
International Journal of Scientific and Research Publications, Volume 5, Issue 7, July 2015      1 
ISSN 2250-3153   

www.ijsrp.org 

A Study on Clinical Profile of Acute Kidney Injury 
Dr. R. Nagamani*, Dr. K. Sudarsi**, Dr. K. S. Amaravati**, Dr. Musa Khan**, Dr. P. Sakuntala** and 

Dr. Deepthi*** 
 

* In charge Professor of Medicine, Osmania Medical College/Hospital, Hyderabad, Telangana, India 
** Assistant Professor of Medicine, Osmania Medical College/Hospital, Hyderabad, Telangana, India 

*** Senior Resident, Osmania Medical College/Hospital, Hyderabad, Telangana, India 
 
Abstract- Acute renal failure is a common clinical condition 
encountered in most of the hospitals. 
        This study is an attempt to evaluate the clinical profile of 
acute renal failure in 50 patients admitted in Osmania general 
hospital. 
        Method- This is a prospective study done in Osmania 
general hospital over a period of two years. It included 50 cases 
with clinical and laboratory evidence of acute renal failure. 
        Results- Out of 50 patients 32 were male and 18 female. 
Average age was 40.2 years. Oliguria and vomiting were 
common presenting features. Other common symptoms were 
fever, malaise, jaundice and diarrhoea. 42 cases had oliguric 
renal failure and 8 cases were non oliguric. 
        The aetiological factors are acute gastroenteritis, 
septicemia,malaria, leptospirosis, snake bite, toxic dye ingestion 
and congestive cardiac failure. Two patients had obstructive 
uropathy.In our study, 80% of the patients survived. 72% of 
patients were treated conservatively and 28% underwent dialysis. 
 
Index Terms- Acute Kidney Injury; Pre Renal; Renal;Post 
Renal;Malaria; Septiceamia. 
 

I. INTRODUCTION 
cute renal failure (ARF) is a protean syndrome of varied 
severity. It is characterized by a rapid (hours to weeks) 

decline in the glomerular filtration rate (GFR) and retention of 
nitrogenous waste products such as blood urea nitrogen (BUN) 
and creatinine.1,2ARF is not a single disease but, rather, a 
designation for a heterogeneous group of conditions that share 
common diagnostic features: specifically, an increase in the 
blood urea nitrogen (BUN) concentration and/or an increase in 
the plasma or serum creatinine (SCr) concentration, often 
associated with a reduction in urine volume. The alternative 
proposed term Acute kidney Injury (AKI) better captures the 
diverse nature of this syndrome.3'4,5'6,7 In keeping with the 
spectrum of changes seen in AKI, a diagnostic classification 
scheme was developed. This scheme is referred to by the 
acronym RIFLE, and includes three levels of renal dysfunction of 
increasing severity, namely, Risk of renal dysfunction , Injury to 
the kidney and Failure of kidney function, and two outcome 
categories: Loss of function, and End stage kidney disease.  
       AKI complicates 5-7% of acute care hospital admissions and 
up to 30% of admissions to the intensive care unit. AKI is also a 

major medical complication, particularly in the setting of 
diarrheal illnesses, infectious diseases like malaria and 
leptospirosis, and natural disasters such as earthquakes.8 

 

II. AETIOLOGY OF ACUTE KIDNEY INJURY9 
 

 causes of ARF are generally divided into three major 
categories: 

 Diseases that cause renal hypoperfusion, resulting in 
decreased function without  frank parenchymal damage 
-prerenal  AKI 

 Diseases that directly involve the renal parenchyma –
intrinsic AKI    

 Diseases associated with urinary tract obstruction –
postrenal AKI. 

 

III. PRERENAL ACUTE KIDNEY INJURY 
       Renal blood flow and glomerular filtration rate (GFR) are 
relatively constant over a wide range of renal perfusion 
pressures, a phenomenon termed autoregulation. This 
autoregulatory response normally renders an individual relatively 
resistant to prerenal forms of ARF; however, a marked decrease 
in renal perfusion pressure below the autoregulatory range can 
lead to an abrupt decrease in GFR and lead to AKI 
 

IV. POSTRENAL ACUTE KIDNEY INJURY 
       Obstruction of urine flow is generally considered a less 
common cause of ARF. In several series, obstructive uropathy is 
encountered in 2% to 10% of all cases in ARF.76'77The cause of 
obstruction of urine flow can be classified as intrarenal or 
extrarenal. 
       Analysis of urine and blood biochemistry is useful for 
differentiating between the major categories of oliguric AKI, 
namely prerenal AKI and intrinsic AKI caused by ischemia or 
nephrotoxins. 
       The fractional excretion of Na+ (FENa) is the most sensitive 
index for this purpose. The FENa relates Na+ clearance to 
creatinine clearance. The renal failure index provides comparable 
information, because clinical variations in serum Na+ 
concentration are relatively small.10,11  
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Diagnostic Index Prerenal Azotemia Ischemic Intrinsic Azotemia 
Fractional excretion of Na+ (%) < 1 > 1 
Urinary Na+ concentration (mEq/L) < 10 > 20 
Urinary creatinine/plasma creatinine ratio > 40 < 20 

Urinary urea nitrogen/plasma urea nitrogen  
      Ratio 

> 8 < 3 

Urine specific gravity > 1.018 < 1.012 
Urine osmolality (mOsm/kg H20) >  500 < 250 
Plasma BUN/creatinine ratio > 20 < 10-15 
Renal failure index,[*] UNa/Ucr/Pcr < 1 >1 
Urine sediment Hyaline Casts Muddy brown granular casts 

 

V. DIALYSIS9,15 
       In patients with acute renal failure, dialysis is used as an 
extension of the supportive measures. There is no evidence that 
dialysis shortens the course in acute renal failure. Dialysis may 
be hazardous because of the episode of hypotension and 
arrhythmias. 
Dialysis is indicated if medical measures fail to prevent the 
following: ®   Pulmonary oedema,Hyperkalemia,Metabolic 
Acidosis,Signs and Symptoms of uraemia,Pericarditis 
 

VI. MATERIALS AND METHODS 
       This a prospective study of 50 patients of acute renal failure 
admitted to Osmania General Hospital from October 2009 to 
October 2011. All patients with clinical and biochemical 
evidence of acute renal failure according to RIFLE criteria were 

included in the study. Patients with chronic renal disease and 
aged below 12 years were excluded. Detailed history was 
recorded, general physical examination, systemic examination 
was done and necessary investigations were done. All the 
patients were followed up till time of discharge. 
 

VII. RESULTS AND ANALYSIS 
       Out of 50 cases studied, 32(64%) patient were male and 
18(36%) were female.Their age ranged from 16-80 years with 
mean age of 40.72 years. The ratio of Male: Female was 1.8:1. 
The maximum incidence was seen in the age group between 21 
to 30 years. 
        Out of 50 cases, 43(86%) patients had oliguria, 40(80%) 
had vomiting, 34(68%) patients had history of fatigue. Fever was 
seen in 29(58%) cases and 14(28%) patient had loose stools. 
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         Out of total number of patients studied 15(30%) patients 
had hypotension, 14(28%) patients had oedema, 14(28%) had 
icterus. 
         84% had oliguria and 16% were non-oliguric on general 
physical examination. Out of 50 patients, 6(12%) patients had 
history of diabetes mellitus and 8(16%) patients had 
hypertension. 

VIII. TYPE OF ACUTE KIDNEY INJURY 
         Out of 50 cases. Prerenal ARF was seen in 30(60%) 
patients, 18(36%) patients had renai ARF and 2(4%) had post 
renal ARF. 

 
Type of ARF Number Percentage 
Pre Renal 30 60 
Renal 18 36 
Post renal 2 4 
Total 50 100 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
         Out of 50 patients studied, 30 had pre renal  AKI, of which 
14(28%) patients had acute Gastro enteritis, 5(10%) had Malaria 
and 3(6%) had AKI following septicaemia. One patient had 
congestive heart failure and one had acute pancreatitis. 
         Out of 50 cases, 38 cases had renal cause of which, Malaria 
was seen in 3(6%), 2(4%) had nephrotoxic AKI (herbal medicine 
induced), 3(6%) had septicemia, 1(2%) had acute 
glomerulonephritis, 2(4%) had snakebite and 1(2%) had RPGN 
and 3(6%) patients had toxic hair dye (super vasmol) ingestion. 
Out of 50 cases 2(4%) patients had AKI following bladder outlet 
obstruction. 
         Out of 50 cases, 36(72%) patients were managed 
conservatively and 14(28%) patients underwent haemodialysis 
         Out of 50 cases studied, 40(80%) patients survived. 
Mortality was seen in 10(20%) patients.  Among the patients 
managed conservatively 3 patient died and of those who 
underwent haemodialysis,seven patients died. The major risk 
factors affecting prognosis of the patients were presence of multi 
organ failure, high baseline serum creatinine level, and 
complications developed during the course of illness. 
 

IX. DISCUSSION 
         In the present study, age of the patients ranged from 16 to 
80 years with mean age of 40.72 years. There were 32(64%) 
were males and 18(36%) were females. Bernich B et al., in their 
study of pattern of acute renal failure, found that 58% were males 
and 36% were females. Mean age of these patients was 56.2 
years.12 Ravindra L Mehta et al., in their study had 41% females 
and 59% males. Mean age of these patients was 59.5 years.16 

         We noted that, vomiting and oliguria were most common 
symptoms comprising 86% and 80% respectively. This finding is 
comparable with other studies done by Singhal AS et al22, which 
showed that oliguira was seen in 85.2% patients and 80% had 
vomiting. In the present study, hypotension was seen in 30% of 
patients. This was comparable with other studies done by Liano 
F et al.23, where hypotension was seen in 32.8% of patients 

         In the present study, 30(60%) had AKI due to pre renal 
cause. Majority of patients had gastroenteritis 14(28%). Other 
common presentation were malaria 7(14%), sepsis 9(18%), 
snakebite 3(6%), obstetric causes 4(8%), toxic hair dye ingestion 
3(6%) and congestive cardiac failure 1(2%). 
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         In the present study, acute gastroenteritis is the dominant 
cause of AKI. Most of these patients had severe dehydration. 
Hypotension was seen in some of the patients. Most of these 
patients were treated conservatively and resumed normal 
function. One patient required haemodialysis. 
         This is comparable to a study done by Ghayas khan et al, 
where acute gastroenteritis was found to be the commonest cause 
of AKI accounting for 58.97% of cases in their study.24 

         Malaria is an important cause of ARF in the present study 
,of 50 cases 7(14%) patients had Malaria. Among this, 
falciparum malaria was seen in 5(71%) of patients and vivax 
malaria was seen in 2(29%) of patients. In the study of ARF by 
Prakash J et al., 15% patients had Malaria. Falciparum malaria 
and vivax malaria were responsible for ARF in 76(80.9%) and 
11(11.7%) of the patients.  
         In the present study, about 2(4%) patients had obstructive 
uropathy. This was comparable to a study done by Singhal AS et 
al., in which 5% of patients had obstructive uropathy.22  
         Among 36 patients who were managed conservatively 3 
died. In the present study, good results were obtained with 
conservative management. This was comparable to a study done 
by Hakim AL et al., in which 74% of patients were managed 
conservatively and 26% of patients underwent dialysis. 
 

X. CONCLUSIONS 
         It was observed that clinical features were almost in 
accordance with studies conducted earlier. 
         Oliguria and vomiting were found to be the predominant 
symptoms in acute renalfailure. 
         Acute gastroenteritis was the predominant cause of acute 
renalfailure and these patients were recovered with conservative 
management. 
         Other causes of renal failure in our study were similar to 
other studies like malaria andsepticemia. 
         About 80% patients were survived. 20% of patients were 
treated conservatively and 28% patients underwent 
haemodialysis. We observed that early diagnosis and early 
intervention were probably responsible for good survival rate 
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