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Abstract: (1) Background: Sepsis-associated acute kidney injury (AKI) can lead to permanent kidney
damage, although the long-term prognosis in patients with septic shock remains unclear. This study
aimed to identify risk factors for the development of chronic kidney disease (CKD) in septic shock
patients with AKI. (2) Methods: A single-site, retrospective cohort study was conducted using a
registry of adult septic shock patients. Data from patients who had developed AKI between January
2011 and April 2017 were extracted, and 1-year follow-up data were analysed to identify patients
who developed CKD. (3) Results: Among 2208 patients with septic shock, 839 (38%) had AKI on
admission (stage 1: 163 (19%), stage 2: 339 (40%), stage 3: 337 (40%)). After one year, kidney function
had recovered in 27% of patients, and 6% had progressed to CKD. In patients with stage 1 AKI, 10%
developed CKD, and mortality was 13% at one year; in patients with stage 2 and 3 AKI, the CKD
rate was 6%, and the mortality rate was 42% and 47%, respectively. Old age, female, diabetes, low
haemoglobin levels and a high creatinine level at discharge were seen to be risk factors for the
development of CKD. (4) Conclusions: AKI severity correlated with mortality, but it did not correlate
with the development of CKD, and patients progressed to CKD, even when initial AKI stage was not
severe. Physicians should focus on the recovery of renal function, and ensure the careful follow-up of
patients with risk factors for the development of CKD.
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1. Introduction

Sepsis is one of the most common causes of mortality in critically ill patients worldwide [1–3].
Septic shock, the most severe form of sepsis, can lead to multi-system organ failure and is a major risk
factor for the development of acute kidney injury (AKI), accounting for more than 50% of cases [4,5].
Although septic AKI has been considered a temporary syndrome [5,6], a growing body of evidence
suggests that AKI is likely to lead to continuous or permanent kidney damage, and it can progress
to end-stage kidney disease [7,8]. In patients with sepsis and septic shock, the presence of AKI
has been shown to be a poor prognostic factor that is associated with higher rates of mortality
and short-term adverse consequences, including the prolonged duration of mechanical ventilation,
increased intensive care unit stay and death [9,10]. However, few studies have included long-term
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follow-up periods [11,12], and data describing the relationship between initial severity and the
development of chronic kidney disease (CKD) in patients with sepsis-induced AKI are limited [13].

To address this issue, we evaluated data from the Asan Medical Center Emergency Department
Septic Shock Registry, to determine the development of CKD in septic shock patients with AKI, and to
identify risk factors associated with the development of this condition.

2. Materials and Methods

2.1. Setting and Study Population

This single-center, retrospective, observational, registry-based study was conducted at the Asan
Medical Center Emergency Department in South Korea, using data obtained from patients diagnosed
between January 2011 and April 2017. The Asan Medical Center is an academic tertiary referral center
with 2700 beds; approximately 100,000 patients visit the emergency department annually. The study
protocol was approved by the institutional research ethics committee (Study No. 2016-0548), and the
requirement for informed consent was waived, due to the retrospective nature of the study.

Adult patients (≥18 years of age) with septic shock were enrolled from the Asan Medical Center
Septic Shock Registry. Septic shock was defined as the presence of refractory hypotension (mean
arterial pressure ≤70 mmHg) requiring treatment with vasopressors, or a blood lactate concentration
≥4 mmol/L despite sufficient fluid loading [14]. We excluded individuals who were younger than
18 years and pregnant individuals. Moreover, in addition to evaluate the effect of newly developed
AKI to CKD, we also excluded patients who had previously been diagnosed with CKD and end-stage
renal disease (ESRD) requiring renal replacement therapy (RRT).

2.2. Data Collection and Definition

Data regarding patient age, sex, previous medical history, laboratory results and infection sites
based on clinical and radiological examination were obtained from the registry. Previous CKD or
ESRD patients who had outpatient or inpatient diagnosis of pre-existing CKD and ESRD, had code
related with hemodialysis and who had a prior diagnosis of AKI or a baseline-estimated glomerular
filtration rate (eGFR) lower than 60 mL/min/1.73 m2 were identified via electronic medical records.
AKI on initial admission was defined in accordance with the Kidney Disease: Improving Global
Outcomes (KDIGO) guidelines [15], i.e., an increase in serum creatinine (Cr) of 0.3 mg/dL within
48 h, or an increase in creatinine to 1.5 times the lowest known creatinine level during the preceding
one week to one year. If baseline Cr levels were not available, an estimated baseline was calculated
using the simplified modification of diet in renal disease (MDRD) formula, assuming that a given
patient without known renal disease had a normal glomerular filtration rate (GFR) of approximately
75–100 mL/min/1.73 m2. Serum Cr levels were assessed in all patients at least once each day during the
hospital stay, and baseline, initial, peaks within 48 h and discharge values, were recorded. Maximum
KDIGO refers to the worst KDIGO stage observed over the 48 h period following admission. Baseline
Cr levels were measured preceding one week to one year before admission, and the initial level was
measured at admission.

To evaluate the CKD status after one year, serum Cr and eGFR levels were obtained after discharge
from the electronic medical records of all patients, 12 ± 3 months from initial admission. Moreover, in
order to reduce missing diagnoses, we collected data of inpatient or outpatient diagnoses of CKD or
ESRD and codes related to hemodialysis, via medical records. All eGFRs were calculated by MDRD
(GFR = 175 × serum Cr−1.154 × age−0.203 × 1.212 (if patient is black) × 0.742 (if female)). When
multiple records were present, the highest serum Cr and the lowest GFR values were recorded. CKD
risk (based on GFR values, mL/min/1.73 m2) was then classified according to the KDIGO guidelines:
G1 ≥90, G2 = 60–89, G3a = 45–59, G3b = 30–44, G4 = 15–29 and G5 <15 [16]. Patients classified as
G3a, G3b, G4 and G5 were included in the analysis; those with G1 and G2 disease were excluded,
as they were considered to be at a low risk of developing ESRD. The date of the patient’s death was
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extracted from the National Health Insurance Service in South Korea. The primary study outcome
was the development of CKD according to the initial and the maximum KDIGO AKI stage. Secondary
outcomes included all-cause mortality and RRT dependence within the 1-year follow-up period.

2.3. Statistical Analyses

Statistical analyses were performed using SPSS Statistics for Windows, version 23 (SPSS Inc.,
Chicago, IL, USA). Continuous variables were reported as the median and interquartile range.
Categorical variables were analysed using the chi-square test or Fisher’s exact test. The normality
of distribution was examined using the Kolmogorov–Smirnov test. The Mann–Whitney U test was
used for the comparison of CKD and non-CKD groups after one year of follow-up. Variables with an
entry-level significance of p < 0.2 in the univariate analysis were included in a stepwise multivariate
analysis, because an entry-level of less than 0.2 was more informative than that of 0.1. Possible
interactions and collinearities were also tested. To adjust for confounding variables, and to assess
possible effect modification, separate multiple logistic regression analyses were performed. The results
were reported as odds ratios (OR) and 95% confidence intervals (CI). A p-value <0.05 was considered
to be statistically significant.

3. Results

3.1. Patient Characteristics

Between 1 January 2011 and 31 April 2017, 2208 adult patients were enrolled in the Asan
Medical Center Emergency Medicine Septic Shock Registry (Figure 1). Of these, 255 who had a
pre-existing diagnosis of CKD or ESRD, and 1114 patients with septic shock without AKI, were
excluded. The remaining 839 patients (38%) with AKI were categorised according to their KDIGO
classification on the day of admission. Among these 839 patients, 163 (19%) had stage 1, 339 (40%)
stage 2 and 337 (40%) stage 3. According to the maximum KDIGO criteria, 117 (14%) had stage 1, 337
(40%) stage 2 and 385 (46%) stage 3. Within the first 48 h, maximum serum creatinine was recorded
and 35 patients were reassigned from stage 1 to stage 2; 48 patients were additionally included in the
stage 3 group. Among them, 151 patients applied continuous RRT during admission, and six patients
needed intermittent hemodialysis after stopping continuous RRT.
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The demographic, clinical and laboratory characteristics of patients who developed/did not
develop CKD after one year (CKD and non-CKD groups) are summarised in Table 1. Overall, patients
were predominantly male (63.3%), with a median age of 64 years. Hypertension and diabetes were
more common in the CKD group than the non-CKD group (47.4% vs. 32.8%, p = 0.045; 52.6% vs. 23.6%,
p < 0.001, respectively). No significant differences were seen in other underlying diseases between
the two groups. Pulmonary (21.6%) and hepatobiliary (30.9%) infections were most common in both
groups, and no statistically significant differences were seen in the locations of the infection sites.
Regarding laboratory values, baseline, initial, peak and discharge creatinine, blood urea nitrogen and
hemoglobin levels tended to be higher in the CKD group than in the non-CKD group.

Table 1. Characteristics of patients.

Characteristics Total n = 286 Non-CKD after 1 Year
n = 229

CKD after 1 Year
n = 57 p-Value

Age 63.7 (56.0–72.0) 64.0 (55.0–70.0) 71.0 (61.3–77.8) 0.001
Male 181 (63.3) 152 (66.4) 29 (50.9) 0.033

Underlying disease

HTN 102 (35.7) 75 (32.8) 27 (47.4) 0.045
Stroke 24 (8.4) 18 (7.9) 6 (10.5) 0.592

DM 84 (29.4) 54 (23.6) 30 (52.6) <0.001
Coronary artery disease 22 (7.7) 14 (6.1) 8 (14.0) 0.054

Chronic pulmonary disease 29 (10.1) 22 (9.6) 7 (12.3) 0.623
Liver cirrhosis 43 (15.0) 37 (16.2) 6 (10.5) 0.312

Malignancy 79 (27.6) 56 (25.8) 20 (35.1) 0.186
Infection site

Unknown 4 (4.1) 2 (8.8) 2 (2.7) 0.788
Pulmonary 21 (21.6) 15 (20.5) 6 (25.0) 0.776

Urinary 23 (23.7) 18 (24.7) 5 (20.8) 0.788
Gastrointestine 15 (15.5) 13 (17.8) 2 (8.3) 0.345
Hepatobiliary 30 (30.9) 21 (28.8) 9 (37.5) 0.452

Others 11 (11.3) 9 (12.3) 2 (8.3) 0.572

Laboratory

WBC (×103/uL) 10.5 (5.1–17.5) 10.5 (5.7–18.0) 10.6 (4.0–14.9) 0.491
Hb (g/dL) 11.5 (9.3–13.2) 11.9 (9.9–13.6) 14.93 (10.6–22.6) <0.001

PLT (×103/uL) 137.0 (72.5–207.0) 138.0 (75.5–207.0) 130.0 (66.25–210.5) 0.921
BUN (mg/dL) 32.0 (24.8–45.0) 31.0 (23.0–40.5) 36.0 (29.0–53.0) 0.017

Baseline Cr (mg/dL) 0.72 (0.63–0.86) 0.70 (0.61–0.82) 0.80 (0.72–0.98) <0.001
Initial Cr (mg/dL) 1.8 (1.4–2.5) 1.8 (1.4–2.4) 2.1 (1.5–3.0) 0.037
Peak Cr (mg/dL) 2.0 (1.5–2.7) 1.9 (1.5–2.6) 2.4 (1.6–3.5) 0.002

Discharge Cr (mg/dL) 0.9 (0.7–1.1) 0.8 (0.6–1.0) 1.1 (0.9–1.8) <0.001
Lactate (mmol/L) 3.3 (2.0–5.5) 3.3 (2.0–5.6) 3.0 (1.8–4.5) 0.389

CRP (mg/dL) 15.3 (5.9–22.2) 16.1 (6.7–22.3) 11.9 (5.13–22.0) 0.278

Data are presented as n (%) or median with interquartile ranges. HTN = hypertension; DM = diabetes mellitus; CKD
= chronic kidney disease; WBC = white blood cells; Hb = hemoglobin; PLT = platelet; BUN = blood urea nitrogen;
Cr = creatinine; CRP = c-reactive protein.

3.2. KDIGO Stages and Outcomes

Clinical outcomes in the CKD and non-CKD groups are shown in Figure 1. Among the 117 stage
1 patients, 15 (13%) died, 42 (36%) were lost to follow-up, 48 (41%) recovered full kidney function and
12 (20%) developed CKD (KDIGO CKD stage G3a, n = 8 patients; G3b, n = 3; G5, n = 1). Of the 337
stage 2 patients, 140 (42%) died, 86 (26%) were lost to follow-up within one year, 91 (27%) recovered
full kidney function and 21 (6%) developed CKD (stage G3a, n = 7; G3b, n = 11; G4, n = 2; G5, n = 1).
Of the 385 stage 3 patients, 181 (47%) died, 89 (23%) were lost to follow-up, 90 (23%) recovered full
kidney function and 24 (6%) developed CKD (stage G3a, n = 8; G3b, n = 8; G4, n = 5; G5, n = 3).

The adjusted ORs of the initial and maximum KDIGO AKI stage for CKD development and
all-cause mortality within 1 year are shown in Table 2. Notably, there were no significant differences in
the occurrence of CKD by KDIGO classification between the initial and maximum criteria. The OR for
CKD development according to the AKI stages increased proportionally, but it was not statistically
significant. Meanwhile, all-cause mortality proportionally increased according to KDIGO classification
by the initial and maximum Cr levels.



J. Clin. Med. 2018, 7, 554 5 of 8

Table 2. Adjusted odds ratios of the AKI stage for CKD development in patients with
sepsis-induced AKI.

Variables
Multivariate Analysis

OR 95% CI p-Value

CKD Development

Initial Cr
KDIGO stage 1 Reference
KDIGO stage 2 0.783 0.375–1.635 0.515
KDIGO stage 3 0.924 0.444–1.923 0.832
Maximum Cr

KDIGO stage 1 Reference
KDIGO stage 2 0.879 0.396–1.950 0.751
KDIGO stage 3 1.111 0.513–2.405 0.789

All-Cause Mortality

Initial Cr
KDIGO stage 1 Reference
KDIGO stage 2 2.637 1.719–4.046 <0.001
KDIGO stage 3 2.933 1.913–4.499 <0.001
Maximum Cr

KDIGO stage 1 Reference
KDIGO stage 2 4.832 2.696–8.668 <0.001
KDIGO stage 3 5.909 3.316–10.530 <0.001

AKI = acute kidney injury; CKD = chronic kidney disease; OR = odds ratio; CI = confidence interval; Cr = creatinine;
KDIGO = Kidney Disease Improving Global Outcomes.

3.3. Risk Factors for the Development of CKD

A multivariate logistic regression of factors associated with the occurrence of CKD development
within one year is shown in Table 3. Older age (adjusted OR: 1.070, 95% CI: 1.033–1.108, p < 0.001),
diabetes (adjusted OR: 2.620, 95% CI: 1.352–5.078, p = 0.004), low hemoglobin levels (adjusted OR:
0.840, 95% CI: 0.744–0.949, p = 0.005) and higher discharge creatinine levels (adjusted OR: 2.686, 95%
CI: 1.499–4.812, p < 0.001) were associated with the development of CKD.

Table 3. Multivariate logistic regression of factors associated with the occurrence of CKD after one year.

Variables
Univariate Analysis Multivariate Analysis

OR 95% CI p-Value OR 95% CI p-Value

Age 1.066 1.027–1.107 <0.001 1.070 1.033–1.108 <0.001
HTN 0.996 0.487–2.039 0.991
DM 2.656 1.341–5.257 0.005 2.620 1.352–5.078 0.004

CAD 1.914 0.638–5.745 0.247
LC 0.992 0.360–2.730 0.987

Malignancy 1.250 0.601–2.600 0.551
Hb 0.833 0.734–0.946 0.005 0.840 0.744–0.949 0.005

Discharge Cr 2.503 1.371–4.569 0.003 2.686 1.499–4.812 <0.001

Abbreviations: OR = odds ratio; CI = confidence interval; HTN = hypertension; DM = diabetes mellitus; CAD =
coronary artery disease; LC = liver cirrhosis; Hb = hemoglobin; Cr = creatinine.

4. Discussion

In this study, we evaluated the development of CKD in patients with septic shock-associated
AKI. In patients who survived and for whom 1-year follow-up data were available, 80% (229/286)
recovered full renal function within 1 year and 20% (57/286) had progressed to CKD; 2% (5/286) were
dependent on RRT. Long-term all-cause mortality was 40% (336/839), and while the severity of the
KDIGO AKI stage was correlated with mortality, it did not correlate with the development of CKD.
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In the current study, the incidence of AKI in patients with septic shock was 38% on admission,
which is consistent with previous studies reporting an incidence of approximately 35% [17]. AKI can
accelerate the progression of CKD [7,18,19], but little is known about the association between AKI
severity and the development of CKD. Ishani et al. showed that CKD developed in 6.6%–10.5% of
elderly patients with AKI [8]. In addition, they found that elderly individuals, particularly those with
previously diagnosed CKD, were at significantly greater risk for end-stage renal disease, suggesting
that episodes of AKI may accelerate the progression of renal disease [8].

Few studies have assessed the relationship between AKI severity and CKD progression, and this
association therefore remains the subject of some debate [20–22]. Chawla et al. hypothesised that
the severity of AKI, according to the Risk, Injury, Failure, Loss and End-stage kidney disease (RIFLE)
criteria, correlates with the progression of CKD [23]. In addition, a recent meta-analysis reported
that the risk of CKD increased proportionally with mild, moderate and severe AKI (adjusted hazard
ratio: 2.0, 3.3 and 28.2, respectively) [18]. However, in the current study, all three stages of AKI were
associated with similar rates of recovery and CKD development, suggesting that physicians should
focus on the recovery of renal function, even when the initial AKI is not severe. The differing results
seen in the present study, in comparison with previous reports, may reflect confounding variables,
such as the severity of infection, immune function, duration of exposure to nephrotoxic drugs and
timing of RRT initiation, which were not assessed in the current study.

Risk factors for CKD after AKI were seen to include older age, diabetes and higher creatinine
level at discharge. Higher creatine levels at discharge indicate delayed or lack of renal function
recovery, despite the resolution of the initial infection. Manish et al. suggested that early reversible
AKI within the first day of admission was associated with a better survival rate than was no, new
or persistent AKI [12]. By contrast, Jones et al. demonstrated that even reversible AKI is strongly
associated with an increased risk of progression to CKD [24]. Identifying a direct causative mechanism
between AKI and CKD may be impossible, but recent studies demonstrated that persistent kidney
injury induced by septic AKI is coupled with systemic inflammation. Renal repair can lead to
malfunctions in inflammation and fibrosis and vascular rarefaction that leads to continuous cell and
tissue disruption [25,26]. Considering this, protein biomarkers such as neutrophil gelatinase-associated
lipocalin and interleukin 6 are likely to have an important role in assessing kidney injury, and aiding
the discovery of new treatment targets [26–28].

The current study has several limitations. First, the results are limited by the retrospective study
design, and as the data were obtained from a single center, it may not be possible to generalise the
findings to other populations. Secondly, because of the long-term study period, patients may not have
received consistent prehospital and hospital treatment, which may have affected the outcomes. Thirdly,
the diagnosis and classification of AKI based only on serum creatinine values may not have captured
all relevant cases of AKI, as extremes in muscle mass or dietary protein consumption may affect serum
creatinine, and may not reflect true kidney functioning [29]. A recent study demonstrated that the use
of serum creatinine only, urine output only or both factors of the KDIGO criteria showed differing
outcomes; for example, hospital mortality within the three groups was 9.2% (serum creatinine only),
7.5% (urine output only) and 26.7% (both serum creatinine and urine output) [30]. Moreover, previous
CKD or ESRD, or patients with high risk factors (pre-existing proteinuria, albuminuria, decreased
urine output, or long-term usage of medication, which could induce renal dysfunction) could be
included in study population. Also, not all patients had baseline serum creatinine or eGFR, so we
could not confirm to what extent septic shock was responsible for kidney dysfunction. Because our
data did not have urine analysis and renal ultrasonography, which contain other important clues to
diagnosis CKD development, there was a potential risk of not having an accurate total number of
CKD patients upon follow up. In addition, there is a risk of CKD misclassification, as only single
timepoint data were used during the follow-up. Finally, a considerable number of patients (217 of 839,
25%) were lost to follow-up, which may have impacted on the results obtained. To make up for this
problem, we compared the baseline characteristics between the study group and the follow-up loss



J. Clin. Med. 2018, 7, 554 7 of 8

group, and there were no significant differences between the two groups. Moreover, we conducted a
sensitivity analysis (Supplementary 1), and found that the trend of ORs for discharge creatinine did
not change significantly. These results indirectly imply that follow-up loss patients did not make up a
significant bias to our result. However, our results still had the possibility to change if follow-up loss
data were included.

5. Conclusions

In conclusion, AKI severity was correlated with mortality, but it did not correlate with the
development of CKD, and patients progressed to CKD, even when the initial AKI stage was not severe.
Physicians should focus on the recovery of renal function, and ensure the careful follow-up of patients
with risk factors for the development of CKD.

Supplementary Materials: The following are available online at http://www.mdpi.com/2077-0383/7/12/554/s1,
Supplementary 1. Univariate logistic regression of factors associated with the occurrence of CKD after 1 year
including follow-up loss patients (sensitivity analysis).

Author Contributions: W.Y.K. is the guarantor of the paper. J.K., Y.J.K., and S.M.R. contributed to the literature
search, figures, study design, data collection, data analysis, interpretation and writing, and revisions. S.A., D.W.S.,
C.H.S., K.S.L. contributed to design, revisions and validation.

Funding: This research received no external funding.

Conflicts of Interest: The authors declare no conflict of interest.

References

1. Knoop, S.T.; Skrede, S.; Langeland, N.; Flaatten, H.K. Epidemiology and impact on all-cause mortality of
sepsis in Norwegian hospitals: A national retrospective study. PLoS ONE 2017, 12, e0187990. [CrossRef]
[PubMed]

2. Kaukonen, K.-M.; Bailey, M.; Suzuki, S.; Pilcher, D.; Bellomo, R. Mortality related to severe sepsis and septic
shock among critically ill patients in Australia and New Zealand, 2000–2012. JAMA 2014, 311, 1308–1309.
[CrossRef] [PubMed]

3. Meyer, N.; Harhay, M.O.; Small, D.S.; Prescott, H.C.; Bowles, K.H.; Gaieski, D.F.; Mikkelsen, M.E. Temporal
trends in incidence, sepsis-related mortality, and hospital-based acute care after sepsis. Crit. Care Med. 2018,
46, 354–360. [CrossRef] [PubMed]

4. Fujishima, S. Organ dysfunction as a new standard for defining sepsis. Inflamm. Regen. 2016. [CrossRef]
[PubMed]

5. Alobaidi, R.; Basu, R.K.; Goldstein, S.L.; Bagshaw, S.M. Sepsis-associated acute kidney injury. Semin. Nephrol.
2015, 35, 2–11. [CrossRef] [PubMed]

6. Zarjou, A.; Agarwal, A. Sepsis and acute kidney injury. J. Am. Soc. Nephrol. 2011, 22, 999–1006. [CrossRef]
[PubMed]

7. Kellum, J.A.; Sileanu, F.E.; Bihorac, A.; Hoste, E.A.J.; Chawla, L.S. Recovery after acute kidney injury.
Am. J. Respir. Crit. Care Med. 2017, 195, 784–791. [CrossRef]

8. Ishani, A.; Xue, J.L.; Himmelfarb, J.; Eggers, P.W.; Kimmel, P.L.; Molitoris, B.A.; Collins, A.J. Acute kidney
injury increases risk of ESRD among elderly. J. Am. Soc. Nephrol. 2009, 20, 223–228. [CrossRef]

9. Rhodes, A.; Evans, L.E.; Alhazzani, W.; Levy, M.M.; Antonelli, M.; Ferrer, R.; Kumar, A.; Sevransky, J.E.;
Sprung, C.L.; Nunnally, M.E.; et al. Surviving sepsis campaign: International guidelines for management of
sepsis and septic shock: 2016. Intensive Care Med. 2017, 43, 304–377. [CrossRef]

10. Yearly, D.M.; Kellum, J.A.; Huang, D.T.; Barnato, A.E.; Weissfeld, L.A.; Pike, F.; Terndrup, T.; Wang, H.E.;
Hou, P.C.; LoVecchio, F.; et al. A randomized trial of protocol-based care for early septic shock. N. Engl.
J. Med. 2014, 370, 1683–1693.

11. Kim, W.Y.; Huh, J.W.; Lim, C.M.; Koh, Y.S.; Hong, S.B. Analysis of progression in risk, injury, failure, loss, and
end-stage renal disease classification on outcome in patients with severe sepsis and septic shock. J. Crit. Care
2012, 27, 104.e1–104.e7. [CrossRef] [PubMed]

http://www.mdpi.com/2077-0383/7/12/554/s1
http://dx.doi.org/10.1371/journal.pone.0187990
http://www.ncbi.nlm.nih.gov/pubmed/29149187
http://dx.doi.org/10.1001/jama.2014.2637
http://www.ncbi.nlm.nih.gov/pubmed/24638143
http://dx.doi.org/10.1097/CCM.0000000000002872
http://www.ncbi.nlm.nih.gov/pubmed/29474320
http://dx.doi.org/10.1186/s41232-016-0029-y
http://www.ncbi.nlm.nih.gov/pubmed/29259697
http://dx.doi.org/10.1016/j.semnephrol.2015.01.002
http://www.ncbi.nlm.nih.gov/pubmed/25795495
http://dx.doi.org/10.1681/ASN.2010050484
http://www.ncbi.nlm.nih.gov/pubmed/21566052
http://dx.doi.org/10.1164/rccm.201604-0799OC
http://dx.doi.org/10.1681/ASN.2007080837
http://dx.doi.org/10.1007/s00134-017-4683-6
http://dx.doi.org/10.1016/j.jcrc.2011.04.005
http://www.ncbi.nlm.nih.gov/pubmed/21715135


J. Clin. Med. 2018, 7, 554 8 of 8

12. Sood, M.M.; Shafer, L.A.; Ho, J.; Reslerova, M.; Martinka, G.; Keenan, S.; Dial, S.; Wood, G.; Rigatto, C.;
Kumar, A. Early reversible acute kidney injury is associated with improved survival in septic shock.
J. Crit. Care 2014, 29, 711–717. [CrossRef] [PubMed]

13. Xu, J.-R.; Zhu, J.-M.; Jiang, J.; Ding, X.-Q.; Fang, Y.; Shen, B.; Liu, Z.-H.; Zou, J.-Z.; Liu, L.; Wang, C.-S.; et al.
Risk factors for long-term mortality and progressive chronic kidney disease associated with acute kidney
injury after cardiac surgery. Medicine 2015, 94, e2025. [CrossRef] [PubMed]

14. Levy, M.M.; Fink, M.P.; Marshall, J.C.; Abraham, E.; Angus, D.; Cook, D.; Cohen, J.; Opal, S.M.; Vincent, J.-L.;
Ramsay, G. 2001 SCCM/ESICM/ACCP/ATS/SIS international sepsis definitions conference. Crit. Care Med.
2003, 31, 1250–1256. [CrossRef] [PubMed]

15. KDIGO. KDIGO Clinical Practice Guideline for Acute Kidney Injury. Available online: https://kdigo.org/
guidelines/ (accessed on 15 December 2018).

16. KDIGO. KDIGO 2017 Clinical Practice Guideline Update for the Diagnosis, Evaluation, Prevention, and
Treatment of Chronic Kidney Disease–Mineral and Bone Disorder (CKD-MBD). Available online: https:
//kdigo.org/guidelines/ (accessed on 15 December 2018).

17. Singbartl, K.; Kellum, J.A. AKI in the ICU: Definition, epidemiology, risk stratification, and outcomes.
Kidney Int. 2012, 81, 819–825. [CrossRef] [PubMed]

18. Coca, S.G.; Singanamala, S.; Parikh, C.R. Chronic kidney disease after acute kidney injury: A systematic
review and meta-analysis. Kidney Int. 2012, 81, 442–448. [CrossRef] [PubMed]

19. Pereira, B.J.; Barreto, S.; Gentil, T.; Assis, L.S.; Soeiro, E.M.; de Castro, I.; Laranja, S.M. Risk factors for the
progression of chronic kidney disease after acute kidney injury. J. Bras. Nefrol. 2017, 39, 1–7. [CrossRef]

20. Fujii, T.; Uchino, S.; Doi, K.; Sato, T.; Kawamura, T. Diagnosis, management, and prognosis of patients with
acute kidney injury in Japanese intensive care units: The JAKID study. J. Crit. Care 2018, 47, 1–7. [CrossRef]

21. Chawla, L.S.; Amdur, R.L.; Amodeo, S.; Kimmel, P.L.; Palant, C.E. The severity of acute kidney injury
predicts progression to chronic kidney disease. Kidney Int. 2011, 79, 1361–1369. [CrossRef]

22. Heung, M.; Chawla, L.S. Acute kidney injury: Gateway to chronic kidney disease. Nephron Clin. Pract. 2014,
127, 30–34. [CrossRef]

23. Chawla, L.S.; Amdur, R.L.; Shaw, A.D.; Faselis, C.; Palant, C.E.; Kimmel, P.L. Association between acute
kidney injury and long-term renal and cardiovascular outcomes in United States Veterans. Clin. J. Am.
Soc. Nephrol. 2014, 9, 448–456. [CrossRef] [PubMed]

24. Jones, J.; Holmen, J.; De Graauw, J.; Jovanovich, A.; Thornton, S.; Chonchol, M. Association of complete
recovery from acute kidney injury with incident CKD Stage 3 and all-cause mortality. Am. J. Kidney Dis.
2012, 60, 402–408. [CrossRef] [PubMed]

25. Murugan, R.; Wen, X.; Shah, N.; Lee, M.; Kong, L.; Pike, F.; Keener, C.; Unruh, M.; Finkel, K.; Vijayan, A.; et al.
Plasma inflammatory and apoptosis markers are associated with dialysis dependence and death among
critically ill patients receiving renal replacement therapy. Nephrol. Dial. Transplant. 2014, 29, 1854–1864.
[CrossRef] [PubMed]

26. Mårtensson, J.; Vaara, S.T.; Pettilä, V.; Ala-Kokko, T.; Karlsson, S.; Inkinen, O.; Uusaro, A.; Larsson, A.; Bell, M.
Assessment of plasma endostatin to predict acute kidney injury in critically ill patients. Acta Anaesthesiol. Scand.
2017, 61, 1286–1295. [CrossRef] [PubMed]

27. Kellum, J.A.; Prowle, J.R. Paradigms of acute kidney injury in the intensive care setting. Nat. Rev. Nephrol.
2018, 14, 217–230. [CrossRef] [PubMed]

28. Forni, L.G.; Darmon, M.; Ostermann, M.; Straaten, H.M.O.-V.; Pettilä, V.; Prowle, J.R.; Schetz, M.; Joannidis, M.
Renal recovery after acute kidney injury. Intensive Care Med. 2017, 43, 855–866. [CrossRef] [PubMed]

29. Carlier, M.; Dumoulin, A.; Janssen, A.; Picavet, S.; Vanthuyne, S.; Van Eynde, R.; Vanholder, R.; Delanghe, J.;
De Schoenmakere, G.; De Waele, J.J.; et al. Comparison of different equations to assess glomerular filtration
in critically ill patients. Intensive Care Med. 2015, 41, 427–435. [CrossRef] [PubMed]

30. Kaddourah, A.; Basu, R.K.; Bagshaw, S.M.; Goldstein, S.L. Epidemiology of acute kidney injury in critically
ill children and young adults. N. Engl. J. Med. 2017, 376, 11–20. [CrossRef] [PubMed]

© 2018 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1016/j.jcrc.2014.04.003
http://www.ncbi.nlm.nih.gov/pubmed/24927984
http://dx.doi.org/10.1097/MD.0000000000002025
http://www.ncbi.nlm.nih.gov/pubmed/26559305
http://dx.doi.org/10.1097/01.CCM.0000050454.01978.3B
http://www.ncbi.nlm.nih.gov/pubmed/12682500
https://kdigo.org/guidelines/
https://kdigo.org/guidelines/
https://kdigo.org/guidelines/
https://kdigo.org/guidelines/
http://dx.doi.org/10.1038/ki.2011.339
http://www.ncbi.nlm.nih.gov/pubmed/21975865
http://dx.doi.org/10.1038/ki.2011.379
http://www.ncbi.nlm.nih.gov/pubmed/22113526
http://dx.doi.org/10.5935/0101-2800.20170041
http://dx.doi.org/10.1016/j.jcrc.2018.07.007
http://dx.doi.org/10.1038/ki.2011.42
http://dx.doi.org/10.1159/000363675
http://dx.doi.org/10.2215/CJN.02440213
http://www.ncbi.nlm.nih.gov/pubmed/24311708
http://dx.doi.org/10.1053/j.ajkd.2012.03.014
http://www.ncbi.nlm.nih.gov/pubmed/22541737
http://dx.doi.org/10.1093/ndt/gfu051
http://www.ncbi.nlm.nih.gov/pubmed/24619058
http://dx.doi.org/10.1111/aas.12988
http://www.ncbi.nlm.nih.gov/pubmed/28857121
http://dx.doi.org/10.1038/nrneph.2017.184
http://www.ncbi.nlm.nih.gov/pubmed/29355173
http://dx.doi.org/10.1007/s00134-017-4809-x
http://www.ncbi.nlm.nih.gov/pubmed/28466146
http://dx.doi.org/10.1007/s00134-014-3641-9
http://www.ncbi.nlm.nih.gov/pubmed/25619485
http://dx.doi.org/10.1056/NEJMoa1611391
http://www.ncbi.nlm.nih.gov/pubmed/27959707
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Setting and Study Population 
	Data Collection and Definition 
	Statistical Analyses 

	Results 
	Patient Characteristics 
	KDIGO Stages and Outcomes 
	Risk Factors for the Development of CKD 

	Discussion 
	Conclusions 
	References

