

 If AKI, requires a renal review 

 Do not re-start NSAIDs until renal 
function at pre-intervention baseline 
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