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ABSTRACT
Introduction: Acute kidney injury is characterized by a rapid loss of renal excretory function with the increase of nitrogen compounds in the 
blood and with different outcome. Objective: Since descriptions of the risk factors and sequelae of acute kidney injury (AKI) remain relatively 
limited, the objective of this study was to determine etiology and clinical characteristics of AKI, as well as risk factors for adverse outcome of renal 
function and death in AKI patients. Methods: We retrospectively studied a cohort of 84 adult AKI patients admitted to Nephrology Clinic in 
University Clinical Centre Sarajevo during period 2012-2014. Demographic, laboratory and clinical parameters were retrieved. The in-hospital and 
6 months mortality were recorded. Renal function outcome was defined 3 months following discharge. Results: Majority of patients were older 
(median age 73.5 years) with great severity of AKI (Stage III in 78.5% of cases) and high burden of comorbidities (mean Charlson comorbidity 
index, CCI score 6.4±3.05). The most common causes of AKI were acute interstitial nephritis (16.7%), heart failure (15.5%), gastroenterocolitis 
(13.1%), and sepsis (12%). Renal function recovery was recorded in 48.8% of patients, with prevalence of 10.7% of intrahospital mortality and 
37.3% of 6 months mortality. Risk factors for poor outcome of renal function and mortality in AKI patients were increasing age and higher CCI 
score, while protective factor was higher diuresis. Sepsis proved to be risk factor for death.
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1. INTRODUCTION
Acute kidney injury (AKI) is increasingly recognized as a 

major contributor to adverse outcomes. The sequelae of AKI 
are severe and characterized by increased risk of short-term and 
long-term mortality, incident chronic kidney disease (CKD) 
and accelerated progression to end-stage renal disease (ESRD) 
(1). The in-hospital mortality rate is approximately 20% to 
50%, and may exceed 75% in critically ill patients or patients 
with sepsis (2).

The rate of renal recovery varies in the literature, possibly 
because of the lack of a consistent definition for renal recovery 
(3-7). Some studies (3, 4) reported that recovery rates ranged 
from 36% to 99%, based on the definition of recovery as dialysis 
independence at discharge. Furthermore, to reduce the severity 
and improve recovery from AKI, it is important to identify the 
underlying cause and risk factors of AKI. Currently, little atten-
tion is given to AKI after it resolves in clinical practice through-
out the healthcare system. Understanding the impact of AKI 
on adverse outcomes may identify a segment of patients during 
hospitalization who are at greater risk of longer-term sequelae.

2. GOAL
The objective of this study was to investigate etiology, clini-

cal characteristics and outcome of AKI patients, as well as to 
identify risk factors for adverse outcome of renal function and 
death in these patients hospitalized in tertiary medical centre.

3. MATERIALS AND METHODS
We retrospectively studied a cohort of 84 adult patients with 

diagnosis of AKI who were admitted to Nephrology Clinic in 
the University Clinical Centre Sarajevo from July, 2012 to June, 
2014. We included all adult patients (>18 years old) with diag-
nosis of AKI and length of hospital stay more than 24 hours. Pa-
tients with ESRD and those who received renal transplantation 
were excluded from the study. This cohort of survived patients 
has been followed up for six months after hospital discharge.

All data were collected from medical files of routine patients 
care in hospital. Demographic informations included age, 
gender and duration of hospital stay. Relevant laboratory tests 
were retrieved. Clinical informations included severity, etiology 
and type of AKI, treatment and outcomes of AKI patients. A 
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standard algorithm proposed by Quan et al. was 
used to defi ne the Charlson comorbidity index 
(CCI) score (5).

AKI was defi ned as an abrupt (within 48 
hours) absolute increase in serum creatinine 
(SCr) of at least 26.5 μmol/L or by a percentage 
increase in SCr ≥50% from baseline according 
to the AKIN criteria (6). Th e severity of AKI 
was defined by the AKIN staging criteria. 
When pre-admission serum creatinine was 
unavailable, it was estimated by the Modifi ca-
tion of Diet in Renal Disease (MDRD) equa-
tion, with the assumption of a near lower limit 
of normal glomerular fi ltration rate (GFR) of 
75 mL/min/1.73 m2, as recommended by the 
Acute Dialysis Quality Initiative (ADQI) 
Working Group (7). AKI was classified as 
prerenal, intrinsic and post renal according to 
the identifi ed etiology. Oliguria was defi ned as 
urine output under 400 mL/day, and anuria as 
urine output under 100 mL/day.

Th e primary outcome of AKI patients was 
in-hospital mortality. Th e outcome of renal 
function was defi ned 3 months following dis-
charge by the values of estimated GFR (eGFR) 
as recovered (eGFR >60 mL/min/1.73 m2) or 
non-recovered (eGFR <60 mL/min/1.73 m2). 
Th is defi nition of renal function outcome re-
fers only to AKI patients without pre-existing 
CKD. AKI patients with underlying CKD were 
considered to have renal function recovery if 
SCr concentrations fell to the baseline 3 months 
aft er discharge. Non-recovery of renal function 
was defi ned if SCr remained above the baseline. 
Th e secondary outcome was 6 months mortality. 
Th e patients alive 6 months aft er discharge were 
classifi ed as „survivors“, and those who died as 
„non-survivors“.

Statistical analysis
Normally distributed continuous variables 

were reported as means with standard deviations 
and compared by Student’s t-test. Non-normally 
distributed continuous data were reported as 
medians with interquartile ranges and compared 
using Mann-Whitney U-test. When outcome 
variable was binary or categorical, proportion 
between two or more groups was assessed by 
Chi-square test or Fischer’s exact test when there 
were sparse data. P values less than 0.05 were 
considered statistically signifi cant.

4. RESULTS
A total number of 84 AKI patients (41 females and 43 males) 

with mean age of 73,5 years met inclusion criteria. Demo-
graphic, laboratory and clinical characteristics of patients have 
been shown in Table 1. Great proportion of AKI patients were 
non-oliguric (79.8%), while anuria and oliguria were present 
in 7.1% and 13.1% of AKI patients, respectively. Among the 
cohort of 84 AKI patients, 6% cases were classifi ed as Stage I, 
15.5% cases as Stage II, and 78.5% cases as Stage III. Prerenal 

and intrinsic type of AKI were similarly represented (45.2% 
and 42.8%, respectively), while post renal type of AKI proved 
to be less frequent (12%).

Prevalence of comorbid diseases was 77.4%. Th e most com-
mon comorbid conditions were hypertension (35.7%), diabetes 
mellitus (28.6%), congestive heart failure (16.6%), chronic liver 
disease (13.1%) and cancer (11.9%), with average CCI values 
6.4±3.05. Pre-existing CKD was present in 45.2% of AKI pa-
tients. Conservative treatment was far more frequent than renal 

Characteristics                                                                               Values
Male (n, %)                                                        43 (51.2)
Age (years) 73.5 (64-82)

Length of hospital stay (days) 16.5 (10-23)

Scr levels (μmol/L) at admission and at discharge 446 (304-616)/139.5 (99.5-227)

eGFR 3 months aft er discharge 42 (20.5-60.4)

Diuresis 

Anuria (n, %) 6 (7.1)

Oliguria (n, %) 11 (13.1)

Diuresis >400 mL (n, %) 67 (79.8)

AKIN Stage

Stage I (n, %) 5 (6)

Stage II (n, %) 13 (15.5)

Stage III (n, %) 66 (78.5)

Type of AKI

Prerenal (n, %) 38 (45.2)

Intrinsic (n, %) 36 (42.8)

Postrenal (n, %) 10 (12)

Pre-existing CKD Yes/No (n, %) 38 (45.2)/46 (54.8)

Hypertension Yes/No (n, %) 30 (35.7%)/54 (64.3%)

Diabetes mellitus Yes/No (n, %) 24 (28.6%)/60 (71.4%)

CCI score 6.4±3.05

Treatment RRT/Conservative (n, %) 18 (21.4)/66 (78.6)

Renal function recovery Yes/No (n, %) 41 (48.8%)/43 (51.2%)

Intra-hospital mortality Yes/No (n, %) 9 (10.7%)/75 (89.3%)

6-month mortality Yes/No (n, %) 28 (37.3%)/47 (62.7%)

Total mortality Yes/No (n, %) 38 (45.2%)/46 (54.8%)

Table 1. Characteristics of patients with acute kidney injury. Data are presented as median 
and interquartile range or as means and standard deviation (SD); n – number; SCr–serum 
creatinine; eGFR–estimated glomerular fi ltration rate; AKIN–Acute Kidney International 
Network; AKI–acute kidney injury; CKD–chronic kidney disease; CCI–Charlson comorbidity 
index; RRT – renal replacement therapy

 

 

 

 

Figure 1. Etiology of acute kidney injury  
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replacement therapy (RRT) (78.6% vs. 
21.4%). Renal function recovery was 
present in 48.8% of AKI patients 3 
months after discharge. Total mortality 
rate was 45.2%, with presence of 10.7% 
of intrahospital deaths and 37.3% of 
deaths 6 months after discharge.

Etiology of AKI in cohort of 84 
patients has been presented in Figure 
1. The most common causes of AKI 
were acute interstitial nephritis (AIN) 
in 16.7%, acute decompensated heart 
failure (ADHF) in 15.5%, acute gastro-
enterocolitis (13.1%), and sepsis (12%), 
while the remaining etiologies partici-
pated with less than 10.5%.

The comparison between prevalence 
of the most common AKI causes ac-
cording renal function outcome and 
survival is shown in Table 2. Only septic etiology of AKI has 
demonstrated statistically significant higher prevalence in 
deaths compared to survivors (p=0.004).

Greater proportion of AKI patients without pre-existing 
CKD has recovered renal function (Figure 2) in comparison 
to those AKI patients who had presumed CKD (60.53% vs. 
43.48%; p=0.120). The presence of presumed CKD in AKI 
patients seemed to have influence on mortality since greater 
proportion of AKI patients without CKD survived in compari-
son to those who had underlying CKD (60.87% vs 47.37%), but 
without statistically significant difference (p=0.216).

By univariate analysis (Table 3), risk factors for poor outcome 
of renal function in AKI patients were older age (p=0.009) and 
higher CCI (p=0.000). Protective factor for renal function 
recovery was higher diuresis (p=0.010). However, risk factors 
for mortality were increasing age (p=0.0001), higher CCI 
(p=0.000) and diagnosis of sepsis (p=0.015), while higher di-
uresis (p=0.047) proved to be a protective factor for mortality.

5. DISCUSSION
Of the 84 AKI patients in our study group, majority of pa-

tients were over 70 years of age (mean age 73.5 years) and the 
most of them were males (51.2%). This is not unexpected since 
epidemiological data confirm that the median age of patients 
suffering from AKI is increasing. Male gender is also known 
to be associated with AKI probably due to more frequent vas-
cular diseases (8).

Majority of patients in our study were classified as Stage 
III (78.5%) according to AKIN criteria. Cases of AKI in our 
referral center were mainly associated with CKD (45.2%) with 
rapid decline in kidney function, which could be explanation for 
the high prevalence of Stage III in our study. This is consistent 
with findings of other authors who found a higher prevalence 
of Stage III in Division of Nephrology in comparison with 
other Departments of Internal Medicine (2). In our study group 
prerenal and intrinsic type were detected in 45.2% and 42.8% 
of AKI patients, respectively, while post renal type of AKI was 
recognized only in 12% of patients. The prevalence of intrinsic 
causes was similar to the occurrence of renal causes in the study 
of Yang et al. (2) while post renal AKI was less frequent.

The main etiological factors of AKI in the present study 
were AIN (16.7%), ADHF (15.5%), acute gastroenterocolitis 
(13.1%), and sepsis (12%), followed by severe dehydration (8%), 
obstructive nephropathy due to the genitourinary cancer (6%) 
and ATN (6%), with other etiologies prevalence less than 5%. 
In the PICARD study and BEST Kidney study (9, 10) heart 
failure and sepsis were among four most common AKI causes 
which is consistent to our findings. Some authors used extended 
definitions of renal hypo perfusion (11). Similarly, if we use an 
extended definition of renal hypo perfusion that includes heart 
failure and volume depletion due to the gastroenterocolitis and 
dehydration, prevalence of renal hypo perfusion in our study 
increases to 36%, which is consistent with the results of Nash 
et al. (11).

Presence of preexisting CKD was rather high in our study 
group (45.2%). High proportion of AKI patients suffered 
from CKD (51%) was found in the study of Pereira et al. too 
(12). Almost 77.4% of our patients had some kind of comorbid 
condition. In accordance with recent reports (12), our results 
confirmed that the most common comorbidities were hyper-
tension (35.7%) and diabetes mellitus (28.6%), followed by 
congestive heart failure (16.6%), chronic liver disease (13.1%) 
and cancer (11.9%).

Dialysis was carried out in 21.4% of our AKI patients, which 
is consistent with the proportion of AKI patients who received 
RRT (22.5%) in the study of Yang et al. (2). Dialysis require-
ment in different studies ranged from 12% to 71% (2,13,14).

Recognition that AKI survivors are at high risk of progres-

AKI etiology
(n, %)

Renal func-
tion recovery

Renal function 
non-recovery p-value Survivors Non-

survivors p-value

AIN 14 (16.7) 9 (64.3) 5 (35.7) 0.283 6 (42.9) 8 (57.1) 0.327
ADHF 13 (15.5) 4 (30.8) 9(69.2) 0.096 9(69.2) 4 (30.8) 0.202
Enterocolitis 11(13.1) 7 (63.6) 4 (36.4) 0.521 9 (69.2) 4 (30.8) 0.1
Sepsis 10 (12) 3 (30) 7 (70) 0.19 1 (10) 9 (90) 0.004*

Table 2. The prevalence of the most common acute kidney injury causes according renal function outcome 
and survival. *p <0.05; AKI–acute kidney injury; AIN–acute interstitial nephritis; ADHF–acute 
decompensated heart failure

Dependent variable Renal function recovery Mortality
Variables OR p-value 95% CI OR p-value 95% CI
Age 0.95 0.009* 0.92 - 0.98 1.07 0.0001* 1.03 - 1.12
Diuresis 3.89 0.01* 1.37 - 11.04 0.43 0.047* 0.18 - 0.98
CCI score 0.71 0.000* 0.58 - 0 .84 2.61 0.000* 1.75 - 3.87
Sepsis 0.36 0.166 0.08 - 1.51 13.96 0.015* 1.67 - 116.12

Table 3. Univariate analysis for risk factors for renal function outcome and mortality in acute kidney injury 
patients *p <0.05; OR – odds ratio; CI–confidence interval; CCI–Charlson comorbidity index

 

Figure 2. Comparison between different outcome of renal function and survival in AKI 

patients with pre-existing CKD and AKI patients without pre-existing CKD 
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sive CKD spurred the Kidney Disease Improving Global Out-
comes (KDIGO) AKI guidelines to recommend that the kidney 
function should be evaluated 3 months after an AKI episode to 
establish the presence and extent of CKD (15), which was done 
in our study. Renal function recovery was established in 48.8% 
of cases, which is similar to proportion of patients with renal 
function recovery in the studies of Pereira and Yang with their 
associates (50% and 58.6%, respectively) (2, 12). Nevertheless, 
evaluation of kidney function in these studies was done at hospi-
tal discharge that might be too soon due to mentioned KDIGO 
AKI guidelines (15). Furthermore, definition of renal function 
recovery was different in all three mentioned studies (included 
ours), indicating a need for standardization of this definition.

AKI is associated with short and long-term mortality. 
Undoubtedly, this patient population has a poor short-term 
outcome with excessive in-hospital morality rates (40-60%) 
(16). Total mortality in our cohort group of patients increased 
from 10.7% at discharge to 45.2% after 6 months of follow up. 
In-hospital mortality in the study of Schiffl et al. (16) increased 
from 47% at discharge to 65% after 1 year of follow up. All AKI 
patients included in the study of Schiffl et al. had ATN as cause 
of AKI, RIFLE class Failure and they all underwent RRT. This 
might be the reason why the in-hospital mortality rate is higher 
compared to our results. A large Danish study (17) has shown 
that mortality was the most important during the first 50 days 
after admission to ICU. Our results have also shown great in-
crease of mortality for AKI survivors after 6 months of follow 
up, which can be related to great severity of AKI with high bur-
den of comorbid conditions and rather older age of study group.

The previous conventional opinion that survivors of AKI 
tend to do well and fully recover renal function appears to be 
flawed. AKI can cause ESRD directly, and increase the risk of 
developing incident CKD and worsening of underlying CKD 
(18). In accordance with previous reports (19,20), we have also 
found that greater proportion of AKI patients with pre-existing 
CKD had impaired recovery of renal function in comparison to 
the patients with „pure“ AKI (56.52% vs. 39.47%), but without 
statistically importance. Presence of CKD is also known to be 
a significant risk factor for the development of cardiovascular 
diseases from which this CKD population of patients often 
dies (12). However, our results showed that presence of pre-
sumed CKD was similar in the survivors and non-survivors 
groups (47.36% vs. 52.63%) which is consistent with published 
researches (12, 20). 

Our findings revealed that risk factors for non-recovery of 
renal function were advanced age and higher CCI, while pro-
tective factor for renal function outcome was higher diuresis. 
Other authors identified older age, the presence of diabetes 
mellitus, decreased baseline eGFR (21), or higher CCI score 
(22) as risk factors for the progression to advanced-stage CKD 
in AKI survivors which is similar to our results. The risk factors 
for mortality in present study were diagnosis of sepsis as well 
as increasing age and higher CCI score, while protective factor 
was higher diuresis. In the previously published studies (8,14) 
sepsis and oliguria were found to be associated with mortality 
which is in accordance with our findings. Similarly to our find-
ings, Harel et al. (22). found that increasing age and higher CCI 
were predictive of post-AKI mortality.

Sepsis is the most common cause of AKI in ICU (14). Recent 
evidence suggests that AKI in patients with sepsis may have 

different pathophysiology including hyperemia, vasodilatation, 
and acute tubular apoptosis instead of ischemia, vasoconstric-
tion, or acute tubular necrosis (23). The mortality of sepsis 
induced AKI is more than 70% (14). Our findings suggest that 
septic cause of AKI is statistically significantly more common 
in non-survivors compared to survivors, as well as that sepsis is 
risk factor for death in AKI patients.

6. CONCLUSION
Elderly patients with high burden of comorbidities who 

experience severe AKI episode and especially those with sepsis 
as AKI etiology are with high risk for adverse outcome of renal 
function and death. These observations highlight the impor-
tance of close monitoring high-risk hospital AKI patients. The 
CCI score is a validated method for estimating the risk of death 
from comorbid disease but it also seemed to be a good tool in 
predicting adverse renal function outcome.

CONFLICT OF INTEREST: NONE DECLARED.

REFERENCES
1. Rewa O, Bagshaw SM. Acute kidney injury-epidemiology, out-

comes and economics. Nat Rev Nephrol. 2014; 10(4): 193-207.
2. Yang F, Zhang L, Wu H, Zou H H, Du Y. Clinical analysis of 

cause, treatment and prognosis in acute kidney injury patients. 
PLoS One. 2014; 21;9(2): e85214.

3. Coca SG, Yusuf B, Shlipak MG, Garg AX, Parikh CR. Long-
term risk of mortality and other adverse outcomes after acute 
kidney injury: a systematic review and meta-analysis. Am J 
Kidney Dis. 2009; 53(6): 961-973.

4. Wald R, Quinn RR, Luo J, Li P, Scales DC, Mamdani MM, Ray 
JG; University of Toronto Acute Kidney Injury Research Group. 
Chronic dialysis and death among survivors of acute kidney in-
jury requiring dialysis. JAMA. 2009; 302(11):1179-1185.

5. Quan H, Sundararajan V, Halfon P, Fong A, Burnand B, Luthi 
JC, Saunders LD, Beck CA, Feasby TE, Ghali WA. Coding al-
gorithms for defining comorbidities in ICD-9-CM and ICD-10 
administrative data. Med Care. 2005; 43(11): 1130-1139.

6. Mehta RL, Kellum JA, Shah SV, Molitoris BA, Ronco C, War-
nock DG, Levin A; Acute Kidney Injury Network. Acute Kidney 
Injury Network: report of an initiative to improve outcomes in 
acute kidney injury. Crit Care. 2007; 11(2): R31.

7. Bagshaw SM, Uchino S, Cruz D, Bellomo R,  Morimatsu 
H, Morgera S, Schetz M, Tan I, Bouman C, Macedo E, Gibney 
N, Tolwani A, Oudemans-van Straaten HM, Ronco C, Kellum 
JA; Beginning and Ending Supportive Therapy for the Kidney 
(BEST Kidney) Investigators.Collaborators (98). A comparison 
of observed versus estimated baseline creatinine for determina-
tion of RIFLE class in patients with acute kidney injury. Nephrol 
Dial Transplant. 2009; 24(9): 2739-2744.

8. Daher EF, Marques CN, Lima RS, Silva Júnior GB,  Barbosa 
AS, Barbosa ES, Mota RM, Leite da Silva S, Araújo SM, Libório 
AB. Acute kidney injury in an infectious disease intensive care 
unit-an assessment of prognostic factors. Swiss Med Wkly. 2008; 
138(9-10): 128-133.

9. Mehta RL, Pascual MT, Soroko S, Savage BR,  Himmelfarb 
J, Ikizler TA, Paganini EP, Chertow GM. Program to Improve 
Care in Acute Renal Disease. Spectrum of acute renal failure in 
the intensive care unit: the PICARD experience. Kidney Int. 
2004; 66(4): 1613-1621.

10. Uchino S, Kellum JA, Bellomo R, Doig GS, Morimatsu H, Morg-



 ORIGINAL PAPER • Mater Sociomed. 2015 Apr; 27(2): 71-74

Clinical Analysis of Etiology, Risk Factors and Outcome in Patients with Acute Kidney Injury

74

era S, Schetz M, Tan I, Bouman C, Macedo E, Gibney N, Tolwani 
A, Ronco C. Beginning and Ending Supportive Th erapy for the 
Kidney (BEST Kidney) Investigators. Acute renal failure in 
critically ill patients: a multinational, multicenter study. JAMA. 
2005; 294(7): 813-818.

11. Nash K, Hafeez A, Hou S. Hospital-acquired renal insuffi  ciency. 
Am J Kidney Dis. 2002; 39(5): 930-936.

12. Pereira MB, Zanetta DMT, Abdulkader RCRM. Th e real impor-
tance of pre-existing comorbidities on long-term mortality aft er 
acute kidney injury. PLoS One. 2012; 7(10): e47746.

13. Piccinni P, Cruz DN, Gramaticopolo S, Garzotto F, Dal Santo 
M,  Aneloni G,  Rocco M,  Alessandri E,  Giunta F,  Michetti 
V, Iannuzzi M,Belluomo Anello C, Brienza N, Carlini M, Pelaia 
P, Gabbanelli V, Ronco C; NEFROINT Investigators. Prospec-
tive multicenter study on epidemiology of acute kidney injury in 
the ICU: a critical care nephrology Italian collaborative eff ort 
(NEFROINT). Minerva Anestesiol. 2011; 77(11): 1072-1083.

14. Bagshaw SM, Uchino S, Bellomo R, Morimatsu H, Morgera S, 
Schetz M,  Tan I, Bouman C, Macedo E, Gibney N, Tolwani A, 
Oudemans-van Straaten HM, Ronco C, Kellum JA. For the Be-
ginning and Ending Supportive Th erapy for the Kidney (BEST 
Kidney) Investigators. Septic acute kidney injury in critically ill 
patients: clinical characteristics and outcomes. Clin J Am Soc 
Nephrol. 2007; 2(3): 431-439.

15. Ad-hoc working group of ERBP, Fliser D, Laville M, et al. A 
European Renal Best Practice (ERBP) position statement on the 
Kidney Disease Improving Global Outcomes (KDIGO) clinical 
practice guidelines on acute kidney injury: part 1: defi nitions, 
conservative management and contrast-induced nephropathy. 
Nephrol Dial Transplant. 2012; 27(12): 4263-4272.

16. Schiffl   H, Lang SM, Fischer R. Long-term outcomes of survivors 

of ICU acute kidney injury requiring renal replacement therapy: 
a 10-year prospective cohort study. Clin Kidney J. 2012; 5(4): 
297-302.

17. Gammelager H, Christiansen CF, Johansen MB, Tønnesen 
E, Jespersen B, Sørensen HT. One-year mortality among Danish 
intensive care patients with acute kidney injury: a cohort study. 
Crit Care. 2012; 16(4): R124.

18. Chawla LS, Kimmel PL. Acute kidney injury and chronic kid-
ney disease: an integrated clinical syndrome. Kidney Int. 2012; 
82(5): 516-524.

19. Ishani A, Nelson D, Clothier B, Schult T,  Nugent S,  Greer 
N, Slinin Y, Ensrud KE. Th e magnitude of acute serum creati-
nine increase aft er cardiac surgery and the risk of chronic kidney 
disease, progression of kidney disease, and death. Arch Intern 
Med. 2011; 171(3): 226-233.

20. Ali T, Khan I, Simpson W, Prescott G, Townend J,  Smith 
W, Macleod A. Incidence and outcomes in acute kidney injury: 
a comprehensive population-based study. J Am Soc Nephrol. 
2007; 18(4): 1292-1298.

21. Amdur RL, Chawla LS, Amodeo S, Kimmel PL,  Palant CE. 
Outcomes following diagnosis of acute renal failure in U.S. 
veterans: focus on acute tubular necrosis. Kidney Int. 2009; 
76(10): 1089-1097.

22. Harel Z, Bell CM, Dixon SN, McArthur E, James MT, Garg 
AX,  Harel S,  Silver S,  Wald R. Predictors of progression to 
chronic dialysis in survivors of severe acute injury: a competing 
risk study. BMC Nephrol. 2014; 15: 114.

23. Wan L, Bagshaw SM, Langenberg C, Saotome T, May C, Bel-
lomo R. Pathophysiology of septic acute kidney injury: What do 
we really know? Crit Care Med. 2008; 36(4 Suppl): S198-S203.

 

 
Editorial 

Public health aspects of nephrology, dialysis and kidney transplantation in Bosnia and 
Herzegovina 

It is my great pleasure to introduce to you this special issue of the journal Materia Socio-
Medica on the occasion of the 4th Congress of Nephrology of Bosnia and Herzegovina with 
international participation that will be held in Sarajevo from 22nd to 25th April 2015. The 
Association of Nephrology, Dialysis and Transplantation of Bosnia and Herzegovina has 
organized congress under the auspices of the European Renal Association – European 
Dialysis and Transplant Association (ERA-EDTA) and the International Society of 
Nephrology (ISN). 

This scientific meeting covers the most recent discoveries in the fields of acute kidney injury, 
chronic kidney disease, cardiovascular diseases, hypertension, diabetes mellitus, dialysis and 
kidney transplantation. Gathering a large number of national and international nephrologists 
as well as many distinguished international speakers will certainly contribute to the 
knowledge transferring and quality of this meeting. There will be (ubaciti broj) submitted 
presentations from (broj zemalja koje učestvuju) countries. 

Rapid increases in the incidence of acute kidney injury have been reported, highlighting a 
growing contribution to the public health burden of advanced kidney disease. The sequelae of 
acute kidney injury are severe and characterized by increased risk of short-term and long-term 
mortality, incident chronic kidney disease and accelerated progression to end-stage renal 
disease. Contributors to the growth of acute kidney injury include increases in the known 
precipitants of acute kidney injury such as sepsis, congestive heart failure, higher age and 
comorbidity burden of patients. Identification of the underlying cause and risk factors of acute 
kidney injury is needed in order to reduce the severity and improve recovery of this harmful, 
but preventable and treatable syndrome. Protecting the kidneys from acute kidney injury 
should be an important health strategy for the patient and the community.  

Chronic kidney disease is serious public health problem that is characterized by poor health 
outcomes and very high health-care costs. Furthermore, chronic kidney disease is a major risk 
multiplier in patients with diabetes, hypertension, heart disease and stroke—all of which are 
key causes of death and disability. Since the prevalence of chronic kidney disease is higher in 
older people, the health impact of population aging will depend in part on how the kidney 


