
INTRODUCTION 
Acute kidney injury (AKI), previously known as acute renal 
failure, is characterized by the sudden impairment of kidney 
function resulting in the retention of nitrogenous and other 

[1]waste products normally cleared by the kidneys . 

AKI is current dene by a rise from base line of S.creatnine of 
at least 0.3mg/dl within 48 hrs or at least 50% higher than 
baseline within 1 week, or a reduction in urine output to less 
than 0.5ml / kg/hr for longer than 6 hrs.

Acute kidney injury (AKI) is a common complication in 
hospitalized patients. With the changing denition, the 

[2]epidemiology of AKI has changed . AKI, particularly in 
hospitalized patients, is associated with signicant morbidity 
and mortality. However, most epidemiologic studies on AKI 
were compartmentalized into 2 entities:

[3](i) Hospital-acquired AKI (HAAKI) and  
[4](ii) Community-acquired AKI (CAAKI) . 

The acute kidney injury (AKI) incidence in ICU patients varies 
widely from 3% to 30%, with mortality ranging from 36% to 
90%, depending on the type of ICU, study population, the 
period during which the study is conducted, and the criteria 
used to dene AKI.

RIFLE classication scheme and acute kidney injury network 
(AKIN) classication scheme have been proposed to achieve 
early diagnosis of AKI. A new consensus denition merging 
the criteria has also emerged from the Kidney Disease 

[5]Improving Global Outcomes .

In 2007, the Acute Kidney Injury Network (AKIN) group pro p 
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osed a modied version of the RIFLE criteria, which aimed to 
improve the sensitivity of AKI diagnostic criteria. There were 
several changes: an absolute increase in sCr of at least 0.3 
mg/dL (26.5 �mol/L) was added to stage 1; the GFR criterion 
was removed; patients starting RRT were classied as stage 3, 

[6-7]irrespectively of sCr values .

Depending upon the type of surgical procedure that a patient 
undergoes, AKI complicates the perioperative hospital stay for 

[8-9]up to 50% of surgical patients . Yet AKI remains among the 
most under diagnosed postoperative complications despite 
increasing understanding of its epidemiology and outcomes. 
Reduced urine output despite adequate uid administration is 
usually the rst sign of acute renal failure. This will be 
fol lowed by a r ise in serum creatinine and urea 
concentrations. Early renal support (haemodialysis or 
haemoltration) will control serum electrolytes and 
accommodate the large volumes of nutritional supplem en 

[10]tation required in a major burn . 

One of the life threatening complications of severe burns is 
acute renal (kidney) failure (AKI). AKI is a sudden loss of the 
kidney's ability to excrete waste, concentrate urine and 

[11]conserve electrolytes .

AKI is treated with dialysis. As burns associated with AKI will 
worsen the prognosis, early preventive measures taken to 
reduce this complication include proper uid replacement, 
infection prevention, early wound debridement, and excision 
of dead tissue.

There are few comparative studies on hospital-acquired AKI 
(HAAKI) in medical, surgical, and ICU patients. Studies on 
HAAKI were mostly centered around the critically ill ICU 
patients or only on some specic sub-groups of medical and 
surgical patients. There are few comparative studies of HAAKI 
in medical, surgical, and ICU patients. HAAKI is quite 
common in this part of the country. Therefore, this comparative 
study was conducted to know the epidemiological and clinical 
proles of AKI in surgical, medical, and ICU units at our 

[2]centre . 

With the application of these criteria, prevalence of AKI in ICU 
setting is >40% if sepsis is present and the mortality rates 

[13-14]varied from 15% to 60% . Longer hospital stay and 
economic burden are inevitable. In contrast to western 
literature, few reliable statistics are available regarding AKI 

[15]in India .

The last 20 years have seen the major changes in the practice 
of medicine; a particularly striking development has been 
arrival of intensive care units (ICUs). The evolution of the ICUs 
has had signicant implications for clinical nephrologists 
especially in relation to the nature, epidemiology and 
management of acute renal failure (AKI). Acute renal failure 
seen in ICU patients population is different from non-ICU 
setting. Acute renal failure occurs frequently in the setting of 
critically ill patients in ICU. Despite major advances in the 
management of the critically ill and the renal replacement 
therapy, the mortality rate of AKI has not decreased 
appreciably over the past 30 years. This seems to be due to the 
changes inthe spectrum of AKI. The pattern of AKI varies from 
place to place. The present study was undertaken to study the 
clinical prole of AKI prospectively in various medical and 
surgical intensive care units in our hospital—a tertiary care 

[16]center in north India . 

AIMS AND OBJECTIVES 
Ÿ To assess the incidence of AKI among critically ill patients. 
Ÿ To determine the prevalence of AKI in Intensive Care Unit 

patients. 
Ÿ To characterize differences in etiology and severity of AKI 

and to determine the impact of AKI on patients outcomes. 
Ÿ Comparative study to know the epidemiological and 

clinical proles of AKI in surgical & medical ICU units.

MATERIALS AND METHODS  
The study includes Acute Kidney Injury (AKI) in medical and 
surgical ICU patients, M.L.B Medical College, Jhansi (U.P.). 
and a total of 170 patients were selected for the study. The 
study was carried out in the Department of General Medicine, 
M.L.B. Medical College, Jhansi (U.P.) from March. 2018 to Oct. 
2019.

INCLUSION CRITERIA 
Ÿ Patients with suspected Acute Kidney Injury (AKI) in 

Medical & Surgical ICU units.
Ÿ Patients staying for a minimum of 48 hrs in ICU.
Ÿ Age of patients more than 12 yrs. 

EXCLUSION CRITERIA 
Ÿ Patients remained in the ICU for less than 6 hrs.
Ÿ Patients with preexisting end-stage kidney disease on 

chronic dialysis.
Ÿ Patients with prior renal transplant.
Ÿ Patients who already have developed CKD. 

LOCATION AND PERIOD OF STUDY
The study was carried out in the Department of General 
Medicine, M.L.B. Medical College, Jhansi (U.P.) from March. 
2018 to Oct. 2019.

DIAGNOSIS:
Serum creatinine and Urinary output is the key parameter in 
evaluating both renal function and the patient's circulatory 
state. In an oliguric state, however, it must be determined 
whether the reduced urine volume is due to functional renal (or 
pre-renal) failure or to organic (or renal) failure. Prolonged 
functional renal failure is often observed before organic 
failure develops. In non-oliguric renal failure, urine volume is 
of no value in the diagnosis. Urine and serum osmolality and 
electrolyte concentrations are useful in the differential 
diagnosis.

METHODOLOGY:
Ÿ A patient was considered to have AKI when he had an 

increase in serum creatinine of at least 50% from baseline 
or a reduction in urine output to <0.5 mL < kg per hour for 
more than 6 h. 

Ÿ As suggested by the Acute Dialysis Quality Initiative 
working group , for patients whose preexisting renal 
function was not known, a normal GFR before admission 
to ICU was assumed. 

Ÿ Patients were classied daily using the AKIN criteria.

Ÿ Patients are considered as having new AKI if they did not 
have AKI on ICU admission and subsequently reached at 
least class AKIN-GRADE 1 during their follow-up. 

Ÿ Deterioration of AKI was diagnosed if the patient had 
increased in AKIN class compared to the initial 
classication. 

Ÿ The most severe degree of AKI was recorded, that is, 
patients with injury to the kidney at admission to ICU who 
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later developed failure of kidney function were classied 
as having GRADE-III AKIN.

DATA COLLECTION:
DATA WERE COLLECTED INCLUDING THE FOLLOWING:
Ÿ Primary admission diagnostic categories.
Ÿ Co-morbidities.
Ÿ Need for mechanical ventilation.
Ÿ Presence of sepsis
Ÿ AKIN grades I,II and III.
Ÿ Renal replacement therapy for AKI.
Ÿ Emergency surgery; elective surgery; and nonsurgical 

admission.
Ÿ ICU stay.
Ÿ Mortality.

STATISTICAL ANALYSIS:
Categorical variables are presented as number (frequency) 
and analyzed using chi-square or Fischer exact test where 
appropriate test. Student's t-test or the Mann–Whitney U-test is 
used for quantitative data. 

All variables signicant in univariate analysis were analyzed 
by a multiple regression logistic model. The logistic 
regression forward method was used for multivariate analysis 
of the risk factors, and the results were tabulated as odds ratio 
and condence interval. 

The level of signicance was set at p < 0.05. The relationships 
between different factors and mortality were evaluated using 
a Cox Proportional Hazards model, and survival curves were 
constructed. Variables with p < 0.05 were included in the 
model. The software SPSS v15.0 for Windows  was used for 
statistical analysis.

RESULTS 
The present study was carried out on 170 cases in the 
Department of Medicine, M.L.B. Medical College, Jhansi (U.P.) 
from March. 2018 to Oct. 2019. In this study we studied 170 
patients of suspected Acute Kidney Injury and assessed the 
incidence of Acute Kidney Injury in such patients and various 
factors related to this disorder.

Table 1: Incidence of AKI in Study Population (From AKIN 
Criteria)

Out of total 170 patients, 77 patients developed AKI that made 
45.29% of the total.

Table 2: Severity of  AKI with AKIN Scoring (on the basis of 
creatinine)

Out of 77 patients who developed AKI, 25 patients (32.47%) 
had grade-I, 10 patients (12.99%) had grade-II and 42 patients 
(54.54%) had grade-III Acute Kidney Injury.

Table 3:  Age wise distribution of patients having AKI (Akin 
criteria)

Out of total 77 patients who developed AKI according to AKIN 

criteria, patients with age >60 were most common and 
constituted 31.17% while the 2nd most common age group 
was between 46-60 yrs in which 20 patients developed AKI that 
was 25.97% of the total. The least common group consisted of 
the patients having age between 31-45 yrs where a total of 16 
patients developed AKI that constituted 20.78%.

Table 4: Distribution of patients having AKI according to 
their Sex. ( AKIN criteria)

Patients were divided on the basis of their sexes. There were 
109 males (64.11%) and rest 61 were females (35.88%). Of the 
77 patients developing AKI,55 were males that made 71.43% 
while rest 22 were females that was 28.57%.

Table 5: Distribution according to qSOFA Score.

On the basis of qSOFA score, patients were put into two 
categories. 1st category with qSOFA 0-1 had 115 patients 
(67.65%) while the 2nd category with qSOFA 2-3 had 55 
patients (32.35%). Of the 77 patients developing AKI, 
40(51.94%) were having q SOFA score between 0 to 1 while rest 
37(48.06%) were having qsofa score of 2-3 and this difference 
was statistically signicant (p-value : 0.018).  

Table 6: Distribution of total patients on the basis of 
Outcome

Patients were divided on the basis of their outcomes. Out of 
170 patients, 124 patients (72.94%) were improved, 35(20.59%) 
were expired, 9 patients(5.29%) were left against medical 
advice and 2 were referred(1.18%). 38 patients (49.35%) who 
developed AKI were improved, 28(36.36%) were expired and 9 
(11.69%)left  against the medical advised while 2 
patients(2.60%) were referred and this difference was 
statistically signicant (p-value : 0.004).  

Table 7: Electrolyte abnormalities

Hyponatremia was the most common electrolyte abnormality 
in patients with AKI which was  present  in 25 (32.47%) patients 
followed by hypokalemia which was present in 20 (25.97%) 
pat ients  and minimum pat ients  were found wi th 
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Total  patients AKI Patients %

170 77 45.29%

Grade No. of Patients %

Grade-I 25 32.47%

Grade-II 10 12.99%

Grade-III 42 54.54%

Total 77 100

Age (years) No. of Patients Percentage 

18-30 17 22.08%

31-45 16 20.78%

46-60 20 25.97%

> 60 24 31.17%

Total 77 100%

Sex No. of Patients 
(Total) 

% No. of Patients 
(AKI)

%

Male 109 64.11% 55 71.43%

Female 61 35.88% 22 28.57%

Total 170 100 77 100%

qSOFA Score Total No. of 
Patients 

% No. of Patients 
having AKI

%

0 – 1 115 67.65% 40 51.94%

2 – 3 55 32.35% 37 48.06%

Total 170 100 77 100

Outcome Total  No. of 
Patients 

% No. of Patients 
having AKI

%

Improved 124 72.94% 38 49.35%

Expired 35 20.59% 28 36.36%

Lama 9 5.29% 9 11.69%

Referred 2 1.18% 2 2.60%

TOTAL 170 100% 77 100

Electrolyte 
abnormalities

Patients with 
electrolyte 
abnormalities  
without AKI 
(n=93)

% Patients with 
electrolyte 
abnormalities 
(n=77)

%

Hyponatremia 
(< 135)

13 13.98% 25 32.47%

Hypernatremia 
(>150)

5 5.38% 3 3.90%

Hypokalemia    
(< 3.5)

5 5.38% 20 25.97%

Hyperkalemia  
(> 5)

6 6.45% 1 1.30%
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Hyperkalemia is 1 (1.30%). For hyponatremia (< 135) and Hyp 
okalemia (<3.5), the data was found statistically signicant 
i.e. P-value 0.02 and 0.001 respectively. 

Table 8: Etiology of AKI

Majority of patients with AKI  were found having Sepsis,27 out 
of 77 which was 35.06% and 2nd most common cause was 
Acute gastroenteritis and Poisoning which was the cause in 14 
patients i.e. 18.18% and lowest patients were found having 
AKI due to malaria i.e. 1 patient(1.30%). Study was FOUND 
SIGNIFICANT for Acute Gastroenteritis, Sepsis and 
Obstructive uropathy with p-values <0.05 for each of them.

Table 9: Department wise distribution AKI patients.

Out of 77 patients who developed AKI, 55 were from medical 
ICU (71.43%) and rest 22 (28.57%) were from surgical ICU.

Table 10: Need for Renal Replacement Therapy in AKI 
patients

Out of 77 patients who developed AKI, in 21 (27.27%) patients 
RRT was done while in 56 (72.73%) RRT was not used and they 
were managed conservatively, when compared to the group 
where AKI was not found, study was found statistically 
signicant with P-value < 0.01.

Table 11: Presence of causative factors in patients under 
went RRT

Out of 21 patients, who underwent RRT, Anuria 19 (90.48%) 
was the most common factor followed by Acidosis 16 (76.19%).    

Table 12: Outcome of patients On RRT

Out of 21 patients, who underwent RRT, 5 (23.81%) were impr 

oved, 12 were expired and 4 (19.05%) left against medical 
advice. 

DISCUSSION 
The present study was carried out on 170 cases in the 
Department of Medicine, M.L.B. Medical College, Jhansi (U.P.) 
from March. 2018 to Oct. 2019. In this study we studied 170 
patients of suspected Acute Kidney Injury and assessed the 
incidence of Acute Kidney Injury in such patients and various 
factors related to this disorder.

In a large multinational cross-sectional study where the 
epidemiology of AKI in ICU patients was explored it was found 
that AKI occurred in more than half of the patients, precisely in 
57.3%.( Hoste, E.A.J.et al  (2015).  other studies evaluated 
incidences of AKI in critically ill patients and found 
proportions varying from 29% to 77% using AKIN denition. In 
our study the incidence of AKI using AKIN denition was found 
in 45.29% patients. out of all the patients who developed AKI 
on the basis of AKIN, most were from grade-III. This might be 
due to the fact that our hospital is a tertiary referral center 
where most of the referred patients presented in more severe 

[17]stages of renal injury . 

 In another study, Data from 582 critically ill patients were 
collected and retrospectively reviewed. Patients were divided 
into two groups: without AKI development and with AKI 
development. Baseline characteristics, laboratory, and other 
clinical data were compared between these two groups, and 
correlations between the characteristics and AKI development 
were examined. Patients with AKI development were further 
divided into two groups according to the survival outcome, 
and variables associated with the outcome were determined. 
Results: AKI was developed in 54.12% (n = 315) of patients. 

 [18](De-Yuan Zhi et al, China, 2017)

In our study AKI was more common in males (71.43%) than in 
females while it was more common in individuals with age 
more than 60 years (31.17%).  A prospective observational 

[19]study by Korula S et al  in 2016 had mean age of 59.17±14.01 
and males were 64.3%. In another study of AKI, The mean age 
was 60 years and 63% of patients were male. (Incidence, 
timing and outcome of AKI in critically ill patients varies with 
the denition used and the addition of urine output criteria J. 

[20]Koeze et al 2017 ) A study based in United Kingdom showed 
16% of the AKI patients were older than 65 years while a study 
in United States showed that 12.4% of the patients were above 
the age of 65. In accordance with previous literature, our study 
highlights the potential risk of AKI in critically ill, elderly 
patients especially above the age of 60 years. Several large 
scale studies conducted world-wide have established that AKI 
in critically ill patients is associated with statistically 
signicant increase in mortality.

Sepsis was the most common cause of AKI in the critically ill 
patients of our study and it was found in 35.06% of the patients 
which was followed by acute gastroenteritis and various types 
of Poisoning that constituted 18.18% of patients. The role of 
sepsis in AKI has been well documented in western literature, 
causing nearly 50% of the AKI cases in few studies. A recent 
Indian study by Singh et al.found that although nephrotoxic 
drugs were the most common cause of AKI in the medical 
ward, sepsis was the most common cause in surgical ward 
and ICU. A study by Sandeep et al.,., which evaluated acute 
renal failure in ICU, found sepsis to be more common than 
nephrotoxic drugs. Kaul et al.,., in their study have reported 
acute diarrhea as the most common cause. Acute GE was the 
second most common cause of AKI in our study. The higher 
number might be attributed to the fact that our institution is a 
tertiary care center, managing patients referred after 
developing renal complications.

[21]A study conducted by Rubina Naqvi et al  2017 on acute 
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Etiology 
variables

No. of 
Patients 
with AKI

% No. of 
Patients 

with 
without AKI

% p-value

Age 14 18.18% 34 36.56% 0.045

Sepsis 27 35.06% 16 17.20% 0.040

Poisoning 14 18.18% 10 10.75%    >0.05

Obstructive 
Uropathy

4 5.19% 16 17.20% 0.030

Burn 3 3.90% 8 8.60% >0.05

Cellulitis 7 9.09% 4 4.30% >0.05

Heart failure 5 6.49% 2 2.15% >0.05

Acute 
pancreatitis

2 2.60% 2 2.15% >0.05

Malaria 1 1.30% 1 1.08% >0.05

TOTAL 77 100% 93 100%

AKI Patients No. of Patients (n=77) %

Medical ICU  (n=117) 55 71.43

Surgical ICU (n=53) 22 28.57

Total 77 100

AKI patients No. of Patients (n=77) %

RRT done 21 27.27%

RRT not done 56 72.73%

Total 77 100%

AKI Patients No. of Patients (n=21) %

Anuria 19 90.48%

Oliguria 2 9.52%

Acidosis 16 76.19%

Hyperkalemia 2 9.52%

AKI Patients No. of Patients (n=21) %

Improved 5 23.81%

Expired 12 57.14%

Lama 4 19.05%

Total 21 100%
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kidney injury from different poisonous substances. 

In our study we divided the whole study population on the basis 
of qSOFA score. Most of the patients with suspected AKI had 
qSOFA score less than 2(67.65%). The same trend continued in 
patients with conrmed AKI also where more than half of the 
patients (51.94%) had qSOFA score less than 2.

Protocol for a prospective observational study on the 
association of variables obtained by contrast-enhanced 
ultrasonography and sepsis-associated acute kidney injury 

[22]by Ning Liu et al., in 2017 . The importance of acute kidney 
injury in suspected community acquired infection by James 
Tollitt et al., in 2019 also correlated q SOFA score with acute 
kidney injury.

In our study there were four outcomes of the patients. Most of 
the patients who developed AKI were improved (49.35%)and 

ndthe 2  most common outcome was death as 36.36% patients 
expired during the ICU stay. Outcome of Critically ill Patients 
with Acute Kidney Injury using the AKIN Criteria by Tal 

[23]Mandelbaum, et al  in 2011 showed a clear and signicant 
increase in the risk for mortality in patients who developed 
acute kidney injury compared with patients who did not. The 
increased risk was found to be proportional to the stage of AKI 
although there is no clear risk difference between the patients 
with AKI 1 and AKI 2 compared to a large increase in mortality 
risk in patients with AKI 3. Epidemiology and outcomes of 
acute kidney injury in critically ill: Experience from a tertiary 

[24]care center by PS Priyamvada  et al  2018 showed that in the 
initial 48 h, 12 patients (5.08%) recovered from AKI. Of 126 
patients with CAAKI, 26.98% (n = 34) showed complete 
recovery (CR) at the end of the 30 days, whereas 16.67% (n = 
21) showed partial recovery (PR). Among 110 patients with 
HAAKI, 32.73% (n = 36) had CR and 18.18% (n = 20) had PR. 
One patient continued to remain dialysis-dependent at the 

st [25]end of the 1  month. Joaniddis et al  in their study of ICU 
patients showed that the mortality rate among patients 
classied to have AKI by RIFLE criteria was 36.5%.] In the 
study by Ali et al., involving 474 patients with AKI, the in 
hospital mortality was found to be 32.7%. However, this study 
involved AKI patients irrespective of the hospital setting. Two 
Indian studies, one using RIFLE criteria and other using AKIN 
criteria to diagnose AKI patients in ICU, found the mortality 
rate to be as high as 73.5% (n = 25) and 93.9% (n = 31) 
respectively. 

From the total study population 38.82% patients had 
hypoalbuminemia while the same trend continued for patients 
with AKI where 45.15% patients had hypoalbuminemia. 
Seventeen clinical studies with 3,917 total patients were 
included: 11 studies (6 in surgical or intensive care unit 
patients and 5 in other hospital settings) evaluating the 
inuence of serum albumin on AKI incidence and 6 studies 
describing the relationship between serum albumin and 
mortality among patients who had developed AKI. Lower 
serum albumin was an independent predictor both of AKI and 
of death after AKI development. (Christian J. Wiedermann et 

[26]al , 2009) Another study proved Hypoalbuminemia as a 
predictor of acute kidney injury (Daniele Roberto Giacobbe et 

[27]al 2018). 

In our study, majority of the patients did not require RRT and 
were treated conservatively. 72.72% of the total patients with 
AKI didn't require any RRT while it was given in 27.28% 
patients. The patients who received RRT were mostly from 
medical ICUs Among those who were put on RRT,57.14% 
expired while 23.81% patients improved. Anuria was the 
commonest factor warranting need of RRT and it was present 
in 90.48% of those patients while acidosis was present in 

[2]76.19% patients. Previous Indian studies by J Prakash et al  
and Singh et al., reported that 34% (n = 28) and 20.58% (n = 7) 

of the cases respectively, required RRT. However, these studies 
did not specically evaluate AKI patients in ICU but studied 
them irrespective of the hospital setting. Intermittent 
hemodialysis and slow low efciency dialysis were the most 
commonly used modalities of RRT in our hospital. Mahajan et 

[28]al  who evaluated ARF in ICU, reported that 71.1% required 
RRT and that intermittent RRT was the most common mode 
used. 
 
In our study, although the mortality rate was higher among 

[29]patients receiving RRT (57.14%). Chertow et al  previously 
demonstrated that among critically ill patients, acute renal 
failure requiring dialysis is an ominous condition with a high 
risk of in-hospital mortality.

CONCLUSIONS
The present study was carried out on 170 cases in the 
Department of Medicine, M.L.B. Medical College, Jhansi (U.P.) 
from March. 2018 to Oct. 2019.. In this study we studied 170 
patients of suspected Acute Kidney Injury and assessed the 
incidence of Acute Kidney Injury in such patients and various 
factors related to this disorder.
Ÿ A total of 45.29% patients of the total critically ill patients 

developed AKI in our study from AKIN criteria. In AKIN, 
54.54% were grade-III.

Ÿ Most of the patients were from medical ICU where AKIN 
grade III was the most common grade of AKI.

Ÿ Age >60, male gender were prevalent in the majority of 
AKI patients and represented 31.17% and 71.43% 
population respectively. Male to female ratio was around 
2.5:1.

Ÿ Sepsis was the most common cause of AKI in the critically 
ill patients of our study and it was found in 35.06% of the 
patients which was followed by acute gastroenteritis and 
various types of Poisoning that constituted 18.18% of 
patients.

Ÿ Of the 77 patients developing AKI, 40(51.94%) were having 
qSOFA score between 0 to 1 while rest 37 (48.06%) were 
having qSOFA score of 2-3.

Ÿ Crude mortality rate among patients with AKI in our study 
group was 36.36%%.

Ÿ Almost half of the patients having AKI (49.35%) were 
improved.

Ÿ Hyponatremia was the most common electrolyte abnor 
mality in AKI in our study population with 32.47% develo 
ping it while 20 patients developed Hypokalemia which 
was 25.97%

Ÿ Majority of the patients did not require RRT and were 
treated conservatively. 72.72% of the total patients with AKI 
didn't require any RRT while it was given in 27.28% 
patients.the patients who received RRT were mostly from 
medical ICUs Among those who were put on RRT,57.14% 
expired while 23.81% patients improved.

Ÿ Anuria was the commonest factor warranting need of RRT 
and it was present in 90.48% of those patients while 
acidosis was present in 76.19% patients.

Ÿ Leucocytosis was found in around 84.42% patients while 
44.15% patients had hypoalbunimeia and 72.73% patients 
had acidosis.          

LIMITATIONS AND THE FINAL WORDS:
Our study has both strengths and weakness. A limitation of 
our study was that we could not nd the incidence of AKI in the 
patients who have already developed chronic kidney disease. 
There were many patients in whom 48 hr creatinine level could 
not be obtained and they couldn't be categorized according to 
AKIN grading. Few patients went against the medical advise 
and couldn't be studied till their nal outcome.

Our centre being a major tertiary care hospital in Bunde lkh 
and region,it caters to a large population. With the help of our 
study we can focus on the major cause that predispose to a 
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patient to AKI like sepsis, acute gastroenteritis, poisoning, 
cellulitis etc. and timely intervention in these causative factors 
can prevent the occurrence of AKI.
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